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Guide to Diversity, Equity, 
and Inclusion (DEI 


I have been committed to addressing issues of diversity 
from the very first edition of this textbook (1979), which 
featured sections on cross-cultural perspectives, as well as 
social-class and race differences. Today, my commitment 
is stronger than ever. The world is a very different place 
today, and there is much more openness to discussing 
issues of diversity. Direct conversations about racism are 
more possible now. Moreover, research on diversity topics 
has expanded tremendously. 

Although many use the term “diversity” as a synonym 
for racial diversity, diversity has many dimensions, many 
of which are addressed in this book. These dimensions 
include race/ethnicity, social class, sexual orientation, 
and gender, as well as cross-cultural perspectives. More- 
over, this new edition fosters direct discussions of racism 
in relation to human sexuality, always supported by scien- 
tific research. 

Language is important, and I continue to work toward 
the most up-to-date and inclusive language. For example, 
trans-inclusive language is used throughout, and phrases 
that reinforce the gender binary, such as “he or she,” have 
been banished. 

The most recent updates in this textbook come from 
many journals devoted to diversity topics, such as Cul- 
tural Diversity and Ethnic Minority Psychology, Journal 
of Cross-Cultural Psychology, Asian American Journal of 
Psychology, Psychology of Sexual Orientation and Gender 
Diversity, Gender & Society, Sexuality & Culture, and Psy- 
chology of Women Quarterly. In addition, major journals 
in psychology, sociology, and health are carrying more 
and more articles on topics such as race and gender 
diversity. These include the American Journal of Public 
Health, JAMA Pediatrics, American Psychologist, Psycho- 
logical Bulletin, Perspectives on Psychological Science, and, 
of course, Journal of Sex Research and Archives of Sexual 
Behavior. 

Finally, research by scholars of color is incorporated 
throughout. 


Chapter 1: Sexuality in Perspective 
New DEI Material 


= New box examining the psychology of racism in the United 
States, featuring the work of Roberts and Rizzo (2021) 


= Discussion of Asian Americans as the “model 
minority,” including research by Kim et al. (2021) and 
Cheng et al. (2021) 


= The concept of “historical trauma” experienced by 
people of color is introduced, based on the work of 
Gameon and Skewes (2021) and Gone (2009) 


Continuing DEI Material 


= Gender binary is defined and explained 
= Coverage of sexual minorities 

= Cross-cultural perspectives 

= Social class and sex 


= Race and sex 


Chapter 2: Theoretical Perspectives on 
Sexuality 


New DEI Material 


= New section on Critical Race Theory includes the con- 
cepts of institutional racism and the social construction 
of race, with an example of anti-miscegenation laws that 
criminalized interracial sex/marriage. Features Critical 
Race Theory: A Primer by Khiara Bridges (2019) 

= Added emphasis on intersectionality, which emanates 
from both feminist theory and critical race theory, and 
its implications for sexuality 


Continuing DEI Material 


= Gender-neutral evolutionary theory 


= Examination of multiple critical theories: feminist the- 
ory, queer theory, and (new) critical race theory 
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Chapter 3: Sex Research 
New DEI Material 


= New box on Diversity Science, which studies issues 
such as prejudice and uses a sociocultural framework 
to understand patterns such as race differences. 
Highlights structural disparities, including race differ- 
ences in family wealth and the long-term impacts of 
redlining 

= The latest APA guidelines on Race and Ethnicity in 
Psychology, and the implications for methods in sex 
research 

= New section on Measuring Gender and Sexual 
Orientation 


Continuing DEI Material 


® Race/Ethnicity in research 


Chapter 4: Sexual Anatomy 
New DEI Material 


= Extensive editing of language to make it more 
trans-inclusive 


Continuing DEI Material 


= Discussion of culture and female genital cutting 
(FGC), featuring research by international scholars 


Chapter 5: Sex Hormones, Sexual 
Differentiation, and the Menstrual 
Cycle 


New DEI Material 


= Editing of language to be more trans-inclusive 


Continuing DEI Material 


= Coverage of intersex conditions and the debate over 
their treatment 


Chapter 6: Pregnancy and Childbirth 
New DEI Material 


= Box on Race and Racism in Pregnancy and Infant 
Mortality, including the latest CDC data on racial 
disparities in pregnancy-related mortality and infant 
mortality 

= Features Dana-Ain Davis’s (2019) arguments for 
improving healthcare during pregnancy for Black 
women, at both the individual level and the institu- 
tional level 


Continuing DEI Material 


= Cross-national data on cesarean delivery rates 


Chapter 7: Contraception and Abortion 
Continuing DEI Material 


= Data on contraceptive practices around the world 
= Box on Abortion in Cross-Cultural Perspective 


Chapter 8: Sexual Arousal 


Continuing DEI Material 


= Box on Sexuality and Disability, updated 
= Illustrations of sexual positions show racial diversity 


Chapter 9: Sexuality and the Life Cycle: 
Childhood and Adolescence 


Continuing DEI Material 


= Coverage of young children’s learning concepts about 
gender 

= Sections on same-gender sexual behavior from child- 
hood through adolescence 

= Heteronormativity is learned in childhood 

= Data on variations across nations in timing of girls’ 
first intercourse 


Chapter 10: Sexuality and the Life 
Cycle: Adulthood 


New DEI Material 


= A new box, A Sexually Diverse World: Culture and 
Conceptualizations of Late Adulthood, examines val- 
ues outside of Western norms and includes research 
from Shinobu Kitayama (2020) 


Chapter 11: Attraction, Love, and 
Communication 


New DEI Material 


= New data on racial homophily as evident in online 
dating platforms 

= New section, “The Far Reach of the Internet and West- 
ern Values,” examines how mobile devices have global- 
ized Western approaches to sexuality 

= Discussion of the movement to include more racially, 
economically, and sexually diverse samples in relation- 
ship studies 
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= Feature on Shar Dubey, an immigrant from India, who 
is CEO of The Match Group 


Continuing DEI Material 


= Data on homophily in U.S. marriages by race, educa- 
tion, and religion 


Chapter 12: Gender and Sexuality 
New DEI Material 


= The last third of the chapter, on transgender issues and 
experience, has been updated with the latest terms and 
research 

= New box, Measuring Discrimination against Trans 
People 


= Discussion of how Intergroup Contact Theory could 
be applied to reduce cisgender people’s prejudice 
against trans people 


= Coverage of Liu and Zuo’s study of a reversal of gen- 
der differences in risk-taking in a matrilineal Chinese 
culture compared with a patriarchal one 


= Concept of gender euphoria introduced as a counter- 
balance to gender dysphoria within gender-minority 
communities 


= Trans people are sexually objectified by being 
fetishized, and research by Flores and colleagues 
(2016, 2018) shows that trans people of color are dou- 
bly fetishized 


Continuing DEI Material 


= Gender roles and stereotypes 


= Variations in gender roles across U.S. racial/ethnic 
groups, including African Americans, Latinx, Asian 
Americans, and American Indians 


= Transgender experience 
= Prejudice against trans people 


Chapter 13: Sexual Orientation: Gay 
Straight, or Bi? 


New DEI Material 


= New box, A Sexually Diverse World: Race and the 
Well-being of LGBT People in the United States, 
includes the issue of sexual racism within the LGBT 
community 


Continuing DEI Material 


= Data on attitudes toward gays and lesbians 
= Multicultural perspectives on sexual orientation 
= The global divide in acceptance of LGBT people 
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= Analysis of the role media plays in antigay prejudice 
and how LGB people feel about themselves. 


= Negative effects of conversion therapy on mental 
health of LGBT people 


Chapter 14: Variations in Sexual 
Behavior 


New DEI Material 


= New section, “Racism and BDSM” 


Chapter 15: Sexual Coercion 
New DEI Material 


= New box, A Sexually Diverse World: Sexual Violence 
in Native America, as chronicled by legal scholar 
Sarah Deer (2015) 


= Section on trans people as victims of sexual 
violence 


= New data on the role of race and social class in 
campus sexual assault 
= New opening quote from a queer woman of color 


Continuing DEI Material 


= Section on Race/Ethnicity and Rape 


Chapter 16: Sex for Sale 
Continuing DEI Material 


= The role of race and social class in sex 
workers’ lives 


Chapter 17: Sexual Disorders and Sex 
Therapy 


Continuing DEI Material 


= Sexual problems due to sociocultural and economic 
factors, according to the New View of Women’s Sexual 
Problems 


Chapter 18: Sexually Transmitted 
Infections 


Continuing DEI Material 


= The race issue with the HPV vaccine 


= Section on Women, Children, People of Color, 
and AIDS 


= Sexually Diverse World box, AIDS in Thailand 
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Chapter 19: Ethics, Religion, and 
Sexuality 


New DEI Material 


= Ancient Jewish law goes beyond gender binary with 
terms for intersex and gender fluid people 


Continuing DEI Material 
= Sexuality across major religions (worldwide, including 
Islam) 


= The concept that the United States is a pluralistic 
society 


= Variation across U.S. religious groups in attitudes 
toward abortion 


= Diversity in religious views on same-gender sexuality 


Chapter 20: Sex and the Law 
New DEI Material 


® Discussion of 2020 U.S. Supreme Court decision that 
firing an employee based on being gay or transgender 
violates Title VII 


= Description of the social inequality approach to devel- 
oping legal policies for sex workers 


= Discussion of how abortion bans have a disproportion- 
ate impact on women of color 


Continuing DEI Material 


= Legalization of same-sex marriage 

= Section on race, social class, and sex laws 

= Discussion of anti-miscegenation laws and their over- 
turning in Loving v. Virginia 

= Sexually Diverse World box, Universal Sexual Rights 


= Sexually Diverse World box, Legal Issues for Transgen- 
der Persons 


Epilogue: Looking to the Future: 
Sexuality Education 


New DEI Material 


= Sexual health interventions tailored to adolescents of 
color 


Continuing DEI Material 


® Section on Race and Sexuality Education 


Preface 


Hyde—Continuing a Research-Based 


Tradition in Sexuality 


ince its conception, Understanding Human Sex- 
S has achieved distinction and success by 

following the science of human sexuality. The first 
of the modern sexuality textbooks, Understanding Human 
Sexuality introduced this topic to students through the 
science that has uncovered what we know about the field. 
Groundbreaking when it first appeared, this research- 
based tradition continues to result in a contemporary, 
balanced introduction to human sexuality in an integrated 
system that engages students in learning the content of the 
course, about others, and about themselves. 


| 
A Personalized Experience 

that Leads to Improved 

Learning 


A SMART BOOK" How many students 


think they know 
everything about human sexuality but struggle on the first 
exam? Students study more effectively with Connect and 
SmartBook. 

SmartBook helps students study more efficiently by 
highlighting what to focus on in the chapter, asking review 
questions, and directing them to resources until they 
understand. Connect’s assignments help students contex- 
tualize what they’ve learned through application, so they 
can better understand the material and think critically. 

SmartBook is optimized for mobile and tablet and is 
accessible for students with disabilities. Content-wise, 
it has been enhanced with improved learning objectives 
that are measurable and observable to improve student 
outcomes. SmartBook personalizes learning to individual 
student needs, continually adapting to pinpoint knowl- 
edge gaps and focus learning on topics that need the most 
attention. Study time is more productive and, as a result, 
students are better prepared for class and coursework. For 
instructors, SmartBook tracks student progress and pro- 
vides insights that can help guide teaching strategies. 


Powerful Reporting 


Whether a class is face-to-face, hybrid, or entirely online, 
McGraw Hill Connect provides the tools needed to reduce 
the amount of time and energy instructors spend adminis- 
tering their courses. Easy-to-use course management tools 
allow instructors to spend less time administering and 
more time teaching, while reports allow students to moni- 
tor their progress and optimize their study time. 


= The At-Risk Student Report provides instructors with 
one-click access to a dashboard that identifies students 
who are at risk of dropping out of the course due to 
low engagement levels. 

= The Category Analysis Report details student per- 
formance relative to specific learning objectives and 
goals, including APA learning goals and outcomes and 
levels of Bloom’s taxonomy. 

= The SmartBook Reports allow instructors and students 
to easily monitor progress and pinpoint areas of weak- 
ness, giving each student a personalized study plan to 
achieve success. 


pening Students for 
Higher-Level Thinking 
Power of Processor Power of Process, available in 
PSYCHOLOGY McGraw Hill Connect™, guides stu- 
dents through the process of critical 
oO reading, analysis, and writing. Fac- 
ulty can select or upload their own 
content, such as journal articles, and 
er connect assign analysis strategies to gain 
insight into students’ application of the scientific method. 
For students, Power of Process offers a guided visual 
approach to exercising critical thinking strategies to apply 
before, during, and after reading published research. Addi- 
tionally, utilizing the relevant and engaging research arti- 
cles built into Power of Process, students are supported in 
becoming critical consumers of research. 
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Concept Clips help students comprehend some of the 
most difficult ideas in human sexuality. Colorful graph- 
ics and stimulating animations describe core concepts in 
a step-by-step manner, engaging students and aiding in 
retention. Concept Clips can be used as a presentation 
tool in the classroom or for student assessment. 

New to the Fifteenth Edition, Concept Clips feature a 
more modern visual style, updated scripts and assessment 
items, and enhanced accessibility. 

Interactivities, assignable through Connect, engage 
students with content through experientical activities. 
Topics include first impressions and attraction. 

Through the connection of human sexuality to stu- 
dents’ own lives, concepts become more relevant and 
understandable. Newsflash exercises tie current news 
stories to key principles and learning objectives. After 
interacting with a contemporary news story, students are 
assessed on their ability to make the link between real life 
and research findings. 


_—————>E>E—=S= == SS — = _=_ 
Writing Assignment 


New to this edition and found in Connect, Writing Assign- 
ments offer faculty the ability to assign a full range of writ- 
ing assignments to students with just-in-time feedback. 

‘You may set up manually scored assignments in a way 
that students can: 


= automatically receive grammar and high-level feedback 
to improve their writing before they submit a project 
to you; 

= run originality checks and receive feedback on “exact 
matches” and “possibly altered text” that includes guid- 
ance about how to properly paraphrase, quote, and 


cite sources to improve the academic integrity of their 
writing before they submit their work to you. 


Following the Science to 
Understand Human Sexuality 


Understanding Human Sexuality is grounded in science 
and the research that informs science. This founda- 
tion is based on an interdisciplinary approach that 
includes psychology, sociology, biology, public health, 
and medicine. 

The quality of sex research is highly variable, to put it 
mildly. Some journalists think they are sex researchers if 
they have interviewed 10 people and written a book about 
it! Too often in textbooks we see equal weight given to an 
article from the local newspaper and a refereed journal 
article from the New England Journal of Medicine or the 
Journal of Sex Research—and those few readers who are 
motivated enough have to do a lot of detective work to 
find the real source for a statement. It is the responsibil- 
ity of authors to sift through available studies and present 
only those of the best quality and the greatest relevance to 
this course. It is a thrill to observe that the quality of sex 
research improves every decade. 


Following the Science to 
Understand Oneself and Others 


Studying human sexuality requires more than simply 
progressing through the material. To genuinely learn 
the concepts, students must look at their own sexual 
health, relationships, and consider how sex impacts 
their lives. For that reason, it is important that every- 
one who reads Understanding Human Sexuality feels 
connected to the content and finds it useful. The 
author has used a research-proven approach to ensure 
this book is diverse and practical. Here are some of the 
major themes found throughout: 


= A multi-ethnic and multi-cultural perspective has 
always been featured in this textbook, and in this edi- 
tion there is major new coverage of race and racism as 
related to human sexuality, across multiple chapters 
(see the Guide to Diversity, Equity, and Inclusion). 


= Chapters are as “trans-friendly” as possible, both in 
language used and content covered. 


= The Supreme Court handed down a major ruling on 
abortion in June 2022, just as this edition was going to 
press. The decision was incorporated into the chapter 
Sex and the Law. 


= Inclusion of practical information such as finding 
sexual satisfaction, how cohabitation can impact rela- 
tionships, and the benefits of mindfulness-based sex 
therapy. 

= Appreciation of the diversity of human sexuality along 
many dimensions including age, sexual orientation, 
disability, and gender identity. 


Understanding Human Sexuality aims to help students 
feel confident in what they are learning and show them 


how to apply it. 


Milestones in Sex Research 


Endocrine Disrupters 


ale Florida panthers have low sperm counts. 
Frogs are born hermaphroditic, with mixed 

male and female organs, Male turtledoves dis- 
play reduced courtship and nesting behaviors. A pre- 
school girl begins growing pubic hair, These cases and 
dozens of others have appeared in the news in the last 
decade, Are they unrelated bizarre occurrences, or is 
there a common link? 

Scientists believe that underlying all these troubling 
cases is the phenomenon of endocrine disrupters (some- 
times called endocrine-disrupting chemicals or EDCs), 
which are chemicals found in the envi- 


ronment that affect the 
endocrine system and 
cause adverse effects 
on animals, including 
humans, Evidence of 

the effects of endocrine disrupters 
comes both from studies of animals in the wild and from 
carefully controlled laboratory experiments. 

What chemicals are the culprits? Some are pesticides 
such as atrazine and DDT, used by farmers and others 
to kill unwanted insects and weeds. Bisphenol A (BPA) 
is used in making plastics such as baby bottles. More 
BPA is produced every year than any other chemical—15 
billion pounds in 2013 (Gore et al., 2015). PCBs, which 
were banned from production in the United States in 1976, 
were used in making products such as paints, plastics, and 
printing ink. Some have a half-life of over 1,000 years 
and thus are still abundant in the environment despite 
being banned, 

Fracking (hydraulic fracturing to extract oil from the 
earth) involves the use of fracking chemicals, 35 percent 
of which are endocrine disrupters (Alcid & Miller, 2014). 
These chemicals have been linked to infertility, mis- 
carriage, birth defects, and cancers of the reproductive 
organs, 

How do these chemicals exert their effects on sexual 
biology and behavior? All of them affect the endocrine 
system and, specifically, the sex hormone system. Many 
have multiple effects. Atrazine, for example, affects both 
estrogen and testosterone and inhibits their binding 


Can chemicals in our 
environment affect 


sexual development? 


to estrogen receptors and androgen receptors. It also 
depresses the LH surge that causes ovulation, described 
later in this chapter in the discussion of the menstrual 
cycle, The insecticide DDT affects estrogen, progester- 


their offspring. These chemicals are in the food we eat 
and the water and milk that we drink, 

Why should we care about a few hermaphroditie frogs 
or preschoolers with pubic hair? Scientists see these cases 
as examples of the proverbial canary in the mine shaft— 
that is, they are small signs that something terribly dan- 
gerous is happening. The European Union is taking steps 
to regulate these chemicals, but we have seen little action 
on the issue in the United States. 

Meanwhile, a carefully controlled study shows that 
pregnant women with high exposure to phthalates (found 
in plastics) are more likely to give birth to baby boys 
with undescended testes, hydroceles, and hypospadias, a 
condition in which the urethral opening is not at the tip 
of the penis, but somewhere else along it (see Figure 5) 
(Sathyanarayana et al., 2016). Studies in both the United 
States and Denmark show that breast development 
in girls is occurring one year earlier now than it did a 
few decades ago (Aksglaede et al., 2009). The pesticide 
residues in fruits and vegetables have been linked to lower 
sperm counts in men (Chiu et al., 2015). DDT, atrazine, 
BPA, and PFAS have all been linked to breast cancer 
(Wan et al,, 2021). And according to an official state- 
ment by the Endocrine Society, “The [research] identifies 
EDCs as contributing to outcomes related to impaired 
reproduction, neurodevelopment, thyroid function, and 
metabolism and increased propensity for hormone-sensitive 
cancers” (Gore et al., 2015). 


Endocrine disrupters: Chemicals 
in the environment that affect the 


Appreciating the Course You 


Want to Teach 


Supporting Instructors with 


Technology 


With McGraw Hill Education, you can develop and tailor 


the course you want to teach. 


endocrine system and cause adverse 
effects on animals, including humans. 
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McGraw Hill’s Content Collections Powered by Create® is 
a self-service website that enables instructors to create cus- 
tom course materials by drawing upon McGraw Hill’s com- 
prehensive, cross-disciplinary content. Choose from our 
high-quality textbooks, articles, and cases; combine it with 
your own content; and tap into other rights-secured, third- 
party content such as readings, cases, and articles. Choose 
the best arrangement and format—color print, black-and- 
white print, or eBook—for your course. The eBook can be 
included in your Connect course and is available on the 
free ReadAnywhere app for smartphone or tablet access as 
well. When you are finished customizing, you will receive 

a free digital copy to review in just minutes! Visit McGraw 
Hill Create®: https://create.mheducation.com/ 


fa! @eogrity 


Tegrity in Connect is a tool that makes class time available 
24/7 by automatically capturing every lecture. With a simple 
one-click start-and-stop process, you capture all computer 
screens and corresponding audio in a format that is easy 

to search, frame by frame. Students can efficiently search 
and find what they need, when they need it, across an entire 
semester of class recordings and then replay any part of any 
class with easy-touse, browser-based viewing on a PC, Mac, 
or mobile device. Help turn your students’ study time into 
learning moments immediately supported by your lecture. 
With Tegrity, you increase intent listening and class partici- 
pation by easing students’ concerns about note-taking. 


EA connect + proctorio 


REMOTE PROCTORING AND BROWSER-LOCKING 
CAPABILITIES Remote proctoring and browser-locking 
capabilities, hosted by Proctorio within Connect, pro- 

vide control of the assessment environment by enabling 
security options and verifying the identity of the student. 
Seamlessly integrated within Connect, these services allow 
instructors to control students’ assessment experience by 
restricting browser activity, recording students’ activity, 
and verifying students are doing their own work. Instant 
and detailed reporting gives instructors an at-a-glance view 
of potential academic integrity concerns, thereby avoiding 
personal bias and supporting evidence-based claims. 
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OLC-ALIGNED COURSES: IMPLEMENTING 
HIGH-QUALITY ONLINE INSTRUCTION AND 
ASSESSMENT THROUGH PRECONFIGURED 
COURSEWARE In consultation with the Online Learn- 
ing Consortium (OLC) and our certified Faculty Consul- 
tants, McGraw Hill has created preconfigured courseware 
using OLC’s quality scorecard to align with best practices 
in online course delivery. This turnkey courseware con- 
tains a combination of formative assessments, summative 
assessments, homework, and application activities, and 
can easily be customized to meet an individual’s needs and 
course outcomes. For more information, visit https://www. 
mheducation.com/highered/olc. 


Trusted Service and Support 


McGraw Hill Connect offers comprehensive service, 
support, and training throughout every phase of your 
implementation. If you're looking for some guidance on 
how to use Connect or want to learn tips and tricks from 
super users, you can find tutorials as you work. Our Digital 
Faculty Consultants and Student Ambassadors offer insight 
into how to achieve the results you want with Connect. 


Integration with Your Learning 
Management System 


McGraw Hill integrates your digital products from 
McGraw Hill Education with your school LMS for quick 
and easy access to best-in-class content and learning tools. 
Build an effective digital course, enroll students with ease, 
and discover how powerful digital teaching can be. 

Available with Connect, integration is a pairing 
between an institution’s learning management system 
(LMS) and Connect at the assignment level. It shares 
assignment information, grades, and calendar items from 
Connect into the LMS automatically, creating an easy-to- 
manage course for instructors and simple navigation for 
students. 


Instructor Supplements 


INSTRUCTOR’S MANUAL | The Instructor’s Manual 
provides a wide variety of tools and resources for present- 
ing the course, including learning objectives, ideas for 
lectures and discussions, and handouts. 


TEST BUILDER IN CONNECT Available within 
Connect, Test Builder is a cloud-based tool that 
enables instructors to format tests that can be printed, 


administered within a learning management system, 

or exported as a Word document of the test bank. Test 
Builder offers a modern, streamlined interface for easy 
content configuration that matches course needs, without 
requiring a download. Test Builder enables instructors to 


= access all test bank content from a particular title. 

= easily pinpoint the most relevant content through 
robust filtering options. 

= manipulate the order of questions or scramble questions 
and/or answers. 


= pin questions to a specific location within a test. 
= choose the layout and spacing. 
= add instructions and configure default settings. 


Test Builder provides a secure interface for better pro- 
tection of content and allows for just-in-time updates to 
flow directly into assessments. 


POWERPOINT PRESENTATIONS _ The PowerPoint 
Presentations, available in dynamic, lecture- ready, and 
accessible WCAG- compliant versions, highlight the key 
points of the chapter and include supporting visuals. All 
of the slides can be modified to meet individual needs. 


IMAGE GALLERY The Image Gallery features the 
complete set of downloadable figures and tables from the 
text. These can be easily embedded by instructors into 
their own PowerPoint slides. 


Chapter Changes in the 
Fifteenth Edition 


Human sexuality is one of the most exciting courses to 
take or teach. Part of the reason is that things are con- 
stantly changing across science, social attitudes, and even 
the law. Sex impacts all of our lives in countless ways and 
that’s why watching the field progress is enlightening 

and encouraging. Each year there are advances in con- 
traception and a better understanding about how outside 
variables, such as drugs, impact those options. We are still 
learning how the adolescent brain manages sex, especially 
while negotiating social networking. Each year, advances 
are made in the prevention and treatment of AIDS. There 
is even a deeper understanding of love and attraction. 


A major goal of the previous edition was to make the 
book “trans friendly.” This revision has taken an even big- 
ger step towards ensuring a book that is comfortable for 
transgender individuals to read and study. It includes a 
strong section in the chapter “Gender and Sexuality” on 
the transgender experience, those who have a nonbinary 
identity, and those who seek gender reassignment. 


S| 
Overall 


For many editions, Understanding Human Sexuality has 
featured material on sexuality and race/ethnicity, begin- 
ning in the first chapter. In light of the heightened need for 
students to learn about race and racism, that coverage has 
been expanded considerably, beginning with a box on the 
Psychology of Racism in the United States in Chapter 1. 
Another overall revision is that statistics were updated 
throughout using information from the 2020 U.S. Census. 


Chapter 1. Sexuality in Perspective 

= New box: The Psychology of Racism in the United 
States 

= Population statistics updated thoroughly with data 
from the 2020 U.S. Census 

= New research on Asian Americans as the model 
minority or the marginalized minority 

= The concept of historical trauma is introduced. 


Chapter 2. Theoretical Perspectives on 

Sexuality 

= Study of sugar dating introduced to illustrate social 
exchange theory 

= New coverage of critical race theory 

= New Critical Thinking Skill: Applying Well-Validated 
Scientific Theories to Real Life 


Chapter 3. Sex Research 
= New box, Milestones in Sex Research: Diversity 
Science 


= New section on the measurement of gender and sexual 
orientation 


Chapter 4. Sexual Anatomy 


= New research on female genital cutting 


PREFACE xxi 


= Section on treatments for breast cancer updated, 
including immunotherapy 

= Cancer statistics and screening recommendations thor- 
oughly updated 


Chapter 5. Sex Hormones, Sexual 

Differentiation, and the Menstrual 

Cycle 

= New coverage of GnIH (gonadotropin-inhibiting hor- 
mone), the complement to GnRH 

= New research on the role of oxytocin in couples’ dis- 
cussions of sex 

= Updated coverage of intersex conditions and the 
debate over treatments 

= The latest research on biological and environmental 
contributions to the timing of puberty 


Chapter 6. Pregnancy and Childbirth 

= New Box: Race and Racism in Pregnancy and Infant 
Mortality in the United States 

= Updated information on assisted reproductive technol- 
ogies (ARTs) 

= Chapter shortened and streamlined throughout 


Chapter 7. Contraception and Abortion 
= Statistics updated throughout 


= Coverage of the new Caya diaphragm 


Chapter 8. Sexual Arousal 

= New research on the emotions of sexual shame and 
sexual pride 

= The possibility of exercise-induced orgasm is 
introduced 

= Updated research on androgens and women’s sexual 
desire, including new clinical guidelines 

= New material on sexuality and disability 


Chapter 9. Sexuality and the Life Cycle: 

Childhood and Adolescence 

= Box on The Impact of the Media on Adolescent Sexu- 
ality, completely rewritten with new research 

= Statistics updated throughout 

= Box, Teen Pregnancy and Parenthood, completely 
rewritten to reflect the major declines in teen child- 
bearing in the United States 
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Chapter 10. Sexuality and the Life 

Cycle: Adulthood 

= New coverage of the attachment theory of singlehood 

= New section on incels (involuntary celibates) 

= New research on users of AshleyMadison.com as a 
way to study nonmonogamy 

= Material on swinging thoroughly updated 

= New Box, A Sexually Diverse World: Culture and Con- 
ceptualizations of Late Adulthood 


Chapter 11. Attraction, Love, and 

Communication 

= Updates on online meeting and dating throughout the 
chapter 

= New research on communication and relationships, 
and relationship education 

= Updates on the attachment theory of love 

= New fMRI research on the Love Brain Network 


Chapter 12. Gender and Sexuality 

= Additional material on race and gender stereotypes 

= New research on slutpages 

= Current research supporting Zilbergeld’s analysis of 
male sexuality 

= The recent explosion of research with trans individuals 
is incorporated into the chapter 

= New box, Measuring Discrimination against Trans People 

= Updated to DSM-5-TR 


Chapter 13. Sexual Orientation: Gay, 

Straight, or Bi? 

= Statistics are updated throughout and indicate an 
increase in the proportion of people having at least 
some same-gender sexual contact 

= New Box: Race and the Well-Being of LGBT people in 
the United States 

= Coverage of LGB-oriented media 

= New report on the human and economic costs of con- 
version therapy 


Chapter 14. Variations in Sexual 

Behavior 

= Updates from the World Health Organization’s ICD-11 
classification of diagnoses 


= New section on race and racism in the BDSM 
community 

= New Critical Thinking box, focusing on the example of 
exhibitionism 

= Updated to DSM-5-TR 


Chapter 15. Sexual Coercion 

= New box, A Sexually Diverse World: Sexual Violence 
in Native America 

= Prevalence statistics updated throughout 

= New section on trans people as victims of sexual assault 


= Updates on research on fraternity gang rape 


Chapter 16. Sex for Sale 

= New research on sex workers 

= Chapter streamlined throughout 

= New study of women who are sex tourists 


Chapter 17. Sexual Disorders and Sex 

Therapy 

= New research on the effects of marijuana on sexual 
functioning 

= New section on acceptance and commitment therapy 
(ACT) 

= Updated to DSM-5-TR 


Chapter 18. Sexually Transmitted 

Infections 

= Statistics updated throughout 

= The new life for HIV patients in the era of ART and 
viral suppression 


Chapter 19. Ethics, Religion, and 

Sexuality 

= Coverage of the concept of six genders in Jewish law 

= Section on dissent over sexual ethics in the Roman 
Catholic Church thoroughly updated 


Chapter 20. Sex and the Law 

= New material on legal approaches to prostitution 

® Section on abortion regulations thoroughly updated 
and rewritten, including the 2022 Supreme Court deci- 
sion in the Dobbs case 


= Section on assisted reproductive technologies com- 
pletely rewritten and updated 


Epilogue: Looking to the Future: 

Sexuality Education 

= New material on interventions with parents to help 
them become better sex educators for their adolescents 


= Sampling from a Comprehensive Sexuality Education 
Curriculum updated to the new 2020 standards 


= Teacher Preparation Standards updated 


SSeS eee] 
APA Style 


Many instructors teach the human sexuality course 
through a psychology department and would like to see 
APA style for the references. I use what I call “modified 
APA style” for the following reasons. First, this course is 
taught in many departments besides psychology, including 
health education, sociology, and family studies. Those 
other departments may not prefer APA style. Second, my 
main modification to APA style is to spell out the first 
names of authors in the Bibliography. I do this to highlight 
female scientists, and also to humanize scientists so that 
students might actually see themselves in that role some 
day. Other than that, APA style is followed. 
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1. Do they have sex in other cultures the 
same way we do in the United States? 


2. Is sexual behavior similar in all social 
classes in the United States? 


3. Is male-male sex found in other species? 


Read this chapter to find out. 
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2 CHAPTER 1 * SEXUALITY IN PERSPECTIVE 


YA so beautiful,” he whispered. “Il want a picture of you like this with your face flushed 
and your lips wet and shiny.” .. . He tore open a foil packet he’d retrieved from his 
pocket. Mesmerized, she watched him sheath himself, amazed at how hard he was. She 
reached out to touch him, but he moved back, made sure she was ready, and then slid 
neatly inside her, so deeply she gasped. She contracted her muscles around him, and he 
closed his eyes and groaned, the sound so primal, it made her skin tingle.* 


Human sexual behavior is a diverse phenomenon. It occurs in different physical locations 
and social contexts, consists of a wide range of specific activities, and is perceived differ- 
ently by different people. An individual engages in sexual activity on the basis of a complex 
set of motivations and organizes that activity on the basis of numerous external factors and 
influences. Thus, it is unlikely that the tools and concepts from any single scientific discipline 
will suffice to answer all or even most of the questions one might ask about sexual behavior. 


*Debbi Rawlins. (2003). Anything goes. New York: Harlequin Blaze. Used by permission. 


+Laumann et al. (1994). 


Strikingly different though they may seem, both of the 
above quotations are talking about the same thing—sex. 
The first quotation is from a romance novel. It is intended 
to stimulate the reader’s fantasies and arousal. The second 
is from a scholarly book about sex. It aims to stimulate the 
brain but not the genitals. From reading these two brief 
excerpts we can quickly see that the topic of sexuality is 
diverse, complex, and fascinating. 

Why study sex? Most people are curious about sex, par- 
ticularly because exchanging sexual information is some- 
what taboo in our culture, so curiosity motivates us to 
study sex. Sex is an important force in many people’s lives, 
so there are practical reasons for wanting to learn about it. 
Finally, most of us at various times experience problems 
with our sexual functioning or wish that we could function 
better, and we hope that learning more about sex will help 
us. This book is designed to address all of these needs. 
So let’s consider various perspectives on sexuality—the 
effects of religion, science, and culture on our understanding 
of sexuality, as well as the sexual health perspective. These 
perspectives will give you a glimpse of the forest before you 
study the trees: sexual anatomy and physiology (the “plumb- 
ing” part) and sexual behavior (the “people” part), which 
are discussed in later chapters. But first we must draw an 
important distinction between sex and gender. 


_——— aaa 
Sex and Gender 


cases, of course, the meaning is clear from the context. 
If you are filling out a job application form and one item 
says, “Sex:,” you don’t write, “I like it” or “As often as 
possible.” It is clear that your prospective employer wants 
to know whether you are a male or a female. In other 
cases, though, the meaning may be ambiguous. For exam- 
ple, when a book has the title Sex and Temperament in 
Three Primitive Societies, what is it about? Is it about the 
sexual practices of primitive people and whether having 
sex frequently gives them pleasant temperaments? Or is 
it about the kinds of personalities that males and females 
are expected to have in those societies? Not only does this 
use of sex create ambiguities, but it also clouds our think- 
ing about some important issues. 

To remove—or at least reduce—this ambiguity, the term 
sex will be used in this book in contexts referring to sexual 
anatomy and sexual behavior, and the term gender will be 
used to refer to being male or female or some other gen- 
der such as trans. 

Almost all the research that we discuss in this book 
has been based on scientists’ assuming the gender binary, 
the idea that there are only two genders, male and female. 
In the chapter “Gender and Sexuality,” we consider some 
of the contemporary research on people who are outside 
the gender binary. 

This is a book about sex, not gender; it is about sexual 
behavior and the biological, psychological, and societal 
forces that influence it. Of course, although I am arguing 
that sex and gender are conceptually different, I am would 


not try to argue that they are totally independent of each 
other. Certainly gender roles—the ways in which males and 
females are expected to behave—exert a powerful influence 
on the way people behave sexually, and one chapter is 
devoted to gender and its connections to sexuality. 


Sometimes the word sex is used 
ambiguously. In some cases it 
refers to being male or female, 
and sometimes it refers to sexual 
behavior or reproduction. In most 


Gender: Being male, female, or some 
other gender such as trans. 


Gender binary: Conceptualizing gen- 
der as having only two categories, 
male and female. 


THE HISTORY OF UNDERSTANDING SEXUALITY: RELIGION AND SCIENCE 


How should we define sex, aside from saying that it is 
different from gender? Many Americans count only penis- 
in-vagina intercourse as sex (Sewell & Strassberg, 2015). 
Nearly everyone agrees that penis-in-vagina intercourse 
counts as sex, but there is less agreement about whether 
oral-genital sex counts as “having sex.” Some people think 
it does and others think it doesn’t (Horowitz & Spicer, 
2013). Our definition in this textbook includes much 
more than that, though. 

A biologist might define sexual behavior as “any behav- 
ior that increases the likelihood of gametic union [union 
of sperm and egg]” (Bermant & Davidson, 1974). This 
definition emphasizes the reproductive function of sex. 
However, medical advances such as the birth control pill 
allow us to separate reproduction from sex. Most Ameri- 
cans now use sex not only for procreation but also for 
recreation.! 

These definitions assume that sex is heterosexual. What 
about same-gender sexuality? A study of sexual minority 
people indicated that, for men, anal intercourse was 
the behavior most likely to count as “sex” (Sewell et al., 
2017). For women, it was oral-genital sex. 

The noted sex researcher Alfred Kinsey defined sex as 
behavior that leads to orgasm. Although this definition 
has some merits (it does not imply that sex must be asso- 
ciated with reproduction), it also presents some problems. 
If a woman has intercourse with a man but does not have 
an orgasm, was that not sexual behavior for her? 

To try to avoid some of these problems, sexual behay- 
ior will be defined in this book as behavior that produces 
arousal and increases the chance of orgasm.* 


The History of Understanding 
Sexuality: Religion and Science 


Religion 

Throughout most of recorded history, at least until about 
100 years ago, religion (and rumor) provided most of 
the information that people had about sexuality. The 
ancient Greeks openly acknowledged both heterosexu- 
ality and homosexuality in their society and explained 


‘Actually, even in former times sex was not always associated with 
reproduction. For example, a man in 1850 might have fathered 

10 children; using a very conservative estimate that he engaged in 
sexual intercourse 1,500 times during his adult life (once a week for 
the 30 years from age 20 to age 50), one concludes that only 10 in 
1,500 of those acts, or less than | percent, resulted in reproduction. 
This definition, though an improvement over some, still has its 
problems. For example, consider a woman who feels no arousal 

at all during intercourse. According to the definition, intercourse 
would not be sexual behavior for her. However, intercourse would 
generally be something we would want to classify as sexual behavior. 
It should be clear that defining sexual behavior is difficult. 


the existence of the two in a myth in which the original 
humans were double creatures with twice the normal 
number of limbs and organs; some were double males, 
some were double females, and some were half male and 
half female (LeVay, 1996). The gods, fearing the power of 
these creatures, split them in half, and forever after each 
one continued to search for its missing half. Heterosex- 
uals were thought to have resulted from the splitting of 
the half male, half female; male homosexuals, from the 
splitting of the double male; and female homosexuals, 
from the splitting of the double female. It was through 
this mythology that the ancient Greeks understood sex- 
ual orientation and sexual desire. 

Fifteenth-century Christians believed that “wet dreams” 
(nocturnal emissions) resulted from intercourse with tiny 
spiritual creatures called incubi and succubi, a notion put 
forth in a papal bull of 1484 and a companion book, the 
Malleus Maleficarum (“witch’s hammer”); the person who 
had wet dreams was considered guilty of sodomy (see 
the chapter “Ethics, Religion, and Sexuality”) as well as 
witchcraft. 

Over the centuries, Muslims have believed that sexual 
intercourse is one of the finest pleasures of life, reflecting the 
teachings of the great prophet Muhammad. However, the 
way that the laws of the Koran are carried out varies greatly 
from country to country (Boonstra, 2001; IIkkaracan, 2001). 

People of different religions hold different understand- 
ings of human sexuality, and these religious views often 
have a profound impact. A detailed discussion of religion 
and sexuality is provided in the chapter “Ethics, Religion, 
and Sexuality.” 


Science 
It was against this background of religious understand- 
ings of sexuality that the scientific study of sex began in 
the 19th century, although, of course, religious notions 
continue to influence our ideas about sexuality. In 
addition, the groundwork for an understanding of the 
biological aspects of sexuality had already been laid by 
the research of physicians and biologists. The Dutch 
microscopist Anton van Leeuwenhoek (1632-1723) had 
discovered sperm swimming in human semen. In 1875 
Oskar Hertwig (1849-1922) first observed the actual 
fertilization of the egg by the sperm in sea urchins, 
although the ovum in humans was not directly observed 
until the 20th century. 

A major advance in the scientific understanding of the 
psychological aspects of human sexuality came with the 
work of the Viennese physician Sigmund Freud (1856- 
1939), founder of psychiatry and psychoanalysis (Figure 1a). 
His ideas are discussed in detail in the chapter “Theoretical 
Perspectives on Sexuality.” 

It is important to recognize the 
cultural context in which Freud 
and the other early sex researchers 


Sexual behavior: Behavior that 


produces arousal and increases the 
chance of orgasm. 
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(a) 


Figure 1 Two important early sex researchers. (a) Sigmund Freud. (b) Henry Havelock Ellis. 


(a) ASSOCIATED PRESS; (b) Hulton-Deutsch Collection/CORBIS/Corbis via Getty Images 


crafted their research and writing. They began their work 
in the Victorian era, the late 1800s, both in the United 
States and in Europe. Norms about sexuality were extra- 
ordinarily rigid and oppressive (Figure 2). Historian Peter 
Gay characterized this repressive aspect of Victorian cul- 
tural norms as 


a devious and insincere world in which middle-class hus- 
bands slaked their lust by keeping mistresses, frequenting 
prostitutes, or molesting children, while their wives, timid, 
dutiful, obedient, were sexually anesthetic and poured all 
their capacity for love into their housekeeping and their 
child-rearing. (Gay, 1984, p. 6) 


Certainly traces of these Victorian attitudes remain with 
us today. Yet, at the same time, the actual sexual behavior 
of Victorians sometimes violated societal norms. In his 
history of sexuality in the Victorian era, Gay documented 
the story of Mabel Loomis Todd, who, though married, 
carried on a lengthy affair with Austin Dickinson, a com- 
munity leader in Amherst, Massachusetts. Many people 
actually knew about the “secret” affair, yet Mrs. Loomis 
did not become an outcast (Gay, 1984). Doubtless, this 
wide discrepancy between Victorian sexual norms and 
actual behavior created a great deal of personal tension. 
That tension probably propelled a good many people into 
Dr. Freud’s office, providing data for his theory, which 
emphasizes sexual tensions and conflict. 

An equally great—though not so well known—early con- 
tributor to the scientific study of sex was Henry Havelock 


Ellis (1859-1939; Figure 1b). A physician in Victorian 
England, he compiled a vast collection of information 
on sexuality—including medical and anthropological 
findings, as well as case histories—which was published 
in a series of volumes titled Studies in the Psychology of 
Sex beginning in 1896. Havelock Ellis was a remarkably 
objective and tolerant scholar, particularly for his era. He 
believed that women, like men, are sexual creatures. A sex- 
ual reformer, he believed that sexual deviations from the 
norm are often harmless, and he urged society to accept 
them. In his desire to collect information about human 
sexuality rather than to make judgments about it, he can 
be considered the forerunner of modern sex research. 
Another important figure in 19th-century sex research 
was the psychiatrist Richard von Krafft-Ebing (1840- 
1902). His special interest was “pathological” sexuality. 
He managed to collect more than 200 case histories of 
pathological individuals, which appeared in his book titled 
Psychopathia Sexualis. His work tended to be neither objec- 
tive nor tolerant. Nonetheless, it has had a lasting impact. 
He coined the concepts of sadism, masochism, and pedo- 
philia, and the terms heterosexuality and homosexuality 
entered the English language in the 1892 translation of 
his book (Oosterhuis, 2000). One of his case histories is 
presented in the chapter “Variations in Sexual Behavior.” 
One other early contributor to the scientific under- 
standing of sexuality deserves mention, the German Mag- 
nus Hirschfeld (1868-1935). He founded the first sex 
research institute and administered the first large-scale sex 
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Figure 2 Devices designed to prevent masturbation. (a) The Victorian era, from which Freud and Ellis 
emerged, was characterized by extreme sexual repression. Here is an apparatus that was sold to prevent 
onanism (masturbation). (6) Are things so different today? Here are current devices for sale on the Internet 


for the same purpose. 


(a) Morphart Creation/Shutterstock; (b) Courtesy of A.L. Enterprises 


survey, obtaining data from 10,000 people on a 130-item 
questionnaire. (Unfortunately, most of the information 
he amassed was destroyed by the Nazis.) Hirschfeld 
also established the first journal devoted to the study of 
sex, established a marriage counseling service, worked 
for legal reforms, and gave advice on contraception and 
sex problems. His special interest, however, was homo- 
sexuality. Doubtless some of his avant-garde approaches 
resulted from the fact that he was himself both a sexual 


minority person and a transvestite and, in fact, he intro- 
duced the term ¢ransvestite. His contributions as a pioneer 
sex researcher cannot be denied (Bullough, 1994). 

In the 20th century, major breakthroughs in the scien- 
tific understanding of sex came with the massive surveys 
of human sexual behavior in the United States conducted 
by Alfred Kinsey and his colleagues in the 1940s and with 
Masters and Johnson’s investigations of sexual disorders 
and the physiology of sexual response. At about the same 
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Figure 3 Milestones in the history of scientific research on sex. 


time that the Kinsey research was being conducted, some 
anthropologists—most notably Margaret Mead and Broni- 
slaw Malinowski—were beginning to collect data on sexual 
behavior in other cultures (Figure 3). Other, smaller investi- 
gations also provided important information. By the 1990s 
we had a rich array of sex research, including major national 
surveys (e.g., Laumann et al., 1994), detailed investigations 
of sexual disorders and sexual orientation, and studies of 
the biological processes underlying sexual response. 

The scientific study of sex has not emerged as a sepa- 
rate, unified academic discipline like biology or psychol- 
ogy or sociology. Rather, it is highly interdisciplinary—a 
joint effort by biologists, psychologists, sociologists, 
anthropologists, and physicians. This approach to under- 
standing sexuality gives us a better view of humans in all 
their sexual complexity. 


eens 
The Media 


In terms of potency of influence, the mass media in Amer- 
ica today may play the same role that religion did in pre- 
vious centuries. In U.S. homes with children, 99 percent 
have a television and 86 percent have a computer (Lauri- 
cella et al., 2015). American 9- to 10-year-olds spend an 
average of 4 hours per day in front 
of a screen, with television pre- 


Cultivation theory: In communications 
theory, the view that exposure to the 
mass media makes people think that 
what they see there represents the 
mainstream of what really occurs. 
Framing theory: The theory that the 


media draw attention to certain topics 
and not to others, suggesting how we 
should think about or frame the issues. 
Social cognitive theory: In communi- 
cations theory, the idea that the media 
provide role models whom we imitate. 


dominating (1.3 hours), followed 
by videos (e.g., YouTube, 1 hour) 
and video games (1 hour) (Nagata 
et al., 2021). According to the 
American Time Use Survey, tele- 
vision viewing occupies the most 
time of all leisure activities, at an 
average of 2.75 hours per day for 
those aged 15 and older (Krantz- 
Kent, 2018). 
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An analysis of 2,600 scenes from the 30 most-viewed 
television programs by 18- to 25-year-olds indicated that 
sexual talk and/or sexual behavior occurred in 20 percent 
of scenes (Carpentier et al., 2017). Twenty-five percent of 
scenes contained jokes about sexual organs. Only 7 per- 
cent of scenes mentioned any health consequences of sex, 
and most of those were about emotional heartache; only 1 
of the 2,600 scenes mentioned sexually transmitted infec- 
tions. And only 12 scenes (less than | percent) mentioned 
condoms or contraceptives. In short, the average Amer- 
ican’s views about sexuality are likely to be much more 
influenced by the mass media than by scientific findings. 
Communications theorists have formulated several theo- 
ries about how the media can influence us (Valkenburg 
et al., 2016). 

Cultivation theory focuses on the notion that people 
begin to think that what they see on television and in other 
media really represents the mainstream of what happens 
in real life in our culture (Gerbner et al., 2002). For exam- 
ple, an analysis of Jersey Shore indicated that on average 
one sexual instance occurred every minute; college stu- 
dents’ reports of how often they viewed the show were 
positively correlated with permissive sexual attitudes, 
exactly as cultivation theory would predict (Bond & Drogos, 
2014). In addition, the students’ permissive sexual atti- 
tudes were correlated with their own sexual activity. 

According to framing theory, the media draw attention 
to certain topics and not to others, suggesting how we 
should think about or frame the issues (Scheufele, 1999). 
For example, in 1998 the media chose to highlight the sex- 
ual dalliances of President Bill Clinton, suggesting to the 
public that these matters were important. In contrast, the 
illicit sexual activities of President John F. Kennedy were 
not revealed during his presidency. The media tell us what 
is important and what is not. 

Social cognitive theory is a broad theory in psychology, 
and it is discussed in detail in the chapter “Theoretical 
Perspectives on Sexuality.” Social cognitive theory applied 
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to the media analyzes how the media influence our behav- 
ior, thoughts, and affect (emotions) through processes 
such as modeling, imitation, and identification (Bandura, 
2009). The example of Jersey Shore and how frequency 
of viewing correlated with permissive sexual attitudes is 
also consistent with social cognitive theory, which might 
say that viewers imitated the attitudes and behaviors they 
saw in the show. 

Another important process in media theories is 
selectivity, which refers to the principle that people select 
and pay attention only to certain media and their messages, 
and not to others (Knobloch-Westerwick, 2015). Nick gets 
all of his TV news from Fox News and Olivia gets all of 
hers from CBS News. They get different information. Bran- 
don watches Internet porn, and Lorewell does not. People 
can be affected only by media to which they are exposed. 
Moreover, people do not select media randomly. Generally, 
we select media content according to our own needs, and 
we seek information that is consistent with our own views. 

According to reinforcing spiral theory, one’s social 
identities and ideologies predict one’s media use (consis- 
tent with selectivity) and, in turn, media use affects our 
identity and beliefs (Slater, 2015). It therefore recognizes 
the dynamic interplay, the back and forth, between indi- 
viduals and the media they consume. For example, if I 
am Black and that identity is important to me, I will be 
likelier to watch a television network such as BET, which 
will in turn reinforce my Black identity and beliefs, which 
will keep me watching BET, and so the spiral goes. 

According to the differential susceptibility model, not 
everyone reacts the same to the same media exposure 
(Valkenburg et al., 2016). For example, people high on 
the trait of aggressiveness are more susceptible to—more 
influenced by—violent media than are other people. 

The Internet is a powerful mass media influence. Com- 
puter and Internet use is spreading more rapidly than any 
previous technology, and today 89 percent of U.S. adults 
use the Internet (98 percent for those between 18 and 29 
years of age; Pew Research Center, 2018), while 72 per- 
cent of U.S. adults use social media (Pew Research Cen- 
ter, 2021). Exposure to sex on the Internet is also growing 
rapidly. In one study, 28 percent of male adolescents 
reported looking at pictures of people having sex at least 
once a week, compared with 3 percent for female adoles- 
cents (Peter & Valkenburg, 2008). As we discuss in later 
chapters, the Internet has the potential for both positive 
and negative effects on sexual health. A number of sites, 
such as that for the American Sexual Health Association 
(www.iwannaknow.org), provide excellent information 
about sexuality and promote sexual health. At the same 
time, a repeated, well-sampled study of youth between 
the ages of 10 and 17 indicated that, in 2000, 19 percent 
had been sexually solicited on the Internet, but by 2010 
the number had fallen to only 9 percent (Mitchell et al., 
2013a). Most youth who received a solicitation responded 
by removing themselves from the situation (blocking the 


solicitor, leaving the site) or by telling the solicitor to 
stop. Experts believe that there is greater online safety for 
youth today than in the past, for a number of reasons. One 
is that they receive more talks about online safety from 
teachers and police (Mitchell et al., 2013a). 

In the chapters that follow, we examine the content of 
the media on numerous sexual issues, and we consider 
what the effects of exposure to this media content might 
have on viewers. 

Let us now consider the perspectives on sexuality that 
are provided by scientific observations of humans in a 
wide variety of societies. 


Cross-Cultural Perspectives 
on Sexuality 


Humans are a cultural species (Heine & Norenzayan, 2006). 
Although some other species are capable of learning from 
others, humans are unique in the way that cultural learning 
accumulates over time. Cultural psychologists define culture 


as the part of the envi- 
ronment created by 
humans, including the 
set of meanings that a 
group adopts; these 
meanings facilitate 
social coordination, 
clarify where boundaries between 
groups lie, and make life seem pre- 
dictable (Oyserman, 2017). 
Cultural psychologists have docu- 
mented that cultures tend to have one 
of three main themes: individualism, 
collectivism, or honor (Oyserman, 
2017). Individualistic cultures stress 
independence and autonomy and 
the individual rights of people. Col- 
lectivistic cultures emphasize inter- 
dependence and connections among 
people. In these cultures, the group is 
more important than the individual. 
The United States and Canada are 
highly individualistic cultures, which 
was powerfully illustrated in the 
2020-2021 Covid pandemic, during 
which some Americans maintained 
that it was their own individual deci- 
sion whether to get vaccinated, ignor- 
ing the implications of their decision 
for other people, including their fam- 
ily. In contrast, east Asian cultures 
such as Japan tend to be collectiv- 
istic. Honor cultures stress “face,” 
that is, individuals’ reputation and 


Do they have sex in 
other cultures the 


same way we do in the 
United States? 


Selectivity: In media theories, the 
principle that people select and pay 
attention only to certain media and 
ignore others. 

Reinforcing spiral theory: A theory 
that one’s social identities and ideol- 
ogies predict one’s media use and, 
in turn, media use affects our identity 
and beliefs. 

Differential susceptibility model: A 
theory that some people are more 
susceptible than others to certain 
types of media (e.g., violent media). 
Culture: The part of the environment 
created by humans, including the 

set of meanings that a group adopts; 
these meanings facilitate social coor- 
dination and clarify where boundaries 
between groups lie. 

Individualistic cultures: Cultures that 
stress independence and autonomy 
and the individual rights of people. 
Collectivistic cultures: Cultures that 
emphasize interdependence and con- 
nections among people; the group is 
more important than the individual. 
Honor cultures: Cultures that stress 
“face”—that is, individuals’ reputation 
and the respect or honor that people 
show toward others. 
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Figure 4 Margaret Mead, an anthropologist who 
contributed much to the early cross-cultural study of 
sexuality. 


Associated press 


the respect or honor that people show toward others. In an 
honor culture, for example, it might seem reasonable to stone 
to death a woman who committed adultery, because of her 
profound violation of the honor valued in that culture. Honor 
cultures tend to be found in the Middle East, but also in the 
southern part of the United States. 

Ethnocentrism can influence our understanding of 
human sexual behavior. Most of us have had experience 
with sexuality in only one culture—the United States, for 
example—and we tend to view our sexual behavior as the 
only pattern in existence, and certainly as the only “nat- 
ural” pattern. But anthropologists have discovered that 
there are wide variations in sexual behavior and attitudes 
from one culture to the next (Figure 4). Considering these 
variations should help us to put our own sexual behavior 
in perspective. 

The major generalization that emerges from cross- 
cultural studies is that all societies regulate sexual behavior 
in some way, though the exact 


Ethnocentrism: The tendency to 
regard one’s own ethnic group and 
culture as superior to others and to 
believe that its customs and way of 
life are the standards by which other 


cultures should be judged. 

Incest taboo: A societal regulation 
prohibiting sexual interaction between 
blood relatives, such as brother and 
sister or father and daughter. 


regulations vary greatly from one 
culture to the next (DeLamater, 
1987). Apparently no society has 
seen fit to leave sexuality totally 
unregulated, perhaps fearful that 
social disruption would result. 
As an example, incest taboos are 
nearly universal: Sex is regulated 
in that intercourse between blood 


relatives is prohibited (Gregersen, 1996). Most societies 
also condemn forced sexual relations such as rape. 

Beyond this generalization, though, regulations vary 
greatly from one society to the next, and sexual behav- 
ior and attitudes vary correspondingly (see A Sexually 
Diverse World: Sexuality in Two Societies). Let’s look at 
the ways in which various societies treat some key areas of 
human sexual behavior. 


Variations in Sexual Techniques 

Romantic sexual kissing might seem to be the most basic 
of sexual behaviors, but it is not found in all societies. 
Researchers surveyed anthropologists’ records from 168 
cultures around the world and discovered that the roman- 
tic sexual kiss was not present in 54 percent of them (Jan- 
kowiak et al., 2015). Romantic sexual kissing was absent 
in 87 percent of African cultures, but it was present in 100 
percent of Middle Eastern cultures. When the Thonga 
of Africa first saw Europeans kissing, they laughed and 
said, “Look at them; they eat each other’s saliva and 
dirt.” There is also some variation in techniques of kiss- 
ing. For example, among the Kwakiutl of Canada and the 
Trobriand Islanders, kissing consists of sucking the lips 
and tongue of the partner, permitting saliva to flow from 
one mouth to the other. Many Americans might find such 
a practice somewhat repulsive, but other peoples find it 
sexually arousing. 

Cunnilingus (mouth stimulation of the female geni- 
tals) is fairly common in our society, and it occurs in a few 
other societies as well, especially in the South Pacific. A 
particularly interesting variation is reported on the island 
of Ponape; the man places a fish in the woman’s vulva and 
then gradually licks it out prior to coitus. 

Inflicting pain on the partner is also a part of the sex- 
ual technique in some societies. The Apinaye woman of 
the Brazilian highlands may bite off bits of her partner’s 
eyebrows, noisily spitting them aside. Ponapean men usu- 
ally tug at the woman’s eyebrows, occasionally yanking 
out tufts of hair. People of various societies bite their part- 
ners to the point of drawing blood and leaving scars; most 
commonly, men and women mutually inflict pain on each 
other (Frayser, 1985). 

The frequency of intercourse for married couples var- 
ies considerably from one culture to the next. The low- 
est frequency seems to be among the Irish natives of Inis 
Beag (discussed in A Sexually Diverse World: Sexuality in 
Two Societies), who engage in intercourse perhaps only 
once or twice a month; however, the anthropologists who 
studied them were unable to determine exactly how often 
couples did have sex because so much secrecy surrounds 
the act. At the opposite extreme, the Mangaians (also 
described in A Sexually Diverse World: Sexuality in Two 
Societies) have intercourse several times a night, at least 
among the young. The Santals of southern Asia copulate 
as often as five times per day every day early in marriage 


CROSS-CULTURAL PERSPECTIVES ON SEXUALITY 


Sexuality in Two Societies 


Inis Beag 

Inis Beag is a small island off the coast of Ireland. It is 
probably one of the most naive and sexually repressive 
societies in the world. 

The people of Inis Beag seem to have no knowledge 
of a number of sexual activities such as French kissing, 
mouth stimulation of the breast, or hand stimulation 
of the partner’s penis, much less oral sex or homosexu- 
ality. Sex education is virtually nonexistent; parents do 
not seem to be able to bring themselves to discuss such 
embarrassing matters with their children, and they simply 
trust that, after marriage, nature will take its course. 

Menstruation and menopause are sources of fear for the 
island women because they have no idea of their physiolog- 
ical significance. It is commonly believed that menopause 
can produce insanity; in order to ward off this condition, 
some women have retired from life in their mid-forties, and a 
few have confined themselves to bed until death years later. 

The men believe that intercourse is hard on one’s 
health. They will desist from sex the night before they are 
to do a job that takes great energy. They do not approach 
women sexually during menstruation or for months after 
childbirth; a woman is considered dangerous to the man 
at these times. 

The islanders abhor nudity. Only babies are allowed to 
bathe while nude. Adults wash only the parts of their bodies 
that extend beyond their clothing—face, neck, lower arms, 
hands, lower legs, and feet. The fear of nudity has even cost 
lives. Sailors who never learned to swim because it involved 
wearing scanty clothing drowned when their ships sank. 

Premarital sex is essentially unknown. In marital sex, 
foreplay is generally limited to kissing and rough fondling 
of the buttocks. The husband invariably initiates the activ- 
ity. The male-on-top is the only position used, and both 
partners keep their underwear on during the activity. The 
man has an orgasm quickly and falls asleep immediately. 
Female orgasm either is believed not to exist or is consid- 
ered deviant. 


Mangaia 

In distinct contrast to Inis Beag is Mangaia, an island in 
the South Pacific. For the Mangaians, sex—for pleasure 
and for procreation—is a principal interest. 


The Mangaian boy first hears of masturbation when he 
is about 7, and he may begin to masturbate at age 8 or 9. 
At around age 13 he undergoes the superincision ritual 
(in which a slit is made on the top of the penis, along 
its entire length). This ritual initiates him into manhood; 
more important, however, the expert who performs the 
superincision gives him sexual instruction. He shows the 
boy how to perform oral sex, how to kiss and suck breasts, 
and how to bring his partner to orgasm several times 
before he has his own. About two weeks after the opera- 
tion, the boy has intercourse with an experienced woman, 
which removes the superincision’s scab. She provides him 
with practice in various acts and positions and trains him 
to hold back until he can have simultaneous orgasms with 
his partner. 

After this, the Mangaian boy actively seeks out girls, 
or they seek him out; soon he has coitus every night. The 
girl, who has received sexual instruction from an older 
woman, expects demonstration of the boy’s virility as 
proof of his desire for her. What is valued is the ability of 
the male to continue vigorously the in-and-out action of 
coitus over long periods of time while the female moves 
her hips “like a washing machine.” Nothing is despised 
more than a “dead” partner who does not move. A good 
man is expected to continue his actions for 15 to 30 min- 
utes or more. 

The average “nice” girl will have three or four succes- 
sive boyfriends between the ages of 13 and 20; the average 
boy may have 10 or more girlfriends. Mangaian parents 
encourage their daughters to have sexual experiences with 
several men. They want them to find marriage partners 
who are congenial. 

At around age 18, the Mangaians typically have sex 
most nights of the week, with about three orgasms per 
night. By about age 48, they have sex two or three times 
per week, with one orgasm each time. 

All women in Mangaia apparently learn to have 
orgasms. Bringing his partner to orgasm is one of the 
man’s chief sources of sexual pleasure. 


Sources: Marshall (1971); Messenger (1993). 
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(Gregersen, 1996). Recent surveys of U.S. sexuality 
indicate that our frequency of intercourse is about in the 
middle compared with other societies (e.g., Herbenick 
et al., 2010a). 

Very few societies encourage people to engage in sexual 
intercourse at particular times (Frayser, 1985). Instead, 
most groups have restrictions that forbid intercourse at 
certain times or in certain situations. For example, almost 
every society has a postpartum sex taboo—that is, a pro- 
hibition on sexual intercourse for a period of time after a 
woman has given birth, with the taboo lasting from a few 
days to more than a year (Gregersen, 1996). 


Masturbation 
Attitudes toward masturbation, or sexual self-stimulation 
of the genitals, vary widely across cultures. Some societies 
tolerate or even encourage masturbation during childhood 
and adolescence, whereas others condemn the practice at 
any age. Almost all human societies express some disap- 
proval of adult masturbation, ranging from mild ridicule 
to severe punishment (Gregersen, 1996). However, at 
least some adults in all societies appear to practice it. 
Female masturbation certainly occurs in other soci- 
eties. The African Azande woman uses a phallus made 
of a wooden root; however, if her husband catches her 
masturbating, he may beat her severely. The following is 
a description of the Lesu of the South Pacific, one of the 
few societies that express no disapproval of adult female 
masturbation: 


A woman will masturbate if she is sexually excited and 
there is no man to satisfy her. A couple may be having 
intercourse in the same house, or near enough for her to 
see them, and she may thus become aroused. She then 
sits down and bends her right leg so that her heel presses 
against her genitalia. Even young girls of about six years 
may do this quite casually as they sit on the ground. 
The women and men talk about it freely, and there is 
no shame attached to it. It is a customary position for 
women to take, and they learn it in childhood. They never 
use their hands for manipulation. (Powdermaker, 1933, 
pp. 276-277) 


Premarital and Extramarital Sex 
Societies differ considerably in their rules regarding pre- 
marital sex (Frayser, 1985). At one extreme are the Mar- 
quesans of eastern Polynesia. Both boys and girls in that 
culture have participated in a wide range of sexual expe- 
riences before puberty. Their first experience with inter- 
course occurs with a heterosexual partner who is 30 to 
40 years old. Mothers are proud if their daughters have 
many lovers. Only later does mar- 


riage occur. In contrast are the 
Masturbation: Self-stimulation of the : . 
: Siwans of Egypt. In this culture 
genitals to produce sexual arousal. ae aca 
a girl’s clitoris is removed at age 


7 or 8 in order to decrease her potential for sexual excite- 
ment and intercourse. Premarital intercourse is believed to 
bring shame on the family (note the honor culture theme). 
Marriage usually occurs around the age of 12 or 13, 
shortening the premarital period and any temptations it 
might contain. 

These two cultures are fairly typical of their regions. 
According to one study, 90 percent of Pacific Island soci- 
eties permit premarital sex, as do 88 percent of African 
and 82 percent of Eurasian societies; however, 73 per- 
cent of Mediterranean societies prohibit premarital sex 
(Frayser, 1985). 

Extramarital sex is complex and conflicted for most 
cultures. Extramarital sex ranks second only to incest as 
the most strictly prohibited type of sexual contact. One 
study found that it was forbidden for one or both partners 
in 74 percent of the cultures surveyed (Frayser, 1985). 
Even when extramarital sex is permitted, it is subjected to 
regulations; the most common pattern of restriction is to 
allow extramarital sex for husbands but not wives. 


Sex with Same-Gender Partners 

A wide range of attitudes toward same-gender sex- 
ual expression—what many in the United States call 
homosexuality—exists in various cultures (Murray, 2000). 
At one extreme are societies that strongly disapprove of 
same-gender sexual behavior for people of any age. In 
contrast, some societies tolerate the behavior for chil- 
dren but disapprove of it in adults. Still other societies 
actively encourage all their male members to engage in 
some same-gender sexual behavior, usually in conjunction 
with puberty rites (Herdt, 1984). A few societies have a 
formalized role for the adult gay man that gives him status 
and dignity. 

Even across European nations, attitudes about 
same-gender sexuality vary considerably (Lottes & Alkula, 
2011). For example, people in Denmark, the Netherlands, 
and Sweden have the most positive attitudes. Positive atti- 
tudes are also found in a large group of countries including 
Austria, Belgium, France, Germany, Great Britain, Greece, 
Italy, and Spain. Attitudes are more negative in Belarus, 
Bulgaria, Estonia, and Russia; and the cluster of countries 
with the most negative attitudes includes Croatia, Lithua- 
nia, Poland, Portugal, Romania, and Ukraine. 

There is wide variation in attitudes toward same-gender 
sexual behavior, but two general rules do seem to emerge 
(Ford & Beach, 1951; Murray, 2000; Whitam, 1983): (1) 
No matter how a particular society treats homosexuality, 
the behavior always occurs in at least some individuals— 
that is, same-gender sexuality is found universally in all 
societies; and (2) same-gender sexual behavior is never 
the predominant form of sexual behavior for adults in any 
of the societies studied. 

The first point, that same-gender sexual behavior is 
found universally in all cultures, is so well established that 
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there was quite a stir in 2010 when a team of anthropol- 
ogists reported on a group of people, the Aka foragers of 
the Central African Republic (Hewlett & Hewlett, 2010). 
The Aka were not aware of such practices and had no term 
for them. In fact, it was difficult for the anthropologists to 
convey what they meant. We may need to amend the ear- 
lier statement, to say that same-gender sexual behavior is 
nearly universal across societies. 

In the United States and other Western nations, we 
hold an unquestioned assumption that people have a 
sexual identity, whether gay, lesbian, bisexual, or hetero- 
sexual. Yet sexual identity as an unvarying, lifelong char- 
acteristic of the self is unknown or rare in some cultures, 
such as Indonesia (Stevenson, 1995). In those cultures 
the self and individualism, so prominent in American 
culture, are downplayed. Instead, a person is defined in 
relation to others and behavior is seen as much more 
the product of the situation than of lifelong personal- 
ity traits. In such a culture, having a “gay identity” just 
doesn’t compute. 

Sex with same-gender partners is discussed in detail in 
the chapter “Sexual Orientation: Gay, Straight, or Bi?” 


Standards of Attractiveness 

In all human societies physical characteristics are import- 
ant in determining whom one chooses as a sex partner. 
What is considered attractive varies considerably, though 
(Figure 5). For example, the region of the body that is 
judged for attractiveness varies from one culture to the 
next. For some peoples, the shape and color of the eyes 
are especially significant. For others, the shape of the ears 
is most important. Some societies go directly to the heart 
of the matter and judge attractiveness by the appearance 
of the external genitals. In a few societies, elongated labia 
majora (the pads of fat on either side of the vaginal open- 
ing) are considered sexually attractive, and it is common 
practice for a woman to pull on hers to make them longer. 
Among the Nawa women of Africa, elongated labia majora 
are considered a mark of beauty and are quite prominent. 

Our society’s standards are in the minority in one way: 
In most cultures, a plump woman is considered more 
attractive than a thin one. 

One standard does seem to be a general rule: A poor 
complexion is considered unattractive in the majority of 
human societies. 

Research on sexual attraction is discussed in detail in 
the chapter “Attraction, Love, and Communication.” 


Social-Class and Ethnic-Group 

Variations in the United States 

The discussion so far may seem to imply that there is 
one uniform standard of sexual behavior in the United 
States and that all Americans behave alike sexually. In 
fact, though, there are large variations in sexual behavior 
within our culture. Some of these subcultural variations 


Figure 5 Cross-cultural differences, cross-cultural 
similarities. (a) Woman of West Africa. (6) North Amer- 
ican beauty queen. The custom of female adornment 
is found in most cultures, although the exact definition 
of beauty varies from culture to culture. 


(a) Nigel Pavitt/Getty Images; 
(b) Getty Images Entertainment/Getty Images 
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can be classified as social-class differences and some as 
racial/ethnic differences. 


Social Class and Sex 

Table 1 shows data on some social-class variations in sexu- 
ality. Education is used as an indicator of social class. The 
more educated women are, the more likely they are to use 
the pill for contraception. The differences are dramatic, 
with college graduates (16 percent) 
being more than twice 
as likely as high school 
graduates (7 percent) to 
use the pill. These find- 
ings raise the possibility that, espe- 
cially for women, social class and sexuality exert a mutual 
influence on each other. That is, thus far we have assumed 
that one’s social class affects one’s sexual behaviors. But 
it may also be true that a person’s sexuality influences 
their social class. In this case, choosing to use an effective 
method of contraception, the pill, may allow women to con- 
tinue their education and graduate from college. 

In the third line in the table, we can see that the per- 
centage of first premarital cohabitations that transition 
to marriage is substantially higher for college graduates 
(53 percent) than it is for those who did not go beyond 
high school (39 percent). By first premarital cohabita- 
tion, we mean the first time a person lived together with 
a romantic partner, and then whether those two people 
went on to marry. College graduates have a better than 
50 percent chance of that occurring. Those who only 
graduated from high school have a lower chance, which 
may mean that they do not go on to marry but continue 
to cohabit, or perhaps that they cohabit with a second or 
third partner before marrying. 

Finally, there are some social-class similarities in 
Table 1. The percentage of first marriages for men that are 
still intact after 20 years hovers around 50 percent for those 
with less than high school, high school, and some college 
(although it is somewhat higher for college graduates). 

In summary, some social-class variations in sexuality 
have been found. For example, the percentage of women 
who use the pill rises steadily with the level of education. 
At the same time, there are some social-class similarities. 


Is sexual behavior similar 
in all social classes in the 
United States? 


Race/Ethnicity and Sexuality 

in the United States 

The U.S. population is composed of many ethnic groups, 
and there are some variations among these groups in sex- 
ual behavior. These variations are a result of having differ- 
ent cultural heritages, as well as of current economic and 
social conditions. Here we discuss the cultural heritages 
and their influence on sexuality of five groups: African 
Americans, Latinos, Asian Americans, American Indi- 
ans, and Whites. A summary of some ethnic-group varia- 
tions in sexuality is shown in Table 2. 

In examining these data on ethnic-group variations in 
sexuality, it is important to keep in mind two points: (1) 
There are ethnic-group variations, but there are also eth- 
nic-group similarities. The sexuality of these groups is not 
totally different. (2) Cultural context is the key. The sex- 
uality of any particular group can be understood only by 
understanding the cultural heritage of that group as well as 
its current social and economic conditions (Figure 6). The 
sexuality of white Euro-Americans, for example, is influ- 
enced by the heritage of European cultures, such as the Vic- 
torian era in England. In the following sections, we briefly 
discuss the cultural contexts for African Americans, Lati- 
nos, Asian Americans, and American Indians and examine 
how these cultural contexts are reflected in their sexuality. 


African Americans. The sexuality of African Americans 
is influenced by many of the same factors influencing the 
sexuality of Euro-Americans, such as the legacies of the Vic- 
torian era and the influence of the Judeo-Christian tradi- 
tion. In addition, at least three other factors act to make the 
sexuality of Blacks somewhat different from that of Whites 
(Kelly & Shelton, 2013): (1) the African heritage (Staples, 
2006), (2) the forces that acted upon Black people during 
slavery, and (3) current economic and social conditions, 
including racism (see A Sexually Diverse World: The Psy- 
chology of Racism in the United States). Compared with 
Whites, Black Americans are significantly more likely to 
live in neighborhoods characterized by racial segregation, 
poverty, and unemployment (Bowleg et al., 2017). 

Like other U.S. ethnic groups, Black Americans, who 
constitute 12.4 percent of the U.S. population (Jones et al., 
2021), are not homogeneous. They vary in whether they are 


Table 1 Social-Class Variations in Sexuality in the United States (Education as 


an Indicator of Social Class) 


Less than High School Some College 
High School Graduates College Graduates 
Women aged 15-49 using the pill 5% 7% 10% 16% 
Women whose first union was cohabitation 70% 62% 59% 47% 
First premarital cohabitations that transition to marriage 30% 39% 40% 53% 
Percent of first marriages for men that are intact at 20 years 54% 47% 54% 65% 


Sources: Daniels et al. (2014); Copen et al. (2013); Copen et al. (2012a); Daniels & Abma (2018). 
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In the summer of 2020, in the wake of George Floyd’s 
murder by a police officer in Minneapolis, a process of 
racial reckoning began in the United States. What is the 
psychology of American racism? How did it begin and 
why does it persist? 

First, what is meant by the term racism? A scholarly 
definition is that racism is a system of advantage, based 
on race, that results from a combination of psychological 
factors (e.g., prejudiced thoughts) and social/structural 
factors (e.g., biased laws) (Roberts & Rizzo, 2021). In the 
United States, racism advantages White people and disad- 
vantages people of color. Racism, of course, exists around 
the world, but here we will focus on racism in the United 
States. American racism has unique origins because it 
arose from the enslavement of Africans together with the 
violent conquest of American Indians. 

Multiple psychological factors contribute to racism, 
and, in turn, racism contributes to these psychological 
processes. One of these factors is categories. Humans are 
born with a tendency to categorize things, whether it’s 
cats vs. dogs or Blacks vs. Whites. According to develop- 
mental intergroup theory (Bigler & Liben, 2007), humans 
learn from childhood onward to categorize by race (and 
also by gender) because (a) race categories are percep- 
tually discriminable—that is, one can see physical differ- 
ences between the groups; (b) racial categories are used, 
explicitly or implicitly, in the environment, as in hous- 
ing segregation by race; (c) the categories are verbally 
labeled—e.g., “Black people.” Once they have learned the 
categories and their labels, children start to believe that 
there are essential differences between the groups—that 
the differences are natural. Racial hierarchies, or status 
differences between races, therefore seem to be natural. 
Paired with this idea of essential differences between 
groups is the belief that there are essential similarities 
within a group, a belief that leads to stereotyping. 

Once a person has a concept of racial categories, 
according to social identity theory (Tajfel & Turner, 2004), 
the person identifies with their own racial category (e.g., 
“Iam a White person”) and expresses in-group favoritism 
(e.g., expressing positive attitudes toward White people) 
and negativity toward the out-group (e.g., Black people, 
Latinx people). 

A second factor contributing to American racism is 
segregation. Segregation is found in housing (e.g., there 
are Black neighborhoods and White neighborhoods 
in most cities), which leads to racial segregation in the 
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schools. Housing segregation was created by many sys- 
temic factors, including the practice of redlining, deny- 
ing home mortgages to Black families, particularly for 
homes in predominantly White neighborhoods. Segrega- 
tion in turn reduces contact between people of different 
races, which leads to stereotyping and prejudice. As we 
will see in other chapters, one of the primary means that 
psychologists have identified for reducing prejudice is 
called the contact hypothesis, which states that contact 
between people from different groups will reduce preju- 
dice (Paolini et al., 2021; for an example, see the chapter 
“Sexual Orientation: Gay, Straight, or Bi?”). Segregation 
works powerfully against contact. 

A third factor contributing to American racism is 
racial hierarchies. That is, some races have more power 
and prestige than other races, with Whites sitting atop the 
hierarchy. To justify their power and status, White Ameri- 
cans are therefore motivated to deny the existence of rac- 
ism and inequality and to disapprove of policies that seek 
to counter hierarchies, such as affirmative action. 

A fourth factor is the media, which tend to underrepre- 
sent and misrepresent people of color (Roberts & Rizzo, 
2021). For example, American Indians are nearly invisi- 
ble on television and other media (Fryberg & Stephens, 
2010), and in the rare instances when they do appear, they 
are usually portrayed in stereotypical ways (e.g., as chiefs 
or princesses). 

Is the United States doomed to racism for hundreds 
more years? What are the solutions? An essential part of the 
solution is to adopt antiracist practices. Antiracism refers 
to a system of racial equity that is created by a combina- 
tion of psychological factors (e.g., equitable attitudes) and 
social/structural factors (e.g., equitable laws) (Roberts & 
Rizzo, 2021). How can we promote antiracism? For exam- 
ple, what are your thoughts about how parents could 
foster antiracism in their children? 

And finally, why are we highlighting this material on 
racism in a textbook about human sexuality? The reason 
is that, to understand the sexuality of people from any 
ethnic group, we must understand their historical and cul- 
tural context, and for most people of color, the experience 
of racism is a crucial part 
of their lives, affecting 
everything, including their 
sexuality. Research shows, 
for example, that Black 
people’s experiences of 


Racism: A system of advantage, 
based on race, that results from an 

interplay between psychological fac- 
tors and social/structural factors. 
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discrimination are linked to medical mistrust (William- 
son et al., 2019), leading them to be less likely to seek 
medical care, including sexual health care. And mounting 
evidence indicates that being the object of racism, as well 


of Caribbean origin (Afro-Caribbeans) or are descendants 
of people brought to the United States as slaves (African 
Americans); in whether they are rural and southern or 
urban; and in social class. These variations are reflected in 


as historical trauma, have negative consequences for men- 
tal health and physical health (Neblett, 2019; Walls et al., 
2016; Watson-Singleton et al., 2021). 


sexual attitudes. Afro-Caribbeans emphasize sexual propri- 
ety and teach girls to be modest; this group tends to view 
African Americans as morally suspect and sexually undisci- 
plined (Lewis & Kertzner, 2003; Reid & Bing, 2000). 


Table 2 Comparison of the Sexuality of Whites, African Americans, Latinos, 


and Asian Americans 


African Latinos/ Asian 
Whites Americans Latinas Americans 
Gender ratio (number of males per 100 females), 

30- to 34-year-olds 100 84 104 101 
Percentage of women 15-49 using the pill 15% 8% 9% na 
Oral sex experience with the opposite sex among 

females 15-24 years old 69% 63% 59% na 
Oral sex occurred before first vaginal intercourse, females 49% 27% 37% na 
Percent who masturbated in the last year, 

18- to 24-year-olds 

Women 50% 56% 

Men 54% 89% 
Percent of first marriages intact after 10 years 68% 56% 73% 83% 
Abortion rate” 7.6 25:3 16.1 na 


* Abortion rate is the number of abortions per year per 1,000 women in the group (Pazol et al., 2014). 


NA means not available. 


Sources: U.S. Bureau of the Census (2000a, 2000b); Daniels et al. (2014); Copen et al. (2012a, 2012b); Dodge et al. (2010); Daniels & Abma (2018) 


(a) (b) 


Figure 6 The sexuality of members of different ethnic groups is profoundly shaped by their cultures. (a) Roman 
Catholicism has a powerful impact on Latinos. (b) There is strong emphasis on the family among American Indians. 


(a) Digital Vision/Getty Images; (b) Hill Street Studios/Blend Images LLC 
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Table 2 shows some data comparing the sexuality 
of African Americans with Whites, Latinos, and Asian 
Americans. In some cases, differences between Blacks 
and Whites are striking. For example, compared with 
Whites, Blacks are considerably less likely to engage in 
oral sex before the first time they engage in vaginal inter- 
course. The differences, though, must be balanced against 


The gender roles of traditional 

Latinx culture are epitomized in . 
; heritage. 

the concepts of machismo and } Latinx: A term for Latinos that gets 
marianismo (Espinosa-Hernandez | around the gender designations of 
et al., 2020). The term machismo, Latino and Latina and includes peo- 
or macho, has come to be used ple outside the gender binary. 
loosely in American culture today. Patiiliemo: Among Latixss Song 


Latinos: People of Latin American 


cultural valuing of one’s nuclear and 


the similarities. For example, Black women are about as 
likely as White women to engage in oral sex. 

The marriage rate is lower for African Americans than 
for other groups. This is due to a number of factors. First, 
there is not an equal gender ratio among Blacks. As shown 
in Table 2, the gender ratio is nearly equal among Whites, 
Asian Americans, and Latinos; that is, there are about 
100 men for every 100 women. Among African Ameri- 
cans, however, there are only about 84 men for every 100 
women. This creates lower marriage rates among African 
American women because there are simply not enough 
Black men to go around (in the United States, 87 percent 
of marriages are between two people of the same race 
[Goodwin et al., 2010]). Second, lower marriage rates 
among African American men are also due to the obsta- 
cles that they have encountered in seeking and maintain- 
ing the jobs necessary to support a family. Since World 
War II, the number of manufacturing jobs, which once 
were a major source of employment for working-class 
Black men, has declined dramatically. The result has been 
a decline in the Black working class and an expansion of 
the Black underclass. 

In later chapters, we discuss other issues having to do 
with race/ethnicity and sexuality, always bearing in mind 
the cultural context that shapes and gives meaning to dif- 
ferent sexual patterns. 


Latinos. Latinos, who constitute 19 percent of the 
U.S. population (Jones et al., 2021), are people of Latin 
American heritage; therefore, the category includes many 
different cultural groups, such as Mexican Americans, 
Puerto Ricans, and Cuban Americans. Latinos can refer 
to the entire group or specifically to men; the term Lati- 
nas refers exclusively to women of Latin American origin. 
Some now prefer the term Latinx, to get away from the 
gender designations, while also including people outside 
the gender binary. 

Latinx have a cultural heritage distinct from that of 
both African Americans and Anglos, although forces 
such as the Judeo-Christian religious tradition affect all 
three groups. In traditional Latin American cultures, gen- 
der roles are sharply defined (Espinosa-Hernandez et al., 
2020; Melendez et al., 2013). Such roles are emphasized 
early in the socialization process for children. Boys are 
given greater freedom and are encouraged in sexual 
exploits. Girls are expected to be passive, obedient, and 
weak. Latinx in the United States today have a cultural 
heritage that blends these traditional cultural values with 
the contemporary values of the dominant Anglo culture. 


Literally, machismo means “male- 
ness” or “virility.” Generally it 
includes hypermasculine sexual- 
ity (Espinosa-Hernandez et al., 2020). The cultural code 
of machismo among Latin Americans mandates that the 
man must be responsible for the well-being and honor of 
his family, but in extreme forms it also means tolerating 
men’s sexual infidelities. Marianismo, the female counter- 
part of machismo, derives from Roman Catholic worship 
of Mary, the virgin mother of Jesus. Thus, motherhood 
is highly valued, and virginity until marriage is closely 
guarded. 

Familismo is another important aspect of Latinx cul- 
ture. This cultural value emphasizes the importance of 
family—nuclear and extended—in matters such as support, 
loyalty, solidarity, and family honor (Jocson, 2020). 


extended family. 


Asian Americans. The broad category of Asian Amer- 
icans includes many different cultural groups, such as 
Japanese Americans, Chinese Americans, and Indian 
Americans, as well as the relative newcomer groups such 
as Vietnamese Americans and the Hmong. Asians consti- 
tute 6 percent of the U.S. population (Jones et al., 2021). 
As discussed in A Sexually Diverse World: Sex in China, 
traditional Asian cultures, such as the Chinese, have been 
repressive about sexuality. Traditional Cambodian soci- 
ety, for instance, believed that a lack of information about 
sexuality would prevent the premarital sex that would tar- 
nish a family’s honor (Okazaki, 2002). 

Several core Asian values persist in the United States 
and doubtless affect sexual expression. Among the core 
values that are relevant to sexuality are the following (Kim 
et al., 2005): 


1. Collectivism. Others’ needs, especially those of the 
family, should be considered before one’s own. Open 
expression of some forms of sexuality would represent 
a threat to the highly interdependent social structure 
as well as to the family (Chen & Zhou, 2019). 


2. Conformity to norms. The individual should conform 
to the expectations of the family and society. Shame 
and the threat of loss of face, which can apply both to 
the individual and to their family, are powerful forces 
shaping good behavior. 

3. Emotional control. Emotions should not be openly 
expressed. Emotions such as love or passion should be 
muted and controlled. 


Given all these forces, it is not surprising that Asian Amer- 
icans today tend to be the sexual conservatives of the 
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Sex in China 


were characterized by open, positive attitudes 
about human sexuality, including a rich erotic lit- 
erature. Indeed, the oldest sex manuals in the world come 
from China, dating from approximately 200 B.c.c. The 
most recent 1,000 years, however, have been just the 
opposite, characterized by repression of sexuality and 
censorship. 

A major philosophical concept in Chinese culture, yin 
and yang, originated around 300 Bc. and is found in 
important writings on Confucianism and Taoism. Accord- 
ing to the yin-yang philosophy, all objects and events are 
the products of two elements: yin, which is negative, pas- 
sive, weak, and destructive; and yang, which is positive, 
active, strong, and constructive. Yin is associated with the 
female, yang with the male. For several thousand years, 
the Chinese have used yin and yang in words dealing with 
sexuality. For example, yin fu (the door of yin) means 
“vulva,” and yang ju (the organ of yang) means “penis.” 
Huo yin yang (the union of yin and yang) is the term used 
for sexual intercourse. 

Of the three major religions of China—Confucianism, 
Taoism, and Buddhism—Taoism is the only truly indige- 
nous one, dating from the writings of Chang Ling around 
143 cE. Taoism is one of the few religions to advocate the 
cultivation of sexual techniques for the benefit of the indi- 
vidual. To quote from a classic Taoist work, The Canon of 
the Immaculate Girl, 


fie he first 4,000 years of recorded Chinese history 


Said P’eng, “One achieves longevity by loving the essence, 
cultivating the spiritual, and partaking of many kinds of 
medicines. If you don’t know the ways of intercourse, 
taking herbs is of no benefit. The producing of man and 
woman is like the begetting of Heaven and Earth. Heaven 
and Earth have attained the method of intercourse and, 
therefore, they lack the limitation of finality. Man loses 
the method of intercourse and therefore suffers the morti- 
fication of early death. If you can avoid mortification and 
injury and attain the arts of sex, you will have found the 
way of nondeath.” (Ruan, 1991, p. 56) 


The tradition of erotic literature and openness about 
sexuality began to change about 1,000 years ago, led by 
several famous neo-Confucianists, so that negative and 
repressive attitudes became dominant. In 1422 there was a 
ban on erotic literature, and a second major ban occurred 
in 1664. A commoner involved in printing a banned book 
could be beaten and exiled. 


When the communist government founded the People’s 
Republic of China in 1949, it imposed a strict ban on all 
sexually explicit materials. The policy was quite effective 
in the 1950s and 1960s. By the late 1960s, however, erot- 
ica was being produced much more in Western nations. 
By the late 1970s, X-rated videotapes were being smug- 
gled into China from Hong Kong and other countries, 
and they quickly became a fad. Small parties were orga- 
nized around the viewing of these tapes. The government 
reacted harshly, promulgating a new antipornography 
law in 1985. According to the law, “Pornography is very 
harmful, poisoning people’s minds, inducing crimes... 
and must be banned” (Ruan, 1991, p. 100). Publishing 
houses that issued pornography were given stiff fines, 
and by 1986, 217 illegal publishers had been arrested and 
42 forced to close. In one incident, a Shanghai railway 
station employee was sentenced to death for having orga- 
nized sex parties on nine different occasions, during which 
pornographic videotapes were viewed and he engaged in 
sexual activity with women. 

Male homosexuality is recognized in historical writ- 
ings in China as early as 2,000 years ago. Homosexuality 
was then so widespread among the upper classes that the 
period is known as the Golden Age of Homosexuality in 
China. One historical book on the Han dynasty contained 
a special section describing the emperors’ male sexual 
partners. There were also tolerant attitudes toward lesbi- 
anism. But with the founding of the People’s Republic in 
1949, homosexuality, like all other sexuality, was severely 
repressed. Most Chinese in the 1980s claimed that they 
had never known a homosexual and argued that there 
must be very few in Chinese society. 

In the early 1980s, China was characterized by a puri- 
tanism that probably far exceeded that observed by the 
original Puritans. It was considered scandalous for a mar- 
ried couple to hold hands in public. Prostitution, premar- 
ital sex, homosexuality, and variant sexual behaviors were 
all illegal, and the laws were enforced. Even sexuality in 
marriage was given little encouragement. 

A moderate sexual liberation began in the 1980s and 
continues today, sparked in part by increased access to 
sexual media and in part by government policies demand- 
ing contraception, which open the door to premarital sex 
without the worry of pregnancy. Open displays of affec- 
tion, such as holding hands in public, are now no longer 
treated as signs of promiscuity. High schools now include 
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sex education in the curriculum. The rationale is that a 
scientific understanding of sexual development is essen- 
tial to the healthy development of young people and to the 
maintenance of high moral standards and well-controlled 
social order. Yet the Chinese international students in my 
classes tell me that sex education in reality is nearly non- 
existent in China. 

Noted American sex researcher Edward Laumann has 
extended his surveys to China (Laumann & Parish, 2004; 
Parish et al., 2007; Table 3). The results indicate that the 
liberalizing trends are occurring mainly in the larger cities, 
whereas the majority of Chinese live in more rural areas 
that are still extremely conservative. In regard to premar- 
ital sex, only 16 percent of men and 5 percent of women 
from the older generation say that they engaged in it, com- 
pared with 31 percent of men and 14 percent of women 
today. These rates are still low compared with Western 
nations such as the United States. For extramarital sex, 
4.5 percent of women engaged in it in the past 12 months, 
as had 11 percent of men in noncommercial and 5.5 per- 
cent of men in commercial sex (Zhang et al., 2012). These 
rates are similar to those reported in many other nations. 
It will be interesting to see whether liberalization contin- 
ues or an eventual swing back to repression occurs. 

A 2016 report, in cooperation with the United Nations, 
tells a less optimistic tale about the status of LGBT peo- 
ple in China (“Being LGBTI in China,” 2016). The report 
documents repression and discrimination: “Sexual and 
gender minority people in China still live in the shad- 
ows, with only 5% of them willing to live their diversity 
openly.” They continue to face marked discrimination, 
especially within the family, where they may be forced 
into heterosexual relationships. Yet, at the same time, the 
general population is beginning to show attitudes that are 
less negative, but most are uninformed about LGBT peo- 
ple. In fact, Chinese women who are sexually attracted to 


various ethnic groups (Meston & Ahrold, 2010; Trinh & 
Kim, 2021). For example, they have the lowest incidence 
of multiple sexual partners (Laumann et al., 1994; Meston 
& Ahrold, 2010). 

Asian Americans are often stereotyped as the “model 
minority” because they have succeeded so well by some 
measures, such as education level (Kim et al. 2021). 
However, there is also evidence that Asian Americans 
are marginalized and often rendered invisible, and can 
be the targets of racism (Kiang et al., 2016; Mistry & 
Kiyama, 2021). As an example, during the Covid-19 pan- 
demic there were acts of racist violence aimed at Asian 
Americans because some people believed that China was 


Table 3 Contemporary Data on Sex in 


China: A Liberalizing Trend 


Older Current 
Cohort* Cohort* 


Percent who masturbated 


by age 23 
Men 31% 52% 
Women 5 8 


Percent who engaged in 
premarital sex 
Men 16 31 
Women 5 44 
Percent who viewed 
pornographic materials 
in the last year 
Men 13 74 
Women 6 S7/ 


*“Older cohort” refers to those who turned 20 before 1980 and there- 
fore grew up in the conservative culture of the time. “Current cohort” 
refers to those who turned 20 after 1980 and therefore grew up in the 
era of liberalization. 


Source: Parish et al. (2007). 


women are under strong pressure to marry men, and their 
same-gender attraction is “culturally unintelligible’—that is, 
the concept of those sorts of attractions simply does not 
exist in the culture (Wei et al., 2021). The result is a dam- 
aging invisibility. 


Sources: Evans (1995); Jeffreys (2006); Parish et al. (2007); Ruan 
(1991); Ruan & Lau (1998); Zhang et al. (2012); “Being LGBTI in 
China” (2016). 


responsible for the pandemic. The violence was also com- 
mitted against Korean Americans, Vietnamese Americans, 
and members of other Asian groups because those com- 
mitting the violence couldn’t tell the difference between 
them and Chinese Americans (Cheng et al., 2021). 


American Indians. American Indians, like other U.S. 
ethnic groups, are diverse among themselves, as a result 
of the different heritages of more than 500 tribes, such 
as the Navajo, Ho-Chunk, Mohicans, and Cheyenne. In 
addition, there are distinctions between those who are 
city dwellers and those who live on reservations (Sarche 
et al., 2017; Weaver, 1999). American Indians constitute 1 
percent of the U.S. population. 
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When Europeans colonized North America, the native 
people were exposed to brutal violence, foreign diseases, 
loss of land, and forced removal from their homelands 
(Blair et al., 2021). Native children were forced into “civi- 
lizing” boarding schools where they were often abused. All 
of this contributed to historical trauma, a term that refers 
to cumulative psychological wounding over generations 
as a result of massive group trauma (Gameon & Skewes, 
2021; Gone, 2009). That is, there is a pattern of intergen- 
erational transmission of the effects of the trauma—it is 
passed down from generation to generation. The effects 
of historical trauma include depression and anxiety, both 
of which can have an impact on health, including sexual 
health. Historical trauma is a factor for other U.S. ethnic 
groups as well. For Black Americans, historical trauma 
resulted from the period of slavery and later traumas such 
as lynching. 

The popular media over the last century have por- 
trayed American Indian men as noble savages who are 
both exotic and erotic (Bird, 1999). They have been 
shown nearly naked, emphasizing well-developed mascu- 
line bodies. In romance novels of the 1990s, American 
Indian males became cultural icons for vanishing stan- 
dards of masculinity. They are handsome and virile, yet 
tender and vulnerable, and magnificent lovers for White 
women (Van Lent, 1996). 

American Indian women have 
been less visible in the popular 
media. When present, they are ste- 
reotyped as princesses or squaws 
(Acoose, 2015; Bird, 1999). The 
princess is noble, beautiful, and 


Historical trauma: Cumulative psy- 
chological wounding passed down 
across generations as a result of 


massive group trauma. 

Racial microaggressions: Subtle 
insults directed at people of color 
and often done nonconsciously. 


Figure 7 Although most people like to think of individuals as 
falling into distinct race categories, there is increasing recognition 
that many Americans are biracial or multiracial. Meghan Markle, 
who married Britain’s Prince Harry, has an African American mother 
and a White father. 

WPA Pool/Pool/Getty Images 


erotic. The Disney animated film Pocahontas features 
such a voluptuous princess. The stereotypical squaw, in 
contrast, is unattractive, uninteresting, and ignored. 

Although traditional American Indian cultures had 
strict courtship rules that regulated premarital sex, today 
there is great pressure in the youth culture to have sex 
(Hellerstedt et al., 2006). In one study of youth in a North- 
ern Plains tribe, 9 percent had first intercourse before 
age 13, compared with national statistics of 5 percent 
(Kaufman et al., 2007). 

Unfortunately, the major national sex surveys such as 
those from which Table 2 was drawn have had such small 
samples of American Indians that they have not been able 
to report reliable statistics for this group. 


Multiracial People. Although it is common to think of 
people falling into one of the four ethnic groups discussed 
here, there is increasing recognition that many people 
do not fit into these neat categories. Instead, they are 
biracial or multiracial, with ancestors from two or more 
races (Figure 7). Former president Barack Obama is a 
good example, having had a White American mother and 
a Black Kenyan father. Recognizing the fact that many 
people are multiracial, the 2020 U.S. Census did a much 
better job of asking questions that allowed people to indi- 
cate that they were multiracial. According to that census, 
roughly 10 percent of Americans are multiracial (Jones 
et al., 2021). 


Racial Microaggressions. Old-fashioned, obvious, overt 
racism has become less common in the United States. 
It has been replaced by more subtle forms of prejudiced 
attitudes and behaviors. Racial microaggressions are sub- 
tle insults directed at people of color, often done non- 
consciously (Sue et al., 2007; Sue, 2010). Members of 
ethnic minorities in the United States experience them 
frequently, and they can be a source of stress. Consider 
the following example. 


Neil Henning, a White professor, had just finished a lec- 
ture on Greco-Roman contributions to the history of psy- 
chology. He asked for questions. An African American 
student raised his hand. The student seemed frustrated 
and said that the history of psychology was ethnocen- 
tric and Eurocentric, and that it left out contributions 
from African, Asian, and Latin American cultures and 
psychologies. 

The professor responded, “Aidan, please calm down. 
We are studying American psychology. We will eventually 
address how it has influenced and been adapted to Asian 
and other societies.” (adapted from Sue, 2010, p. 3) 


Can you spot the microaggressions? Telling a person 
to calm down is often an expression of dominance that 
invalidates the legitimacy of the person’s feelings. Then, 
the professor implied that American psychology was the 
norm and that it influenced other societies, with no con- 
sideration of the possibility that other societies might have 
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developed psychological concepts and principles on their 
own. All of this was very subtle, though. Aidan undoubt- 
edly felt dissatisfied with the interaction, but it would be 
difficult for him to say that the professor said something 
horrible. The subtlety and ambiguity of microaggressions 
make them even more difficult to deal with. 

Importantly, microaggressions cause harm to their recip- 
ients. Experiences of racial microaggressions have been 
linked to mental-health problems and physical-health prob- 
lems (Majeno et al., 2021; Williams, 2021). As we will see in 
later chapters, the concept of microaggressions also extends 
to gender microaggressions, sexual orientation microaggres- 
sions, and microaggressions against transgender persons. 


The Significance of 

Cross-Cultural Studies 

What relevance do cross-cultural data have to an under- 
standing of human sexuality? They are important for two 
basic reasons. First, they give us a notion of the enormous 
variation that exists in human sexual behavior, and they 
help us put our own standards and behavior in perspec- 
tive. Second, these studies provide impressive evidence 
concerning the importance of culture and learning in the 
shaping of our sexual behavior; they show us that human 
sexual behavior is not completely determined by biology 
or drives or instincts. For example, a woman of Inis Beag 
and a woman of Mangaia presumably have vaginas that 
are similarly constructed and clitorises that are approxi- 
mately the same size and have the same nerve supply. But 
the woman of Inis Beag never has an orgasm, and all Man- 
gaian women orgasm.? Why? Their cultures are different, 
and they and their partners learned different things about 
sex as they were growing up. Culture is a major determi- 
nant of human sexual behavior. 

The point of studying sexuality in different cultures is 
not to teach that there are a lot of exotic people out there 
doing exotic things. Rather, the point is to remind our- 
selves that each group has its own culture, and this culture 
has a profound influence on the sexual expression of the 
people who grow up in it. More examples can be found in 
many of the chapters that follow. 


Cross-Species Perspectives on 
Sexuality 


Humans are just one of many animal species, and 
all of them display sexual behavior. To put our own 


3] like to use the word orgasm not only as a noun but also as a 
verb. The reason is that alternative expressions, such as “to achieve 
orgasm” and “to reach orgasm,” reflect the tendency of Americans 
to make sex an achievement situation (an idea to be discussed fur- 
ther in the chapter “Sexual Arousal”). To avoid this, I use “to have 
an orgasm” or “to orgasm.” 


sexual behavior in evolutionary perspective, it is helpful to 
explore the similarities and differences between our own 
sexuality and that of other species. 

There is one other reason for this particular discussion. 
Some people classify sexual behaviors as “natural” or 
“unnatural,” depending on whether other species do or do 
not exhibit those behaviors. Sometimes, though, the data 
are twisted to suit the 
purposes of the person 
making the argument, Is same-gender 


RUSE B ROEM sexuality found in other 
less biased view. Let’s [jey-fe(=e42 


see exactly what some 
other species do. 


Masturbation 

Humans are definitely not the only species that mastur- 
bates. Masturbation is found among many species of 
mammals, particularly among the primates (monkeys 
and apes) (Dubuc et al., 2013). Male monkeys and apes 
in zoos can be observed masturbating, often to the hor- 
ror of the proper folk who have come to see them. At 
one time it was thought that this behavior might be the 
result of the unnatural living conditions of zoos. How- 
ever, observations of free-living primates indicate that 
they, too, masturbate. Techniques include hand stimula- 
tion of the genitals or rubbing the genitals against an 
object. In terms of technique, monkeys and nonhuman 
apes have one advantage over humans: Their bodies are 
so flexible that they can perform mouth-genital sex on 
themselves. 

Female masturbation is also found among many spe- 
cies beside our own. The prize for the most inventive tech- 
nique probably should go to the female porcupine. She 
holds one end of a stick in her paws and walks around 
while straddling the stick; as the stick bumps against the 
ground, it vibrates against her genitals (Ford & Beach, 
1951). Human females are apparently not the only ones 
to enjoy vibrators. 


Same-Gender Sexual Behavior 
Same-gender behavior is found in many species beside 
our own (Bagemihl, 1999; Leca et al., 2014; Vasey, 2002; 
Figure 8a). Indeed, observations of other species indicate that 
our basic mammalian heritage is bisexual, composed of both 
heterosexual and homosexual elements (Bagemihl, 1999). 
Males of many species will mount other males, and 
anal intercourse has been observed in some male pri- 
mates (Wallen & Parsons, 1997). Among domestic sheep, 
9 percent of adult males strongly prefer other males as 
sex partners (Ellis, 1996; Roselli et al., 2002). In a num- 
ber of primate species, including bonobos and Japanese 
macaques, females mount other females (Leca et al., 
2015; Vasey & Jiskoot, 2010). 
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Figure 8 (a) Same-gender sexuality in animals: Two male giraffes “necking.” They rub necks and become 
aroused. (b) The sexual behavior of primates: Females have various ways of expressing choice. Here a 
female Barbary macaque presents her sexual swelling to a male. He seems to be interested. 


(a) Steve and Bryce Kroencke/Getty Images; (b) Meredith F. Small 


Sexual Signaling 

Female primates engage in sexual signaling to males, in 
effect, flirting (Dixson, 1990; Figure 8b). For example, 
females in one species of macaque engage in parading in 
front of males to signal their interest. Among baboons, 
spider monkeys, and orangutans, the female makes eye 
contact with the male. The female patas monkey puffs 
out her cheeks and drools. The parading and eye contact 
sound very familiar—they could easily be observed at a 
singles bar. The puffing and drooling probably wouldn’t 
play as well, though. 


Human Uniqueness 
Are humans in any ways unique in their sexual behavior? 
The general trend, as we move from lower species such as 
fish or rodents to higher ones such as primates, is for sex- 
ual behavior to be more hormonally (instinctively) con- 
trolled among the lower species and to be controlled more 
by the brain (and therefore by learning and social context) 
in the higher species (Beach, 1947; Wallen, 2001). Thus, 
environmental influences are much more important in 
shaping primate—especially human—sexual behavior than 
they are in shaping the sexual behavior of other species. 
An illustration of this fact is provided by studies of 
the adult sexual behavior of animals raised in deprived 
environments. If mice are reared in isolation, their adult 
sexual behavior will nonetheless be normal (Scott, 1964). 
But if rhesus monkeys are reared in isolation, their adult 
sexual behavior is severely disturbed, to the point where 
they may be incapable of reproducing (Harlow et al., 
1963). Thus, environmental experiences are crucial in 


shaping the sexual behavior of higher species, particularly 
humans; for us, sexual behavior is a lot more than just 
“doin’ what comes naturally.” 

Female sexuality provides a particularly good illustra- 
tion of the shift in hormonal control from lower to higher 
species. Throughout most of the animal kingdom, female 
sexual behavior is strongly controlled by hormones. In 
virtually all mammals, females do not engage in sexual 
behavior at all except when they are in “heat” (estrus), 
which is a particular hormonal state. In contrast, human 
females are capable of engaging in sexual behavior—and 
actually do engage in it-during any phase of their hor- 
monal (menstrual) cycle. Thus, the sexual behavior of 
human females is not nearly as much under hormonal 
control as that of females of other species. 

Traditionally it was thought that female orgasm is 
unique to humans and does not exist in other species. 
Then some studies found evidence of orgasm in rhesus 
macaques (monkeys), as indicated by the same physiolog- 
ical responses indicative of orgasm in human females— 
specifically, increased heart rate and uterine contractions 
(Burton, 1970; Goldfoot et al., 1980; Zumpe & Michael, 
1968). Humans can no longer claim to have a corner 
on the female orgasm market. This fact has interesting 
implications for understanding the evolution of sexuality. 
Perhaps the higher species, in which the females are not 
driven to sexual activity by their hormones, have the plea- 
sure of orgasm as an incentive. 

In summary, there is little in human sexuality that is 
completely unique to humans, except for elaborate, com- 
plex cultural influences. In other respects, we are on a 
continuum with other species. 
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The Nonsexual Uses of Sexual Behavior 
Two male baboons are locked in combat. One begins to 
emerge as the victor. The other “presents” (the “female” 
sexual posture, in which the rump is directed toward the 
other and is elevated). 

Two male monkeys are members of the same troop. 
Long ago they established which one is dominant and 
which subordinate. The dominant one mounts (the 
“male” sexual behavior) the subordinate one. 

These are examples of animals sometimes using sexual 
behavior for nonsexual purposes (Small, 1993; Wallen & 
Zehr, 2004). Commonly such behavior signals the end 
of a fight, as in the first example. The loser indicates his 
surrender by presenting, and the winner signals victory 
by mounting. Sexual behaviors can also symbolize an 
animal’s rank in a dominance hierarchy. Dominant ani- 
mals mount subordinate ones. As another example, male 
squirrel monkeys sometimes use an exhibitionist display 
of their erect penis as part of an aggressive display against 
another male in a phenomenon called phallic aggression 
(Wickler, 1973). 

All this is perfectly obvious when we observe it in 
monkeys. But do humans ever use sexual behavior for 
nonsexual purposes? Consider the rapist, who uses sex 
as an expression of aggression against and power over a 
woman (Zurbriggen, 2010), or over another man in the 
case of same-gender rape. Another example is the exhi- 
bitionist, who uses the display of his erect penis to shock 
and frighten women, much as the male squirrel monkey 
uses such a display to shock and frighten his opponent. 
Humans also use sex for economic purposes; the best 
examples are male and female prostitutes. 

There are also less extreme examples. Consider the 
couple who have a fight and then make love to signal an 
end to the hostilities. Or consider the woman who goes 
to bed with an influential—though unattractive—politician 
because this gives her a vicarious sense of power. 

‘You can probably think of other examples of the non- 
sexual use of sexual behavior. Humans, just like members 
of other species, can use sex for a variety of nonsexual 
purposes. 


—SSSESEEEEEEeEeE——————————— 
The Sexual Health Perspective 


The important new concepts of sexual health and sexual 
rights provide yet another broad and thought-provoking per- 


movement that is gaining momentum worldwide. Although 
many discussions of sexual health are about sexual disease, 
such as HIV infection, sexual health is a much broader con- 
cept that involves a vision of positive sexual health (Edwards & 
Coleman, 2004; Parker et al., 2004). The World Health 
Organization (WHO) definition is as follows: 


Sexual health is a state of physical, emotional, mental and 
social well-being in relation to sexuality; it is not merely 
the absence of disease, dysfunction or infirmity. Sexual 
health requires a positive and respectful approach to sex- 
uality and sexual relationships, as well as the possibility 
of having pleasurable and safe sexual experiences, free of 
coercion, discrimination and violence. For sexual health 
to be attained and maintained, the sexual rights of all per- 
sons must be respected, protected and fulfilled. (World 
Health Organization, 2006, 2021) 


Notice that this definition includes not only sexual 
physical health but also sexual mental health and positive 
sexual relationships. Therefore, public health efforts to 
prevent HIV or chlamydia infection, programs to enhance 
romantic relationships, and activism to end discrimina- 
tion and violence against gays and lesbians all fall under 
the umbrella of sexual health. Notice also that the defini- 
tion includes both negative and positive rights. Negative 
rights are freedoms from—for example, freedom from sex- 
ual violence. Positive rights are freedoms to—for example, 
freedom to experience sexual pleasure or to express one’s 
sexuality with same-gender partners. 

With the growth of the sexual health movement, the 
concept of sexual rights has also come to center stage; 
in fact, the term is used in the WHO definition. The idea 
here is that all human beings have certain basic, inalien- 
able rights regarding sexuality, just as in America’s Dec- 
laration of Independence the writers asserted that all 
people have the right to life, liberty, and the pursuit of 
happiness (that last one is interesting in the context of 
sexuality, wouldn’t you say?). The question then is, What 
are humans’ basic sexual rights? The principles are new 
and evolving, but they generally include elements such as 
a right to reproductive self-determination and freedom 
from sexual abuse and sexual violence, as well as the 
right to sexual self-expression (provided, of course, that 
it doesn’t interfere with someone else’s sexual rights) 
(Sandfort & Ehrhardt, 2004). Some would argue that 
same-sex marriage, in this context, is a basic sexual right, 
and these arguments are gaining momentum worldwide. 
Argentina, Australia, Belgium, 
Canada, France, the Netherlands, 


Spain, and now the United States Sexual health: A state of physical, 
emotional, mental, and social well- 


are among the nations offering a being in relation to sexuality. 
legally recognized relationship Sexual rights: Basic, inalienable 
for both heterosexual and same- | rights regarding sexuality, both pos- 
gender couples. And South Africa’s itive and negative, such as rights to 

tituti f 1996 bars discri reproductive self-determination and 
dissatisfied and not at all convinced that the issues are resolved. consutution o ATS CISCO | ceiial self-expression and freedom 
Thus, this situation can be a source of miscommunication between ination on the basis of sexual ori- from sexual abuse and violence. 
the two. entation (Parker et al., 2004). 


spective on sexuality. Sexual health is a social and political 


‘It has been my observation that this practice may not always mean 
the same thing to the man and the woman. To the man it can mean 
that everything is fine again, but the woman can be left feeling 
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CHAPTER 1 * SEXUALITY IN PERSPECTIVE 


An introduction to critical thinking 


In this and all other chapters in this textbook, you will find boxes labeled CRITICAL THINKING SKILL. Each of 
these boxes is designed to improve your critical thinking skills as applied to sexuality, but the skills you learn will 
be useful in many other areas of life. 

According to Diane Halpern, an expert in critical thinking, 


Critical thinking is the use of those cognitive skills or strategies that increases the probability of a desirable outcome. 
It is purposeful, reasoned, and goal directed. It is the kind of thinking involved in solving problems, formulating 
inferences, calculating likelihoods, and making decisions. . . . Critical thinking also involves evaluating the thinking 
process—the reasoning that went into the conclusion we have arrived at or the kinds of factors considered in making 
a decision. (Halpern, 2002, p. 93) 


Critical thinking is logical, rational, and free of self-deception. Critical thinking is also an attitude that people carry 
with them into situations, a belief that can and should be used to make better decisions. Over time, those with 
excellent critical thinking skills should experience better outcomes (e.g., making a good career choice or making 
a good decision about where to live) compared with those who have poor critical thinking skills (Halpern, 1998). 

For these reasons, colleges and universities believe that it is important for students to improve their critical 
thinking skills. Those skills are also increasingly important in the world of work, as our industrial, manufacturing 
economy has been replaced by a knowledge-based economy, and the ability to evaluate information carefully is a 
major asset. 

In each chapter of this textbook, you will find boxes called CRITICAL THINKING SKILL. Each teaches a 
particular critical thinking skill with an application in sexuality, but each skill will have applications throughout 
your life. Here’s to better critical thinking by all of us! 


Understanding that other cultures think differently 
about some issues 


One way to improve critical thinking skills is to understand that some cultures have different ideas about certain 
issues than we have in our culture. This cross-cultural view widens our perspective and helps us to think more 
rationally about unspoken assumptions in our culture. For example, in the Netherlands, the schools are expected 
to provide comprehensive sexuality education to children. One of their programs is Long Live Love, developed for 
13- to 15-year-olds (Schutte et al., 2014). Moreover, the Netherlands has a low rate of teen pregnancy, much lower 
than in the United States. Many factors are involved in the low teen pregnancy rate in the Netherlands, and experts 
believe that an important one is the excellent sexuality education provided by the schools. 

How does knowing about these practices apply to how we do things in the United States? For example, some 
religious groups and some parents object to sexuality education in the schools. How would that debate change if we 
looked at how things are done in the Netherlands? 


SUMMARY 
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SUMMARY 


Sex and Gender 

Sexual behavior is activity that produces arousal and 
increases the chance of orgasm. Sex (sexual behavior and 
anatomy) is distinct from gender (being male or female or 
some other gender such as genderqueer). 


The History of Understanding Sexuality: 
Religion and Science 

Historically, the main sources of sexual information were 
religion and, beginning in the late 1800s, science. Import- 
ant early sex researchers were Sigmund Freud, Havelock 
Ellis, Richard von Krafft-Ebing, and Magnus Hirschfeld, 
all emerging from the rigid Victorian era. By the 1990s, 
major, well-conducted sex surveys were available. 


The Media 

Today, the mass media—whether television, magazines, or 
the Internet—carry extensive portrayals of sexuality and 
are a powerful influence on most people’s understand- 
ing of sexuality. The mass media may have an influence 
through cultivation, framing, social learning, and reinforc- 
ing spirals. 


Cross-Cultural Perspectives on 
Sexuality 

Studies of various human cultures around the world pro- 
vide evidence of enormous variations in human sexual 


behavior. Frequency of intercourse may vary from once a 
week in some cultures to three or four times a night in oth- 
ers. Attitudes regarding premarital and extramarital sex, 
masturbation, same-gender sexual behavior, and gender 
roles vary considerably across cultures. Within the United 
States, sexual behavior varies with social class and eth- 
nic group. Racism in the United States has long historical 
roots and affects the physical and mental health, as well 
as the sexuality, of some ethnic groups, especially Black 
Americans and American Indians. These great variations 
in sexuality provide evidence of the importance of learn- 
ing and culture in shaping sexual behavior. Yet all societ- 
ies regulate sexual behavior in some way. 


Cross-Species Perspectives 

on Sexuality 

Studies of sexual behavior in various animal species 
show that masturbation, mouth-genital stimulation, and 
same-gender sexual behavior are by no means limited to 
humans. In many species, sexual behavior may be used for 
nonsexual purposes, such as expressing dominance. 


The Sexual Health Perspective 
A new international movement focuses on sexual health 
and the principles of sexual rights. 


SUGGESTIONS FOR FURTHER READING 


Bagemihl, Bruce. (1999). Biological exuberance: Animal 
homosexuality and natural diversity. St. Martin’s. The 
author documents the blindness of scientists to the 
same-gender sexual behavior they observed and at the 
same time catalogs the extensiveness of same-gender 
behaviors in hundreds of species. 


Lee, Erika. (2015). The making of Asian America. Simon 
& Schuster. This book chronicles the history of peo- 
ple of Asian descent in the United States, from the 
1800s to the present. It provides important informa- 
tion about the historical context for Asian Americans 
today. 


Roberts, Steven O., & Rizzo, Michael T. (2021). The psy- 
chology of American racism. American Psychologist, 


76, 475-487. If you want more detail on the psychol- 
ogy of racism in the United States, this article pro- 
vides an excellent, broad overview. 


Staples, Robert. (2006). Exploring Black sexuality. 
Rowman & Littlefield. Staples, considered the dean 
of Black family studies, writes authoritatively about 
topics such as the myth of Black sexual superiority. 


Zuk, Marlene. (2002). Sexual selections: What we can 
and cant learn about sex from animals. University of 
California Press. Zuk, a biologist, carefully analyzes 
what can be inferred from studies of the sexual behav- 
ior of animals. 


Design Elements: A Sexually Diverse World (hands): Dragon Images/Shutterstock; First Person (people): Image Source/ 
Getty Images; Milestones in Sex Research (survey): Ravi Tahilramani/Getty Images 


Are Curious? 


1. Is the heterosexual male preference for 
the “hourglass” female figure universal? 

2. What theory accounts for how the smell 
of perfume or cologne becomes sexually 
arousing? ; 

3. Why do most sexual interactions in our 
society follow the same patterns? 


Read this chapter to find out. 
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Ov of the discoveries of psychoanalysis consists in the assertion that impulses, which 
can only be described as sexual in both the narrower and the wider sense, play a 
peculiarly large part, never before sufficiently appreciated, in the causation of nervous and 
mental disorders. Nay, more, that these sexual impulses have contributed invaluably to the 
highest cultural, artistic, and social achievements of the human mind.* 


From an evolutionary perspective, no single decision is more important than the choice of 
a mate. That single fork in the road determines one’s ultimate reproductive fate.* 


*Sigmund Freud. (1924). A General Introduction to Psychoanalysis. New York: Permabooks, 1953. (Boni & Liveright edition, 1924). 


pp. 26-27. 
*Buss (2000), p. 10. 


Imagine, for a moment, that you are sitting in a bedroom, 
watching two people making love. Imagine, too, that sit- 
ting with you in the room, also making the same obser- 
vations, are Sigmund Freud (creator of psychoanalytic 
theory), E. O. Wilson (a leading sociobiologist), Albert 
Bandura (a prominent social learning theorist), and John 
Gagnon (a proponent of script theory). The scene you are 
imagining may evoke arousal and nothing more in you, 
but your imaginary companions would have a rich set of 
additional thoughts as they viewed the scene through the 
lenses of their own theoretical perspectives. Freud might 
be marveling at how the biological sex drive, the /ibido, 
expresses itself so strongly and directly in this couple. 
Wilson, the sociobiologist, would be thinking how mating 
behavior in humans is similar to such behavior in other 
species of animals and how it is clearly the product of 
evolutionary selection for behaviors that lead to success- 
ful reproduction. Bandura might be thinking how sexual 
arousal and orgasm act as powerful positive reinforcers 
that will lead the couple to repeat the act frequently and 
how they are imitating a technique of neck nibbling that 
they saw in a movie last week. Finally, Gagnon’s thoughts 
might be about the social scripting of sexuality; this cou- 
ple begins with kissing, moves on to petting, and finishes 
up with intercourse, following a script written by society. 

Some of the major theories in the social sciences have 
had many—and different—things to say about sexuality, 
and it is these theories that we consider in this chapter. 
Theories provide us with answers to the question “why?” 
We often wonder why others do or do not engage in par- 
ticular sexual behaviors and relationships. We sometimes 
ask the “why” question about our own sexuality. Given the 
diversity in human sexuality, we need a range of theories 
to understand it. 


—_—— SSS SSS SSS 
Evolutionary Theories 


Sociobiology 
Sociobiology is defined as the application of evolutionary 
biology to understanding the social behavior of animals, 


including humans (Barash, 1982). Sexual behavior is, of 
course, a form of social behavior, and so the sociobiolo- 
gists try, often through observations of other species, to 
understand why certain patterns of sexual behavior have 
evolved in humans. 

In terms of evolution, what counts is producing lots of 
healthy, viable offspring who will carry on one’s genes. 
Evolution occurs via natural selection, the process by 
which the animals that are best adapted to their environ- 
ment are more likely to survive, reproduce, and pass on 
their genes to the next generation. 

How do humans choose mates? One major criterion is 
the physical attractiveness of the person (see the chapter 
“Attraction, Love, and Communication”). The sociobiol- 
ogist argues that many of the characteristics we evaluate 
in judging attractiveness—for example, physique and com- 
plexion—are indicative of the health and vigor of the indi- 
vidual. These in turn are probably related to the person’s 
reproductive potential; the unhealthy are less likely to 
produce many vigorous offspring. Natural selection would 
favor individuals preferring mates who would have max- 
imum reproductive success. Thus, perhaps our concern 
with physical attractiveness is a product of evolution and 
natural selection. (See Barash, 1982, for an extended dis- 
cussion of this point and the ones that follow.) We choose 
an attractive, healthy mate who will help us produce many 
offspring. Can you guess why the sociobiologist thinks 
most men are attracted to women 
with large breasts? 


If attractiveness is an indicator 
of health, it should be more import- 
ant in mate selection in societies 
where more people are unhealthy. 
An online survey obtained ratings 
of the attractiveness of images of 
male faces from women ages 21 
to 40 from 30 countries. Facial 
masculinity, manipulated by 
computer, had more impact on 
attractiveness ratings in countries 
with poorer health, as measured 


Sociobiology: The application of evo- 
lutionary biology to understanding 
the social behavior of animals, includ- 
ing humans. 

Evolution: A theory that all living 
things have acquired their present 
forms through gradual changes in 


their genetic endowment over suc- 
cessive generations. 

Natural selection: A process in 
nature resulting in greater rates of 
survival of those plants and ani- 
mals that are best adapted to their 
environment. 
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Parental investment: In evolutionary 
theories, behaviors or other invest- 


ments in the offspring by the parent 
that increase the offspring’s chance 
of survival. 


by mortality, life expectancy, and 
communicable disease (DeBruine 
et al., 2010). 

From this viewpoint, dating, 
playing sports, dancing, and sim- 
ilar customs are much like the 
courtship rituals of other species 
(see Figure 1). For example, many falcons and eagles have 
a flying courtship in which objects are exchanged between 
the pair in midair. The sociobiologist views this courtship 
as an opportunity for each member of the prospective 
couple to assess the other’s fitness. For example, any 
lack of speed or coordination would be apparent during 
the airborne acrobatics. Evolution would favor courtship 
patterns that permitted individuals to choose mates who 
would increase their reproductive success. Perhaps that is 
exactly what we are doing in our human courtship rituals. 
The expenditure of money by men on dates indicates their 
ability to support a family. Dancing permits the assess- 
ment of physical prowess, and so on. 

Sociobiologists have an explanation for why the family 
structure of a man, a woman, and their offspring is found 
in every society. Once a man and a woman mate, there are 
several obstacles to reproductive success, two being infant 
vulnerability and maternal death. Infant vulnerability is 
greatly reduced if the mother provides continuing physi- 
cal care, including breast-feeding. It is further reduced if 
the father provides resources and security from attack for 
mother and infant. Two mechanisms that facilitate these 


(a) 


conditions are a pair-bond between mother and father and 
attachment between infant and parent (Miller & Fishkin, 
1997). Thus, an offspring’s chances of survival are greatly 
increased if the parents bond emotionally, that is, love 
each other, and if the parents have a propensity for attach- 
ment. Further, an emotional bond might lead to more 
frequent sexual interaction; the pleasure of sex in turn 
will reinforce the bond. Research with small mammals, 
including mice and moles, demonstrates the advantages 
of both parents caring for offspring and the critical role of 
bonding (Morell, 1998). 

According to this theory, parents are most interested 
in the survival and reproductive success of their genetic 
offspring. Parental investment refers to behaviors or other 
resources invested in the offspring by the parent that 
increase the offspring’s chance of survival. Because of the 
high rates of divorce and remarriage in the United States, 
many men have both biological children and stepchildren. 
This situation leads to the prediction that men will tend 
to invest more in their genetic children than in their step- 
children. Research indicates that fathers invest the most 


(6) 


Figure 1 (a) The courtship rituals of great egrets. (b) Dancing is a human dating custom. According to socio- 
biologists, human customs of dating or dancing are biologically produced and serve the same functions as 
courtship rituals in other species: They allow potential mates to assess each other's fitness. 


(a) J.H. Robinson/Science Source; (b) Creatas Images/Getty Images Plus/Getty Images 
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money on the genetic children of their current union and 
the least money on stepchildren from a past relationship. 
However, they spend an equal amount on their genetic 
children and the stepchildren of their current relation- 
ship, perhaps to cement the pair-bond with their current 
partner (Anderson et al., 2001). 

In addition to natural selection, Darwin also proposed 
a mechanism that is not as much a household word, sex- 
ual selection (Buss, 2009; Gangestad & Thornhill, 1997). 
Sexual selection is selection that creates differences 
between males and females. It consists of two processes: 
(1) competition among members of one gender (usually 
males) for mating access to members of the other gen- 
der, and (2) preferential choice by members of one gender 
(usually females) for certain members of the other gender. 
In other words, in many—though not all (Clutton-Brock, 
2007)—species, males compete among themselves for the 
right to mate with females; and females, for their part, 
prefer certain males and mate with them while refusing 
to mate with other males. Researchers have tested with 
humans some of the predictions that come from the 
theory of sexual selection. For example, the theory pre- 
dicts that men should compete with each other in ways 
that involve displaying material resources that should be 
attractive to women, and men should engage in these dis- 
plays more than women do (Buss, 1988). Examples might 
be giving impressive gifts to potential mates, flashy show- 
ing of possessions (e.g., cars), or displaying personality 
characteristics that are likely to lead to the acquisition 
of resources (e.g., ambition). Research shows that men 
engage in these behaviors significantly more than women 
do, and that both men and women believe these tactics 
are effective (Buss, 1988). 

Many criticisms of sociobiology have been made. 
Some critics object to the biological determinism that it 
implies. Also, sociobiology has been criticized for rest- 
ing on an outmoded version of evolutionary theory that 
modern biologists consider naive (Gould, 1987). For 
example, sociobiology has focused mainly on the indi- 
vidual’s struggle for survival and efforts to reproduce; 
modern biologists focus on more complex issues such as 
the survival of the group and the species. Furthermore, 
sociobiologists assume that the central function of sex is 
reproduction; this may have been true historically but is 
not true today (Meston & Buss, 
2007). Recent research 
does not support some 
of the evidence that 
is widely cited in sup- 
port of the theory. 


Is the heterosexual 
male preference for 
the “hourglass” female 
figure universal? 


steadily declined since 1921, from .78 to .64 in 1986, con- 
tradicting the claim that a preference for .70 was hardwired 
by evolution thousands of years ago (Freese & Meland, 
2002). Research analyzing waist-to-hip ratios across a large 
number of cultures, Western and non-Western, finds that 
the .7 ratio is most common in societies where women are 
economically dependent on men (and not in all cultures, 
as the theory asserts) (Cashdan, 2008). 


Evolutionary Psychology 
A somewhat different approach is taken by evolutionary 
psychology, which focuses on psychological mechanisms 
that have been shaped by evolution (Buss, 1991). If behav- 
iors evolved in response to selection pressures, it is plausi- 
ble to argue that cognitive or emotional structures evolved 
in the same way. Thus, a man who accurately judged 
whether a woman was healthy and fertile would be more 
successful in reproducing. If his offspring exhibited the 
same ability to judge accurately, they in turn would have a 
competitive advantage. 

One line of research has concentrated on sexual strat- 
egies (Buss & Schmitt, 1993). According to this theory, 
women and men face different adaptive problems in 
short-term, or casual, mating and in long-term mating and 
reproduction. These differences lead to different strate- 
gies, or behaviors, designed to solve these problems. In 
short-term mating, a woman may choose a partner who 
offers her immediate resources, such as food or money. 
In long-term mating, a woman may choose a partner 
who appears able and willing to provide resources for the 
indefinite future. A man may choose a sexually available 
woman for a short-term liaison but avoid such women 
when looking for a long-term mate. 

According to the theory, females engage in intrasex- 
ual competition (competition against other women) for 
access to males. Women pursuing a long-term strategy 
should respond negatively to women who make sex easily 
available to men (a “slut”?). An experimental study found 
that undergraduate women reacted negatively to a female 
confederate dressed sexily (cleavage, very short skirt), 
but not to the same person engaging in the same behavy- 
ior dressed in a loose shirt and jeans (Vaillancourt & 
Aanchai, 2011). 

Buss (1994) and others have reported data that sup- 
port a number of specific predictions based on this theory. 
However, other research using the same measures with 
both men and women, and controlling for confounding 
effects, finds that men and women are very similar in their 
stated mating preferences. Both 


One sociobiologist reported that the 
winners of the Miss America contest and Playboy’s cen- 
terfold models have consistently had a waist-to-hip ratio 
of .7, arguing that this reflects a universal standard related 
to reproductive fitness (Singh, 1993). A closer look at the 
data shows that the average for Miss America winners has 


prefer long-term strategies and few }| sexual selection: A specific type of 
or no short-term partners (Ped- | selection that creates differences 
ersen et al., 2002). Another criti- |} between males and females. 

cism of evolutionary psychology is 
that it assumes that every charac- 
teristic that we observe must have 


Evolutionary psychology: The study 
of psychological mechanisms that 
have been shaped by evolution. 
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some adaptive significance, but in fact some human traits 
may be simply “design flaws” (de Waal, 2002). 

Evolutionary psychology is based on assumptions 
about what the ancestral environment was like. Although 
we can’t study it directly, we can study very traditional 
societies such as the Ache and Mayan. Research on male 
sexual strategies in these two societies finds that male 
strategies are not constant but change in response to per- 
sonal characteristics and environmental contingencies 
(Waynforth et al., 1998). 

Critics also question the data used to support much of 
the research. These theories claim that the processes and 
behaviors are the result of human evolution, and there- 
fore universal, but most of the data testing them comes 
from WEIRD (Western, Educated, Industrialized, Rich, 
Democratic) societies (Henrich et al., 2010). We don’t 
know whether these results can be applied to people in 
other societies. Furthermore, tests of sexual strategies 
theory rely heavily on data from undergraduates at four- 
year colleges and universities; note this criticism applies 
to research testing other theories as well. 


Gender-Neutral Evolutionary Theory 
Evolutionary biologist Patricia Gowaty of UCLA has pro- 
posed a gender-neutral evolutionary theory that offers an 
alternative to sociobiology and evolutionary psychology 
(Gowaty, 2018; Gowaty & Hubbell, 2009). Gowaty is crit- 
ical of sociobiology’s and evolutionary psychology’s argu- 
ment that biology is destiny—that evolution over millions 
of years has determined our behavior and, in particular, 
has determined gender differences in behavior. Gowaty 
notes that the environments in which humans—and other 
species—find themselves vary enormously, both across 
geographical spaces and across an individual’s lifetime. It 
is therefore not in the least adaptive for humans to display 
fixed behaviors determined by evolution. Neither should 
there be fixed gender differences in behavior. 

Instead, it is most adaptive for individuals to be flexi- 
ble in their behaviors, and that is exactly what evolution 
has selected for—flexibility and adaptability. An individ- 
ual may behave in ways that are 


Psychoanalytic theory: A psycho- 
logical theory originated by Sigmund 
Freud; it contains a basic assumption 
that part of human personality is 
unconscious. 

Libido (lih-BEE-doh): In psychoan- 
alytic theory, the term for the sex 
energy or sex drive. 

Id: According to Freud, the part of the 
personality containing the libido. 
Ego: According to Freud, the part of 
the personality that helps the person 
have realistic, rational interactions. 
Superego: According to Freud, the 
part of the personality containing the 
conscience. 


more male-typical in some situa- 
tions and more female-typical in 
others because different behaviors 
are adaptive in those different sit- 
uations. Likewise, a fixed mating 
strategy for females (or males) 
would not be adaptive across 
numerous environments. Instead, 
a flexible mating strategy would 
be most successful. 

The evidence for this theory, 
at least so far, is based on mathe- 
matical modeling and proofs that 
show that individuals who can 


and do change their mating behaviors in adaptive ways 
depending on the environment have the best reproductive 
fitness—are the most likely to mate successfully. Beyond 
that, the theory is too new to be able to evaluate it thor- 
oughly. Notice, though, that it is a theory that can accom- 
modate transgender individuals because the theory does 
not insist on fixed male and female behaviors. 


——EeEeEe——————————————SSSSSSSSSsT| 
Psychological Theories 


Four major theories in psychology are relevant to sex- 
uality: psychoanalytic theory, learning theory, social 
exchange theory, and cognitive theory. 


Psychoanalytic Theory 
Sigmund Freud’s psychoanalytic theory has been one of 
the most influential of all psychological theories. Because 
Freud saw sex as one of the key forces in human life, his 
theory has much to say about human sexuality. 

Freud termed the sex drive or sex energy libido, which 
he saw as one of the two major forces motivating human 
behavior (the other being thanatos, or the death instinct). 


Id, Ego, and Superego 

Freud described the human personality as being divided 
into three major parts: the id, the ego, and the superego. 
The id is the basic part of personality and is present at 
birth. It is the reservoir of psychic energy (including 
libido), and it operates on the pleasure principle. 

Whereas the id operates only on the pleasure principle 
and can thus be pretty irrational, the ego operates on the 
reality principle and tries to keep the id in line. The ego 
functions to make the person have realistic, rational inter- 
actions with others. 

Finally, the superego is the conscience. It contains the 
values and ideals of society that we learn, and it operates 
on idealism. Thus, its aim is to inhibit the impulses of the 
id and to persuade the ego to strive for moral goals rather 
than just realistic ones. 

To illustrate the operation of these three components 
of the personality in a sexual situation, consider the case 
of the CEO of a corporation who is at a meeting of the 
board of directors; the meeting is also attended by her 
handsome colleague, Mr. Hunk. She looks at Mr. Hunk, 
and her id says, “I want to throw him on the table and have 
sex with him immediately. Let’s do it!” The ego intervenes 
and says, “We can’t do it now because the other members 
of the board are also here. Let’s wait until 5 pm. when 
they’re all gone, and then do it.” The superego says, “I 
shouldn’t have sex with Mr. Hunk at all because I’m a mar- 
ried woman.” What actually happens? It depends on the 
relative strengths of this woman’s id, ego, and superego. 
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The id, ego, and superego develop sequentially. The 
id contains the set of instincts present at birth. The ego 
develops later, as the child learns how to interact realis- 
tically with their environment and the people in it. The 
superego develops last, as the child learns moral values. 


no penis, perhaps after observing 
that of her father or a brother. She 
feels envious and cheated, and 
she suffers from penis envy, wish- 
ing that she too had a wonderful 
wand. (Presumably she thinks her 
own clitoris is totally inadequate, 
or she is not even aware that she 


Erogenous (eh-RAH-jen-us) zones: 
Areas of the body that are particularly 
sensitive to sexual stimulation. 
Oedipus (Eh-di-pus) complex: 


According to Freud, the sexual attrac- 
tion of a little boy for his mother. 
Electra (eh-LEK-tra) complex: 
According to Freud, the sexual attrac- 
tion of a little girl for her father. 


Erogenous Zones 
Freud saw the libido as being focused in various regions of 


the body known as erogenous zones. An erogenous zone is 
a part of the skin or mucous membrane that is extremely 
sensitive to stimulation; touching it in certain ways pro- 
duces feelings of pleasure. The lips and mouth are one 
such erogenous zone, the genitals a second, and the anus 
a third. 


Stages of Psychosexual Development 

Freud believed that the child passes through a series of 
stages of development. In each of these stages a different 
erogenous zone is the focus. 

The first stage, lasting from birth to about | year of age, 
is the oral stage. The child’s chief pleasure is derived from 
sucking and otherwise stimulating the lips and mouth. 
Anyone who has observed children of this age knows 
how they delight in putting anything they can into their 
mouths. The second stage, which occurs during approx- 
imately the second year of life, is the anal stage. During 
this stage, the child’s interest is focused on elimination. 

The third stage of development, lasting from age 3 to 
perhaps age 5 or 6, is the phallic stage. The boy’s interest is 
focused on his phallus (penis), and he derives great plea- 
sure from masturbating.' Perhaps the most important 
occurrence in this stage is the development of the Oedipus 
complex, which derives its name from the Greek story of 
Oedipus, who unknowingly killed his father and married 
his mother. In the Oedipus complex, the boy loves his 
mother and desires her sexually. He hates his father, 
whom he sees as a rival for the mother’s affection. The 
boy’s hostility toward his father grows, but eventually he 
comes to fear that his father will retaliate by castrating 
him—cutting off his prized penis. Thus, the boy feels cas- 
tration anxiety. Eventually the castration anxiety becomes 
so great that he stops desiring his mother and shifts to 
identifying with his father, taking on the father’s gender 
role and acquiring the characteristics expected of males 
by society. Freud considered the Oedipus complex and its 
resolution to be one of the key factors in human personal- 
ity development. 

As might be expected from the name of this stage, 
girls will have a considerably different, and much more 
difficult, time passing through it. For a girl, the phallic 
stage begins with her traumatic realization that she has 


‘Masturbation to orgasm is physiologically possible at this age, 
although males are not capable of ejaculation until they reach 
puberty (see the chapter, “Sex Hormones, Sexual Differentiation, 
and the Menstrual Cycle”). 


has it.) She begins to desire her 
father, forming girls’ version of 
the Oedipus complex, called the Electra complex. In part, 
her incestuous desires for her father result from a desire 
to be impregnated by him, to substitute for the unobtain- 
able penis. Unlike the boy, the girl does not have a strong 
motive of castration anxiety for resolving the Oedipus 
complex; she has already lost her penis. Thus, the girl’s 
resolution of the Electra complex is not so complete as 
the boy’s resolution of the Oedipus complex, and for the 
rest of her life she remains somewhat immature compared 
with men. 

Freud said that following the resolution of the Oedipus 
or Electra complex, children pass into a prolonged stage 
known as /atency, which lasts until adolescence. During 
this stage, the sexual impulses are repressed or are in a 
quiescent state, and so nothing much happens sexually. 
The postulation of this stage is one of the weaker parts of 
Freudian theory, because it is clear from the data of mod- 
ern sex researchers that children do continue to engage in 
behavior with sexual components during this period. 

With puberty, sexual urges reawaken, and the child 
moves into the genital stage. During this stage, sexual 
urges become more specifically genital, and the oral, anal, 
and genital urges all fuse together to promote the biologi- 
cal function of reproduction. 

According to Freud, people do not always mature 
from one stage to the next as they should. A person might 
remain permanently fixated, for example, at the oral 
stage; symptoms of such a situation would include inces- 
sant cigarette smoking and fingernail biting, which gratify 
oral urges. Most adults have at least traces of earlier stages 
remaining in their personalities. 


Evaluation of Psychoanalytic Theory 

From a scientific point of view, one of the major problems 
with psychoanalytic theory is that most of its concepts 
cannot be evaluated scientifically to see whether they are 
accurate. Freud postulated that many of the most import- 
ant forces in personality are unconscious, and thus they 
could not be studied using the scientific techniques com- 
mon to the 20th century. 

Recent advances in our ability to image brain activ- 
ity, for example, using fMRI technology (described in 
the chapter “Sex Research”), have opened the possibil- 
ity of testing some of Freud’s ideas (Figure 2). Research 
in the developing area of neuropsychoanalysis suggests, 
for example, that what Freud termed the unconscious is 
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Figure 2. What does magnetic resonance 
imaging have to do with psychoanalytic theory? The 
answer is that by studying patterns of brain activ- 
ity, we can test some of Freud’s ideas about the 
unconscious. 


Monty Rakusen/Image Source 


represented by widespread neural networks in the brain 
that are humming in the background while the conscious 
mind is busy with other things (Ginot, 2017). 

Another criticism is that Freud derived his data almost 
exclusively from his work with patients who sought ther- 
apy from him. Thus, his theory may provide a view not so 
much of the human personality as of disturbances in the 
human personality. 

Feminists have also been critical of Freudian theory 
as a male-centered theory that may cause harm to women 
(Lerman, 1986). They object to Freud’s assumption 
that because women do not have a penis they are bio- 
logically inferior to men. One could just as easily argue 
that men have a powerful envy of women’s reproductive 
capacity, which is just what psychoanalyst Karen Horney 
(1926/1973) did when she coined the concept womb envy, 
although this notion is equally open to criticism. Femi- 
nists also criticize the distinction Freud made between 
vaginal orgasm (obtained through heterosexual inter- 
course with the penis stimulating the vagina) and clitoral 
orgasm (obtained through clitoral stimulation) in women. 
Research by Masters and Johnson has shown there is no 
physiological difference between orgasms resulting from 
clitoral stimulation and those resulting from heterosex- 
ual intercourse. Further, Freud’s 
assertion that vaginal orgasm is 


Classical conditioning: The learning 
process in which a previously neutral 
stimulus (conditioned stimulus) is 
repeatedly paired with an uncondi- 


tioned stimulus that reflexively elicits 
an unconditioned response. Eventu- 
ally the conditioned stimulus itself will 
evoke the response. 


more mature is not supported by 
findings that most adult women 
experience orgasms as a result of 
clitoral stimulation. 

Finally, many modern psychol- 
ogists feel that Freud overempha- 
sized the biological determinants 


of behavior and instincts and that he gave insufficient 
recognition to the importance of the environment and 
learning. 

Nonetheless, Freud did make some important con- 
tributions to our understanding of human behavior. He 
managed to rise above the sexually repressive Victorian 
era of which he was a member and teach that the libido 
is an important part of personality (although he may have 
overestimated its importance). Perhaps most important 
from the perspective of this text, Freud took sex out of the 
closet, brought it to the attention of the general public, 
and suggested that we could talk about it and that it was 
an appropriate topic for scientific research. 


Learning Theory 

While psychoanalytic and sociobiological theories are 
based on the notion that much of human sexual behav- 
ior is biologically controlled, it is also quite apparent that 
much of it is learned. Some of the best evidence for this 
point comes from studies of sexual behavior across differ- 
ent human societies, which are considered in the chapter 
“Sexuality in Perspective.” Here the various principles of 
modern learning theory will be reviewed, because they can 
help us understand our own sexuality (for more detailed 
discussions, see Hoffman, 2017; Hogben & Byrne, 1998). 


Classical Conditioning 

Classical conditioning is a concept usually associated with 
the work of the Russian scientist Ivan Pavlov (1849-1936). 
Think of the following situations: You salivate in response 
to the sight or smell of food, you blink in response to 
someone poking a finger in your eye, or you experience 
sexual arousal in response to stroking the inner part of 
your thigh. In all these cases, an unconditioned stimulus 
(US; for example, appealing food) automatically, reflex- 
ively elicits an unconditioned response (UR; for example, 
salivation). The process of learning that occurs in clas- 
sical conditioning takes place when a new stimulus, the 
conditioned stimulus (CS; for example, the sound of a 
bell) repeatedly occurs paired with the original uncondi- 
tioned stimulus (food). After this happens many times, 
the conditioned stimulus (the ringing bell) can eventually 
be presented without the unconditioned stimulus (food) 
and will evoke the original response, now called the condi- 
tioned response (CR, salivation). 

As an example, suppose that Nadia’s first serious boy- 
friend in high school always wears Erotik cologne when 
they go out. As they advance in their sexual intimacy, 
they have many pleas- 
ant times, where he 
strokes her thighs and 
other sexually respon- 
sive parts of her body 
and she feels highly 
aroused, always with 


What theory accounts 
for how the smell of 


perfume or cologne 
becomes sexually 
arousing? 
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the aroma of Erotik in her nostrils. One day she enters 
an elevator full of strangers in her office building and 
someone is wearing Erotik. Nadia instantly feels sexually 
aroused, although she is not engaged in any sexual activ- 
ity. From the point of view of classical conditioning, this 
makes perfect sense, although Nadia may wonder why she 
is feeling so aroused in the elevator. The thigh-stroking 
and sexy touching were the US. Her arousal was the UR. 
The aroma of the cologne, the CS, was repeatedly paired 
with the US. Eventually, the aroma occurred by itself, 
evoking arousal, the CR. 

Classical conditioning of sexual arousal has been 
demonstrated in an experiment with men (Lalumiere & 
Quinsey, 1998). Participants in the conditioning group 
were exposed to multiple pairings of a photo of a mod- 
erately attractive, partially nude woman (the CS) paired 
with a highly erotic video of heterosexual sexual interac- 
tions (the US). Participants in the control group were 
shown the photo multiple times but not with the erotic 
video. Arousal was measured with a penile strain gauge, 
which measures erection of the penis (both the UR and 
CR). When the men in the conditioning group were then 
shown just the photo of the woman (with no video), 
they showed an increase in arousal compared with their 
response to her photo before conditioning. This finding 
demonstrates classical conditioning of sexual arousal. 
Men in the control group actually showed a decrease in 
arousal, probably due to the process known as habitua- 
tion. We return to the issue of habituation in the chapter 
“Sexuality and the Life Cycle: Adulthood,” in a discus- 
sion of sex in long-term marriages. Subsequent research 
demonstrated classical conditioning of sexual arousal in 
women (Hoffmann et al., 2004; Hoffman, 2017). 

Classical conditioning is useful in explaining a num- 
ber of phenomena in sexuality. One example is fetishes, 
the attachment of great erotic significance to some object 
other than a human being (see the chapter “Variations in 
Sexual Behavior”). 


Operant Conditioning 

Operant conditioning, a concept that is associated with the 
psychologist B. F. Skinner, refers to the following process. A 
person performs a particular behavior (the operant). That 
behavior may be followed by either a reward (positive rein- 
forcement) or a punishment. If a reward follows, the person 
will be likely to repeat the behavior again in the future; if a 


itself be a positive reinforcer, but it can also be the behav- 
ior that is rewarded or punished. 

Simple principles of operant conditioning can help 
explain some aspects of sex (McGuire et al., 1965). For 
example, if a woman repeatedly experiences pain when 
she has intercourse (perhaps because she has a vaginal 
infection), she will probably want to have sex infrequently 
or not at all. In operant conditioning terms, sexual inter- 
course has repeatedly been associated with a punishment 
(pain), and so the behavior becomes less frequent. 

Another principle of operant conditioning that is use- 
ful in understanding sexual behavior holds that conse- 
quences, whether reinforcement or punishment, are most 
effective in shaping behavior when they occur immedi- 
ately after the behavior. The longer they are delayed after 
the behavior has occurred, the less effective they become. 
As an example, consider a young man who has had gon- 
orrhea three times yet continues to have unprotected sex- 
ual intercourse. The pain associated with gonorrhea is 
certainly punishing, so why does he persist in having sex 
without a condom? The delay principle suggests the fol- 
lowing explanation: Each time he engages in intercourse, 
he finds it highly rewarding; this immediate reinforcement 
maintains the behavior; the punishment, the pain of gon- 
orrhea, does not occur until several days later and so is 
not effective in eliminating that behavior. 

A third principle that has emerged in operant condi- 
tioning studies is that, compared with rewards, punish- 
ments are not as effective in shaping behavior. Often, 
as in the case of the child who is punished for taking an 
illicit cookie, punishments do not eliminate a behavior 
but rather teach the person to be sneaky and engage in 
it without being caught. As an example, some parents, as 
many commonly did in earlier times in our culture, pun- 
ish children for masturbating; yet most of those children 
continue to masturbate, perhaps learning instead to do 
it under circumstances (such as in a bathroom with the 
door locked) in which they are not likely to be caught. 

One important difference between psychoanalytic 
theory and learning theory should be noticed. Psychoan- 
alytic theorists believe that the determinants of human 
sexual behavior occur in early childhood, particularly 
during the Oedipal complex period. Learning theorists, in 
contrast, believe that sexual behavior can be learned and 
changed at any time in one’s life span—in childhood, in 
adolescence, in young adulthood, 


punishment follows, the person will be less likely to repeat 
the behavior. Thus, if a behavior is repeatedly rewarded, it 
may become very frequent, and if it is repeatedly punished, 
it may become very infrequent or even be eliminated. 
Some rewards are considered to be primary reinforc- 
ers; that is, there is something intrinsically rewarding 
about them. Food is one such primary reinforcer; sex 
another. Rats, for example, can be trained to learn a maze 
if they find a willing sex partner at the end of it. Thus, 
sexual behavior plays dual roles in learning theory: It can 


or later. When we try to under- | Operant (OP-ur-unt) conditioning: 
stand what causes certain sexual | The process of changing the fre- 


behaviors and how to treat people | uency of a behavior (the operant) 
with sex problems, this distinction by jollpwing i ral pace eilalaeiags 

i ‘ ment (which will make the behavior 
between the theories will have 


important implications. 


more frequent in the future) or 
punishment (which should make the 
behavior less frequent in the future). 
Behavior modification: A set of oper- 
ant conditioning techniques used to 
modify human behavior. 


Behavior Modification 
Behavior modification involves a set 
of techniques, based on principles 


32 


CHAPTER 2 + THEORETICAL PERSPECTIVES ON SEXUALITY 


of classical or operant conditioning, that are used to change 
(or modify) human behavior. These techniques have been 
used to modify everything from problem behaviors of chil- 
dren in the classroom to the behavior of schizophrenics. 
In particular, these methods can be used to modify prob- 
lematic sexual behaviors—that is, sexual disorders such as 
orgasm problems or problematic sexual behavior such as 
child molesting. Behavior modification methods differ from 
more traditional methods of psychotherapy such as psy- 
choanalysis in that the behavioral therapist considers only 
the problem behavior and how to modify it using learning- 
theory principles; the therapist does not worry about 
detailed analysis of the person’s personality to see, for 
example, what unconscious forces might be motivating the 
behavior. 

One example of a technique used in modifying sex- 
ual behavior is olfactory aversion therapy (Abel et al., 
1992). In aversion therapy, the problematic behavior is 
punished using an aversive stimulus. Repeated pairing of 
the behavior and the aversive stimulus should produce 
a decline in the frequency of the behavior. In olfactory 
aversion therapy, the problematic sexual behavior is pun- 
ished using an unpleasant odor, such as the odor of spir- 
its of ammonia, as the aversive stimulus. With the help 
of a therapist, the patient first identifies the behavior 
chain or sequence that leads up to the problem behavior. 
Then the patient imagines one event in the chain and 
is simultaneously exposed to the odor. The odor can be 
administered by the patient, using a breakable inhaler. 
This form of therapy not only punishes the behavior but 
also creates the perception in the patient that the behav- 
ior is under their control. 


Social Learning 
Social learning theory (Bandura, 1977; Bandura & Wal- 
ters, 1963) is a somewhat more complex form of learning 
theory. It is based on principles of operant conditioning, 
but it also recognizes other processes at work: imitation 
and observational learning (Figure 3). Imitation is useful 
in explaining how children acquire gender-stereotyped 
behavior. For example, a little girl may get into a dress 
and her mother’s high heels after observing her mother 
getting ready to go to a party. Also, various forms of sexu- 
ality may be learned through imitation. In high school, for 
example, the sexiest girl in the senior class may find that 
other girls are imitating her behaviors and the way she 
dresses. Or a boy might see a movie in which the hero’s 
technique seems to “turn women on”; then he tries to 
use this technique with his own dates. The latter exam- 
ple points to the importance of mass media as a source 
of images of sexuality that young 


. people imitate (in the chapter 
Self-efficacy: A sense of competence “g li a dhe: Lae. Cree: 
at performing an activity. exuality and the Lile Cycle: 

Childhood and Adolescence,” see 


Figure 3 According to social learning theory, 
children learn about sex and gender in part by 
imitation. These children may be imitating their 
parents or a scene they have watched on TV. 


ruizluquepaz/Getty Images 


Milestones in Sex Research: The Impact of the Media on 
Adolescent Sexuality). The power of modeling (imitation) 
in influencing behavior has been demonstrated in hun- 
dreds of studies (e.g., Jung et al., 2020). People are espe- 
cially likely to imitate a model if they see the model being 
rewarded for the behavior. 

Once a behavior is learned, the likelihood of its being 
performed depends on its consequences. The young man 
who imitates actor Michael B. Jordan’s romantic tech- 
nique may not succeed in arousing his companion. If the 
behavior is not reinforced, he will stop performing it. If it 
is reinforced, he will repeat it. 

A later version of social learning is cognitive social 
learning theory or social cognitive theory (Bandura, 
1986) (see A Sexually Diverse World: Learning Theory 
and Sexual Orientation in a Non-Western Society). It 
keeps social learning theory and adds cognitive processes, 
such as self-efficacy, to it. Successful experiences with 
an activity over time create a sense of competence, or 
self-efficacy (Bandura, 1982), at performing the activity. 
If a woman feels efficacious using Depo-Provera injec- 
tions for birth control, she will be conscientious about 
making an appointment every 3 months to get the next 
shot, and she will persist even if she has difficulty getting 
an appointment. The concept of self-efficacy has been 
widely used in designing health intervention programs 
such as those that encourage individuals to use condoms 
to prevent transmission of sexually transmitted diseases 
and HIV infection (e.g., DeLamater et al., 2000). These 
programs provide opportunities for participants to prac- 
tice the behaviors that are being promoted so that they 
feel a sense of self-efficacy, which will lead to successful 
condom use. 
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“Sugar dating” typically involves 
a wealthy, older man (the sugar 
daddy) providing financial sup- } ent, that assumes that people 
port to a younger woman who has J} will choose actions that maximize 
fewer resources (the sugar baby), |} rewards and minimize costs. 


Social Exchange Theory 

An important process based on the principle of reinforce- 
ment is social exchange. Social exchange theory (Cook 
etal., 2013) uses the concept of rewards and costs to explain 


Social exchange theory: A theory, 
based on the principle of reinforce- 


relationships between people. The theory assumes that 
we have freedom of choice and often face choices among 
alternative actions. Every action provides some rewards 
and entails certain costs. There are many kinds of rewards 
(money, goods, services, sexual pleasure, approval by 
others) and costs (time, effort, money, embarrassment). 
The theory states that we try to maximize rewards and 
minimize costs when we act. Thus, we choose actions that 
produce profits (profits equaling rewards minus costs) 
and avoid actions that produce losses. 

As its name indicates, social exchange theory views 
social relationships primarily as exchanges of goods 
(whether material goods like money or nonmaterial ones 
such as approval from the other person) among persons. 
People participate in relationships only if they find that 
the relationships provide profitable outcomes. An indi- 
vidual judges the attractiveness of a relationship by com- 
paring the profits it provides against the profits available 
in alternative relationships. The level of outcomes in the 
best alternative relationship is called the comparison level 
for alternatives (Thibaut & Kelley, 1959). These ideas 
have been applied to personal relationships. Studies of 
heterosexual couples in long-term dating relationships 
have found that the concepts of rewards and costs can 
explain whether people stay in or exit from a relation- 
ship (Rusbult, 1983; Rusbult et al., 1986). Individuals are 
more likely to stay when the partner is physically and per- 
sonally attractive, when the relationship does not entail 
undue costs (such as high monetary commitments, bro- 
ken promises, or arguments), and when romantic relation- 
ships with others are not available. In other words, they 
are more likely to stay in a relationship when its rewards 
are high, its costs are low, and the comparison level for 
alternatives is low. 

Social exchange theory also predicts the conditions 
under which people try to change their relationships. A 
central concept is equity (Walster [Hatfield] et al., 1978). 
A state of equity exists when participants in a relationship 
believe that the rewards they receive from it are proportional 
to the costs they bear. If a participant feels that the alloca- 
tion of rewards and costs is inequitable, then the relation- 
ship is unstable. People find inequity unpleasant and may 
feel cheated or angry. As we will see in the chapter “Sexual- 
ity and the Life Cycle: Adulthood,” a married person expe- 
riencing inequity may cheat on the spouse as a result. 

Social exchange theory also includes the concept of 
power, in which one person has more power than the 
other. The person with more power is able to use that 
power to influence the other person’s behavior. 

An intriguing study of sugar dating found results con- 
sistent with social exchange theory (Kirkeby et al., 2022). 


in exchange for companionship 
and sex. The social exchange is 
pretty clear. The pair often initially meet on a sugar-dating 
website such as Seeking Arrangement. In this study, sugar 
babies were most likely to have had more than one such 
arrangement, and most had been sugar dating for over 
a year. Most sugar babies had sexual contact with their 
sugar daddy several times per month, with a wide range 
from four or more times per week to once per month or 
less. Many sugar babies prefer that condoms be used in 
sexual interactions, to prevent both pregnancy and sexu- 
ally transmitted infections. In regard to power, condom 
use was much higher when the sugar baby reported that 
she held more power, compared with sugar babies who 
reported that the sugar daddy held more power. There- 
fore, the results of this study are consistent with social 
exchange theory’s concepts of social exchange and power. 
Oh, and where do you think the researchers recruited the 
sugar babies? On a college campus. 

Social exchange theories have been criticized for 
applying ideas of rewards and costs to romantic relation- 
ships. Some people believe that love is not and should not 
be about what one can get out of a relationship (i.e., its 
rewards). A related criticism is that social exchange theo- 
ries downplay other motivations. Because of the emphasis 
on rewards and costs, such theories cannot explain, for 
example, selfless behaviors such as altruism. 


Cognitive Theories 

In the 1980s and 1990s, a “cognitive revolution” swept 
through psychology. In contrast to the older behaviorist 
tradition (which insisted that psychologists should study 
only behaviors that could be directly observed), cognitive 
psychologists believe that it is very important to study peo- 
ple’s thoughts—that is, the way people perceive and think. 


Cognition and Sexuality 
Cognitive psychology can readily explain some aspects of 
human sexuality (Walen & Roth, 1987). A basic assump- 
tion is that what we think influences what we feel. If we 
think happy, positive thoughts, we will tend to feel better 
than if we think negative ones. Therapists using a cogni- 
tive approach believe that psychological distress is often a 
result of unpleasant thoughts that are usually not tuned to 
reality and include misconceptions, distortions, exaggera- 
tions of problems, and unreasonably negative evaluations 
of events. 

To the cognitive psychologist, how we perceive and 
evaluate a sexual event makes all the difference in the 
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in a Non-Western Society 


he Sambia are a tribe living in Papua New Guinea 
in the South Pacific, which has been extensively 
studied by anthropologists (see A Sexually 
Diverse World: Ritualized Homosexuality in Melanesia in 
the chapter “Sexual Orientation: Gay, Straight, or Bi?”). 
The Sambia are interesting for a number of reasons, the 
chief one being that young males are expected to spend 10 
or more years of their lives in exclusively homosexual rela- 
tions. During this time they are taught to fear women and 
believe that women have polluting effects on them. After 
that stage of their lives, they are expected to marry 
women. They do, and their sexual behavior becomes 
exclusively heterosexual. These observations defy our 
Western notions that one’s sexual orientation is a perma- 
nent characteristic throughout life. Indeed, the very con- 
cepts of having a “heterosexual identity” or “homosexual 
identity” are not present in Sambia culture. 

Can social learning theory explain these patterns of 
sexual behavior? It can, according to the analysis of John 
and Janice Baldwin. The thing that is puzzling is how the 
Sambia male, who has had years of erotic conditioning to 
same-gender sexual behavior just at puberty when he is 
most easily aroused and sensitive to conditioning, would 
then switch to heterosexual behavior and do so happily. 

According to the Baldwins’ analysis, several factors in 
social learning theory explain this switch. First, positive 
conditioning in the direction of heterosexuality occurs 
early in life. The boy spends the first 7 to 10 years of his 
life with his family. He has a close, warm relationship with 
his mother. In essence, he has been conditioned to posi- 
tive feelings about women. 

Second, observational learning occurs. In those 
same first 7 to 10 years, the boy observes closely the 


world (Walen & Roth, 1987). For example, suppose that 
a man engaged in sexual activity does not get an erection. 
Starting from that basic event, his thoughts might take 
one of two directions. In the first, he thinks that it is quite 
common for men in his age group (fifties) not to get an 
erection every time they have sex; this has happened to 
him a few times before, once every two or three months, 
and it’s nothing to worry about. At any rate, the oral sex 
was fun, and his partner had an orgasm from that, so 
all in all it was a nice enough encounter. In the second 
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heterosexual relationship between two adults, his mother 
and father. This observational learning can be used a 
decade later when it is time for him to marry and form a 
heterosexual relationship. 

Third, the boy is provided with much cognitive struc- 
turing, a notion present in cognitive social learning theory 
as well as cognitive psychology. He is instructed that a boy 
must pass through a series of stages to become a strong, 
masculine man. This includes first becoming the recep- 
tive partner to fellatio, then being the inserting partner to 
fellatio, marrying, defending himself from his wife’s first 
menstruation (girls are usually married before puberty 
and undergo no homosexual stage of development), and 
then fathering a child by her. Essentially he is given all 
the cognitive structures necessary to convince him that 
it is perfectly natural, indeed desirable, to engage in sex 
with men for 10 years and then switch to women. Finally, 
there is some aversive conditioning to the same-gender 
sexual behavior that leads it to be not particularly erotic. 
The boy performs fellatio for the first time after several 
days of initiation, when he is exhausted. The activities are 
staged so that the boy feels fearful about it. He must do it 
in darkness with an older boy who may be an enemy, and 
he is required to do it with many males in succession. In 
essence, unpleasantness or punishment is associated with 
same-gender sexual behavior. 

In summary, then, social learning theory provides a 
sensible explanation of the seemingly puzzling shift that 
Sambia males make from exclusively same-gender sexual 
behavior to exclusively heterosexual behavior. 


Sources: Baldwin & Baldwin (1989); Herdt (1984). 


possibility, he began the activity thinking that he had to 
have an erection, had to have intercourse, and had to have 
an orgasm. When he didn’t get an erection, he mentally 
labeled it impotence and imagined that he would never 
again have an erection. He thought of the whole episode 
as a frustrating disaster because he never had an orgasm. 
As cognitive psychologists point out, our perception, 
labeling, and evaluating of events are crucial. In one case, 
the man perceived a slight problem, labeled it a temporary 
erection problem, and evaluated his sexual experience 
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as pretty good. In the other case, the man perceived a 
serious problem, labeled it impotence, and evaluated the 
experience as horrible. 

We shall see cognitive psychology several times again 
in this book, as theorists use it to understand the cycle 
of sexual arousal, the causes of some sexual variations 
such as fetishes, and the causes and treatment of sexual 
disorders. Before we leave cognitive psychology, however, 
we will look at one cognitive theory, schema theory, that 
has been used especially to understand issues of sex and 
gender. 


Gender Schema Theory 
Psychologist Sandra Bem (1981) proposed a schema the- 
ory to explain gender-role development and the impact of 
gender on people’s daily lives and thinking. Schema is a 
term taken from cognitive psychology. A schema is a gen- 
eral knowledge framework that a person has about a par- 
ticular topic. A schema organizes and guides perception; 
it helps us remember, but it sometimes also distorts our 
memory, especially if the information is inconsistent with 
our schema. Thus, for example, you might have a “foot- 
ball game schema,” the set of ideas you have about what 
elements should be present at the game (two teams, spec- 
tators, bleachers, and so on) and what kinds of activities 
should occur (opening kickoff, occasional touchdown, 
band playing at half-time, and so on). 

Bem proposed that all of us possess a gender schema— 
a cognitive structure comprising the set of attributes 
(behaviors, personality, appearance) that we associate 
with males and females. Our gender schema, according to 


(a) 


Bem, predisposes us to process information on the basis 
of gender. That is, we tend to think of things as gender-re- 
lated and to dichotomize them on the basis of gender. A 
good example is the case of the infant whose gender isn’t 
clear when we meet them. We eagerly seek out the infor- 
mation or feel awkward if we don’t, because we seem to 
need to know the baby’s gender in order to continue to 
process information about it. 

Bem (1981) conducted a number of experiments that 
provide evidence for her theory, and there are confirm- 
ing experiments by other researchers as well, although 
the evidence is not always completely consistent (Ruble 
& Stangor, 1986). In one of the most interesting of these 
experiments, 5- and 6-year-old children were shown pic- 
tures like those in Figure 4, showing boys or girls perform- 
ing either stereotype-consistent activities (such as a girl 
baking cookies) or stereotype-inconsistent activities (such 
as girls boxing) (Martin & Halverson, 1983). One week 
later the children were tested for their recall of the pictures. 
The results indicated that the children distorted informa- 
tion by changing the gender of people in the stereotype-in- 
consistent pictures but did not make such changes for the 
stereotype-consistent pictures. That is, children tended 
to remember a picture of girls boxing as having been a 
picture of boys boxing. These results are just what would 
be predicted by gender schema theory. The schema helps 
us remember schema-consistent (stereotype-consistent) 
information well, but it distorts 


our memory of information that || Schema (SKEE-muh): A general 
knowledge framework that a person 


has about a particular topic. 


is inconsistent with the schema 
(stereotype-inconsistent). 


(b) 


Figure 4 Pictures like these were used in the Martin and Halverson 
research on gender schemas and children’s memory. (a) A girl engaged in 
a stereotype-consistent activity. (b) Girls engaged in a stereotype-inconsis- 
tent activity. In a test of recall a week later, children tended to distort the 
stereotype-inconsistent pictures to make them stereotype consistent; for 
example, they remembered that they had seen boys boxing. 
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Intersectionality: An approach that 
simultaneously considers the conse- 
quences of multiple group member- 
ships, e.g., the intersection of gender 


and ethnicity. 


Performativity: Ways in which we 
perform gender or sexuality based 
on society’s norms, much as actors 
perform in a play. 


Our gender schema influences many everyday behav- 
iors, for example, what we look at in magazines. Male and 
female undergraduates completed a measure of masculinity/ 
femininity of self-concept. They were later allowed to select 
from three male-typed (Men's Health, Game Informer, Sports 
Illustrated), three female-typed (Shape, Us Weekly, Glamour), 
and three gender-neutral news magazines. Their selection 
and reading behavior were videotaped. Biological sex influ- 
enced choice of magazine. Gender schema (masculinity/ 
femininity) predicted what they read in the selected maga- 
zine(s) (Knobloch-Westerwick & Hoplamazian, 2012). 

One of the interesting implications of gender schema 
theory is that stereotypes—whether they are about males 
and females, or gay people, or other groups—may be very 
slow to change. The reason is that our schemas tend to 
filter out stereotype-inconsistent (that is, schema-inconsis- 
tent) information so that we don’t even remember it. 


—S——EE>EEEE—EEEEEEE—————————_————=——=———= 
Critical Theories 


The theories we have considered so far focus on under- 
standing the nature of various behaviors and types of 
persons. Since 1990, a new perspective has emerged, the 
social constructionist viewpoint. It calls our attention to 
the fact that these behaviors and types of people are social 
constructions, categories that are developed by groups 
and subcultures and then applied to objects in the world 
around them. Theories that use this perspective are more 
interested in understanding how these categories are cre- 
ated and their consequences for individuals and groups. 
Three theories are especially relevant to a broad under- 
standing of sexuality: feminist theory, queer theory, and 
critical race theory. 


Feminist Theory 

Feminist theory was not proposed by a single theorist but 
rather by many independent scholars (for an overview, 
see Enns, 2004). Here we crystallize four of the essential 
assertions of feminist theory. 


Gender as Status and Inequality 

According to the theory, gender signals status in a cul- 
ture, with men having greater status and power (Ridge- 
way, 2011; Ridgeway & Bourg, 2004). As such, gender is 
a dimension of inequality, just as 
race and social class are. Evidence 
of this inequality can be seen at 
many levels, from the low repre- 
sentation of women in the pow- 
erful U.S. Congress and Supreme 
Court, to discrimination against 
women in promotions in the work- 
place. A closely related concept 
is the inequality of power between 


women and men, with women having less power (Pratto 
& Walker, 2004). Feminist analysis extends the power 
principle to other areas, for example, to viewing rape not 
as a sexual act but as an expression of men’s power over 
women. 


Sexuality 

Sexuality is a central issue in feminist theory (MacKin- 
non, 1982). Sexuality in the theory includes many spe- 
cific issues, including rape, abortion, birth control, sexual 
harassment on the job, and pornography. According to 
feminist analysis, women’s sexuality has been repressed 
and depressed, but rarely expressed. These problems are 
the result of men’s control of women’s sexuality; for exam- 
ple, men dominate the legislatures that pass laws limit- 
ing access to abortion. We will revisit feminist analysis of 
some of these issues in later chapters. 


Gender Roles and Socialization 

Feminist theory highlights the importance of gender 
roles and gender socialization. Our culture has well- 
defined roles for males and for females. From their ear- 
liest years, children are socialized to conform to these 
roles. On these points, feminist theory is in agreement 
with social learning theory. The problem is that gender 
roles tell individuals that they may not do certain things. 
A boy, for example, cannot grow up to be a nurse or— 
horrors—a ballet dancer. A girl cannot grow up to be a 
physicist. Because gender roles restrict people in these 
ways, feminist theorists argue that we would be better off 
without gender roles, or at least that they need to be mod- 
ified and made much more flexible. 


Intersectionality 

The experiences of women, for example, are not all the 
same, nor are the experiences of men all the same. They 
vary by the person’s race/ethnicity, sexual orientation, 
social class, and so on. Intersectionality is an approach 
that says that we should simultaneously consider a per- 
son’s multiple group memberships and identities, includ- 
ing gender, race, social class, and sexual orientation 
(Cole, 2009). For example, to understand a person’s sex- 
uality, it matters not only that the person is a woman, but 
also that she is African American and a lesbian. She has 
multiple identities, as an African American, as a woman, 
and as a lesbian. All of these identities intersect and are 
part of her, and in different situations, one may be more 
important than another. 


Performativity 

A concept that comes out of feminist theory and queer 
theory, performativity refers to ways in which we per- 
form gender or sexuality based on society’s norms, much 
as actors perform in a play (Butler, 1988; Fahs, 2011). 
Women often perform gender by wearing dresses and 
jewelry. As a second example, suppose that we see two 
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women kissing in a college bar. What is the meaning 
of their behavior? On one hand, they might be kissing 
because they are attracted to each other. On the other 
hand, they might be doing it to attract the attention of 
men. In the first case, the behavior reflects their authentic 
feelings. In the second, the performance of same-gender 
sexuality is just that—a performance. 


Queer Theory 

Over the years, “queer” has been used as a derogatory 
term referring to gay people. Why is it now a theory? Con- 
temporary gay scholars and activists have reappropriated 
the term and given it a positive meaning. A gay person 
may self-label as queer, and the major contemporary theo- 
rizing about sexual orientation is termed queer theory (for 
overviews, see Sullivan, 2003; Tolman & Diamond, 2014). 
Queer theory is broader than just the topic of sexual ori- 
entation, though, and includes other topics that have been 
considered “deviant,” such as intersex and transgender. 

Queer theory questions the socially determined cate- 
gorization of sexuality and gender. It challenges binaries 
(the idea that people fall into one of just two catego- 
ries), especially the sexual orientation binary, that is, the 
assumption that people are either gay or straight and there 
are no other possibilities or spaces in between. Similarly, 
it questions the gender binary that separates people into 
male and female, as if they were opposites, with no recog- 
nition of similarities or other gender possibilities. It also 
argues that sexual identities are not fixed for the individ- 
ual. That is, sexual identities may display fluidity and vary 
depending on the situation or time in one’s life. We will 
return to this idea in the chapters “Gender and Sexuality” 
and “Sexual Orientation: Gay, Straight, or Bi?” 

The use of “queer” in the theory has a second mean- 
ing, though. Another definition of queer is peculiar or 
odd, that is, different from the norm. In this sense, queer 
theory questions what is categorized as peculiar and what 
is not. It questions norms. It uses this approach to chal- 
lenge heteronormativity, the belief that heterosexuality is 
the only pattern of sexuality that is normal and natural. 
Queer theory argues that social norms privilege heterosex- 
uality and marginalize other sexual orientations. 


constructed, consistent with the social constructionist 
approach discussed earlier in this chapter. That is, human 
cultures have constructed categories into which peo- 
ple can be placed, based on skin color or other physical 
features, and these categories are called races. Once the 
social categories are created, we attach other qualities to 
the categories, such as stereotypes that Asian Americans 
are good at math or that Black people are hypersexual. 
Multiracial people, of course, invalidate these categories, 
but nonetheless, the categories persist and are powerful. 
They have been the basis for different treatment of people 
based on their skin color, and they have been used to jus- 
tify inequality. 

Institutions such as the law contribute to the construc- 
tion of race categories. For example, many U.S. states had 
antimiscegenation laws, which forbade marriage between 
two people of different races. These laws were in force 
until a 1967 Supreme Court decision invalidated them 
(see the chapter “Sex and the Law” for more detail). A law 
forbidding interracial marriage substantiates the concept 
of racial categories and their importance, and it contrib- 
utes to beliefs that racial segregation is natural and right. 

Critical race theory shines a spotlight on racism 
at many levels, from individuals’ subtle racist beliefs 
(implicit bias), to interpersonal interactions (racial micro- 
aggressions), to institutional racism (Bridges, 2019). 
Institutional racism (also termed systemic racism or struc- 
tural racism) refers to the policies of institutions—such 
as government, businesses, and the law—that advantage 
some racial groups and disadvantage other racial groups. 
An example comes from the funding of education. Public 
schools are funded by local property taxes. The result is 
that children growing up in a neighborhood of low-income 
families will attend an underfunded school that will offer 
fewer opportunities, compared with a child growing up in 
a wealthy neighborhood. Because of racial inequalities in 
income and wealth, children of color are more likely to 
grow up in low-income neighborhoods and receive their 
education at under resourced schools. 

Another key concept in critical race theory is inter- 
sectionality, which is also found in feminist theory as 
explained above (Bridges, 2019). As such, critical race 
theory highlights the intersection 


of race with gender and the inter- Heteronormativity: The belief that 
section of race with sexual orienta- HetesoneH salty iE Gmy pail 
; . ; that is normal and natural. 
tion, both of which are important } Critical race theory: A theoretical 
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Critical Race Theory 

Critical race theory is much in the news and has become 
a buzzword for some politicians, but few people under- 
stand what it actually involves. Critical race theory, which 
originated in legal scholarship in the 1990s, is a theoret- 
ical framework that can be used to examine the ways in 


and institutions. 
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Symbolic interaction theory: A 
theory based on the premise that 
human behavior and the social order 


are products of communication 
among people. Also called symbolic 
interactionism. 


to marriage equality reflected the priorities of White gay 
men with class privilege (Bridges, 2019). Gay people of 
color might have set other priorities, such as addressing 
homelessness or mass incarceration. 


——ESESEEEee——————————————_—SSS=== sy 
Sociological Perspectives 


Sociologists are especially interested in the ways in which 
social interaction and the larger society shape human 
sexuality. 


Symbolic Interaction Theory 

An important sociological theory is symbolic interaction 
theory or symbolic interactionism (Charon, 1995; Stryker, 
1987). Its basic premise is that human behavior and 
the social order are products of symbolic communica- 
tion among people. A person’s behavior is constructed 
through their interaction with others. People can com- 
municate successfully with one another only to the extent 
that they ascribe similar meanings to objects and people. 
An object’s meaning for a person depends not on the 
properties of the object but on what a person might do 
with it; an object takes on meaning only in relation to a 
person’s plans. Thus, the theory views people as proactive 
and goal seeking. Achieving most goals requires the coop- 
eration of others. 

This is especially true of many forms of sexual expres- 
sion. For example, suppose a woman invites a person she 
is dating to her apartment; what meaning does this invi- 
tation have? Does she want to prolong the conversation, 
or engage in sexual activity? The two people will have 
to achieve an agreement about the purpose of the visit 
before joint activity is possible. In terms of the theory, 
they have to develop a definition of the situation. Thus, to 
fit their actions together and achieve agreement, people 
interacting with each other must continually reaffirm old 
meanings or negotiate new ones. 

Can a woman go to a strip club and get a lap dance? 
It depends on whether she can, in interaction with one of 
the dancers, create a definition of herself as a “patron.” 
Many strippers are oriented toward male customers and 
pass over women because they perceive them as unlikely 
to pay for a dance. A few perceive the situation as differ- 
ent and negotiate with women; the result may be more 
intimate contact than in the typical male lap dance 
(Wosick-Correa & Joseph, 2008). 

Central to social interaction is the process of role 
taking, in which an_ individual 
imagines how they look from the 
other person’s viewpoint. By view- 
ing the self and potential actions 
from the perspective of the other 
person, we are often able to antic- 
ipate what behavior will enable 


us to achieve our goal. One consequence of role taking is 
self-control; we see ourselves from the viewpoint of others 
and so strive to meet their standards, in the process exer- 
cising control over our behavior. 

This perspective emphasizes the importance of sym- 
bolic communication (see the chapter “Attraction, Love, 
and Communication”). It also alerts us to the mutual effort 
required to arrive at a definition of the situation. Criticisms 
of this theory include the fact that it emphasizes rational, 
conscious thought, whereas in the realm of sexuality, emo- 
tions may be very important in many interactions. Also, 
this perspective portrays humans as other-directed individu- 
als, concerned primarily with meeting others’ standards. A 
third criticism is that we don’t always consciously role take 
and communicate in an effort to achieve agreement. Some- 
times we rely on past experience and habit. Situations such 
as these are the province of script theory. 


Sexual Scripts 

The outcome of social influences is that each of us learns 
a set of sexual scripts (Gagnon, 1977, 1990; Gagnon & 
Simon, 1973). The idea is that sexual behavior (and vir- 
tually all human behavior, for that matter) is scripted 
much as a play in a theater is. That is, sexual behavior 
is a result of elaborate prior learning that teaches us an 
etiquette of sexual behavior (see Figure 5). According to 
this concept, we have learned an elaborate script that tells 
us who, what, when, where, and why we do what we do 
sexually. For example, the “who” part of the script tells us 
that sex should occur with someone of the other gender, 
of approximately our own age, of our own race, and so 
on. Even the sequence 
of sexual activity is 
scripted. Scripts, then, 
are plans that people 
carry around in their 
heads for what they are 
doing and what they are going to do; 

they are also devices for helping people remember what 
they have done in the past (Gagnon, 1977, p. 6). 

How could we study these scripts? How could we find 
out if there are widely shared beliefs about how one should 
behave in a specific situation? One way is to ask people to 
describe what one should do in such a situation. Research- 
ers asked male and female college students to describe a 
typical “hookup” (Holman & Sillars, 2012). The hypothet- 
ical script written by many participants included a basic 
sequence: attending a party, friends present, drinking 
alcohol, flirting, hanging out/talking, dancing, and a sex- 
ual encounter. Reflecting the ambiguity of a hookup, the 
sexual encounter might include oral, anal, or vaginal inter- 
course, just “fooling around” (not intercourse), or “only 
hugging and kissing.” The results also reflect contempo- 
rary gender roles; males were more likely to provide a 
script than females. The widely shared nature of this script 
enables relative strangers to interact smoothly. 


Why do most sexual 
interactions in our 


society follow the same 
patterns? 


SOCIOLOGICAL PERSPECTIVES 


39 


Figure 5 According to some people’s sexual scripts, a man taking a woman to dinner is one 
scene of the first act in a sexual script that features intercourse as Act 5. 


Steve Mason/Photodisc/Getty Images 


One study aimed to identify the sequence of sexual 
behaviors that is scripted for males and females in a 
heterosexual encounter in our culture (Jemail & Geer, 
1977). People were given 25 sentences, each describing 
an event in a heterosexual interaction. They were asked 
to rearrange the sentences in a sequence that was “the 
most likely to occur.” There was a high degree of agree- 
ment among the participants about what the sequence 
should be. There was also high agreement between men 
and women. The standard sequence was kissing, hand 
stimulation of the breasts, hand stimulation of the geni- 
tals, mouth-genital stimulation, intercourse, and orgasm. 
Does this sound familiar? Interestingly, not only is this 
the sequence in a sexual encounter, it is also the sequence 
that occurs as a couple progresses in a relationship. These 
results suggest that there are culturally defined sequences 
of behaviors that we all have learned, much as the notion 
of a “script” suggests. 

Years after the study described above, researchers col- 
lected data from several hundred young adults using both 
focus groups and questionnaires (Sakaluk et al., 2014). 
The participants endorsed most elements of the tradi- 
tional heterosexual script identified by past research, sug- 
gesting that there has been little change over time. 

Scripts also tell us the meaning we should attach to 
a particular sexual event (Gagnon, 1990). Television pro- 
grams and films frequently suggest but do not show sexual 
activity between people. How do we make sense out of 
these implicit portrayals? A study of how women interpret 
such scenes in films found that they utilize scripts. If the 


film showed a couple engaging in two actions that are part 
of the accepted script for sexual intercourse (e.g., kissing 
and undressing each other) and then faded out, viewers 
inferred that intercourse had occurred (Meischke, 1995). 


Social Institutions 

Sociologists approach the study of sexuality with three 
basic assumptions: (1) Every society regulates the sexual- 
ity of its members. (For discussion of the reasons why, see 
Horrocks, 1997; Reiss, 1986.) (2) The appropriateness or 
inappropriateness of a particular sexual behavior depends 
upon the institutional context within which it occurs. (3) 
Basic institutions of society (religion, economy, family, 
medicine, and law) affect the rules governing sexuality in 
that society. Each of these institutions supports a sexual 
ideology, or discourse, about sexual activity. The ideology 
affects the beliefs and behaviors of those affiliated with 
the institution. 


Religion 

In our culture, the Judeo-Christian religious tradition 
has been a powerful shaper of sexual norms. A detailed 
discussion of that religious tradition and its teachings 
on sexuality is provided in the chapter “Ethics, Religion, 
and Sexuality.” Suffice it to say here that the Christian 
religion has contained within it a tradition of asceticism, 
in which abstinence from sexual pleasures—especially by 
certain people such as monks and priests—is seen as vir- 
tuous. The tradition, at least until recently, has also been 
oriented toward procreation—that is, a belief that sexuality 
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Medicalization of sexuality: The 
process by which certain sexual 
behaviors or conditions are defined 


in terms of health and illness, and 
problematic experiences or practices 
are given medical treatment. 


is legitimate only within traditional heterosexual marriage 
and only with the goal of having children, a procreational 
ideology. This view has created within our culture a set of 
norms, or standards for behavior, that say, for example, 
that premarital sex, extramarital sex, and same-gender 
sex are wrong. The procreational ideology is the basis for 
the assertion that marriage is exclusively for a man and a 
woman because only a heterosexual couple can procreate. 


The Economy 

The nature and structure of the economy is another 
macro-level influence on sexuality. Before the Industrial 
Revolution, most work was done in the family unit in the 
home or farm. This kind of togetherness permitted rather 
strict surveillance of family members’ sexual behavior 
and thus strict norms could be enforced. However, with 
the Industrial Revolution, people—most frequently men— 
spent many hours per day at work away from the home. 
Thus, they were under less surveillance, and scripts such 
as extramarital affairs and same-gender sex could be acted 
out more often. 

Today we see much evidence of the extent to which 
economic conditions, and especially the unemployment 
rate, can affect the structure of the family and thus sexu- 
ality. For example, when a group of men—such as men of 
color with little education—have less access to jobs and 
thus have a high unemployment rate, they are reluctant to 
marry because they cannot support a family. The result is 
many female-headed households, with sexuality occurring 
outside marriage and children born without a legal father, 
although the father may be present in the household, pro- 
viding care for the children. The point is that a culture’s 
economy may have a profound effect on patterns of sexu- 
ality, marriage, and childbearing (Teachman et al., 2000). 

In a capitalist economy such as the United States, 
goods and services become commodities that can be sold 
for a price (an exchange). Not surprisingly, this includes 
sexual images and sexual gratification, giving rise to the 
sale of sexually explicit materials, in stores and on the 
Internet, and commercial sex work. The increasing glo- 
balization of the economy has led to the development of 
sex tourism, in which well-to-do men and women travel to 
other cultures, such as Thailand, to purchase sexual grat- 
ification from “exotic” (e.g., Asian) sex workers (see the 
chapter “Sex for Sale”). 


The Family 

The family is a third institution influencing sexuality. As 
noted earlier, before the Industrial Revolution the family 
was an important economic unit, 
producing the goods necessary for 
survival. As that function waned 
with the Industrial Revolution, 
there was increased emphasis on 
the quality of interpersonal rela- 
tionships in the family. At the 


same time, love was increasingly seen as an important 
reason for marriage. By 1850, popular American maga- 
zines sang the praises of marriage based on romantic love 
(Lantz et al., 1975). Thus, a triple linkage between love, 
marriage, and sex was formed. Ironically, the linkage even- 
tually became a direct one between love and sex (remov- 
ing marriage as the prerequisite) so that, by the 1970s, 
some people were arguing that sex outside of marriage, if 
in the context of a loving relationship, was permissible, as 
was same-gender sex, again if the relationship was a loving 
one. This is the relational ideology. 

The family exerts a particularly important force on sex- 
uality through its socialization of children. That is, parents 
socialize their children—teach them appropriate norms 
for behavior—in many areas, including sexuality. Others, 
of course, such as the peer group, also have important 
socializing influences. 


Medicine 

The institution of medicine has become a major influ- 
ence on our sexuality over the last 150 years. Physicians 
tell us what is healthy and what is unhealthy. In the late 
1800s, physicians warned that masturbation could cause 
various pathologies. Today sex therapists tell us that sex- 
ual expression is natural and healthy and sometimes even 
“prescribe” masturbation as a treatment. 

Another example is provided by childbirth; until after 
the Civil War, most babies were born at home, with an 
experienced woman (a midwife) providing assistance to 
the laboring woman and her partner. Today the vast major- 
ity of births occur in hospitals or birthing facilities, with 
medical personnel in charge. 

We tend to have great confidence in medical advice, 
so the pronouncements of the medical establishment, 
based on a therapeutic ideology, have an enormous impact 
on sexuality. According to this ideology, a wide range of 
individual and social problems require medical treatment. 

The domination by the biomedical model is referred 
to as the medicalization of sexuality (Tiefer, 2004; Cac- 
chioni, 2015). Medicalization has two components: Cer- 
tain behaviors or conditions are defined in terms of health 
and illness, and problematic experiences or practices are 
given medical treatment. The medicalization of male sex- 
uality has occurred with the development of drugs to treat 
erectile disorders, and many physicians and pharmaceu- 
tical companies are seeking to medicalize female desire 
disorders by finding a pill that will “cure” it (see the chap- 
ter “Sexual Disorders and Sex Therapy”). 


The Law 

The legal system is another institution influencing sexual- 
ity at the macro level. A detailed discussion of laws relat- 
ing to sexuality is provided in the chapter “Sex and the 
Law.” The point to be made here is that from a sociologi- 
cal perspective, the law influences people’s sexual behav- 
iors in a number of ways. First, laws determine norms. 
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Generally we think that what is legal is right and what is 
illegal is wrong. Thus, a society in which prostitution is 
illegal will have much different views of it than a society 
in which it is legal. 

Second, laws are the basis for the mechanisms of 
social control. They may specify punishments for certain 
acts and thus discourage people from engaging in them. 
An example is public sexual acts such as exhibitionism or 
nudity on beaches. One wonders how many people would 
prefer to be nude at the beach if they did not fear arrest 
because the behavior is generally illegal and if they did not 
fear possible embarrassing publicity such as having their 
names in the news as the result of an arrest. 

Third, the law reflects the interests of the powerful, 
dominant groups within a society. In part, the law func- 
tions to confirm the superiority of the ideologies of these 
dominant groups. Consider the Mormons in the United 
States. In the past, their religion approved of polygyny 


(a man having several wives). Mormons did not become 
the dominant group in American society. Rather, the 
Judeo-Christian tradition was the ideology of the domi- 
nant group, and that tradition takes a very dim view of 
polygyny. Accordingly, polygyny is illegal in the United 
States, and Mormons have been arrested for their prac- 
tice. Also, one wonders what kinds of laws we would have 
on prostitution or sexual harassment if the compositions 
of the state legislatures were 90 percent women rather 
than 90 percent men. Would prostitution, for example, be 
legal? Or would it still be illegal, but with a male customer 
being considered as guilty as, or guiltier than, a female 
prostitute? 

In summary, then, the sociological perspective focuses 
on how society or culture shapes and controls our sexual 
expression, at levels from institutions such as religion and 
the law to the interpersonal level of socialization by family 
and peers. 


Applying Well-Validated Scientific Theories 
to Real Life 


Kurt Lewin, a famous social psychologist, once said, “There is nothing as practical as a good theory.” In this 
chapter, you have learned about several “good” theories—good in the sense that they have been well validated by 
scientific data. As an example, let’s consider how social learning theory can be applied to real-world situations. 

The first thing to consider is whether social learning theory is indeed a well-validated theory. The answer is yes. 
The theory has been around since the 1960s, and hundreds of studies support its basic assertions that (1) a behav- 
ior that is positively reinforced is likely to be repeated; (2) a behavior that is punished is less likely to be repeated, 
but the effects are not as consistent as with positive reinforcement; and (3) people often imitate others’ behavior. 

Having decided that social learning theory is well validated, how can you apply it in a real-world situation? 
Imagine that you have a male dog, Arno. He is a wonderful pooch, with one big exception. Every time you have a 
friend over to your home and they sit down, Arno humps their leg. To Arno, every human leg looks sexual. Your 
friends dislike being humped by a 70-pound dog. How are you going to eliminate Arno’s obnoxious behavior? How 
can you do it with positive reinforcement? With punishment? With imitation? Consider your answers to those 
questions before you read on. 

Probably your first thought was to use punishment. Despite its being less effective than positive reinforcement, 
your goal is to eliminate a behavior, and punishment may be the only route to go. You could, for example, have a 
metal pan and spoon ready when a friend comes over and bang them together loudly, making an unpleasant noise, 
if Arno starts to hump. With luck, after a few experiences with the unpleasant sound, Arno will stop the humping. 
If you are worried that you are being mean to Arno by making the unpleasant noise, consider how mean it is to 
your friends to let Arno continue to hump them. Also, if the conditioning works well, Arno might have to experi- 
ence the unpleasant noise only three or four times before he stops humping, although he might need an occasional 
refresher. 

It would be preferable to use positive reinforcement, but that’s tough in a situation when you want to eliminate 
a behavior. One strategy is to positively reinforce a substitute behavior. For example, when Arno starts to hump, 
you say “Sit” firmly and Arno sits. You give him a doggie treat. Sitting is the substitute behavior, and you are rein- 
forcing it. The potential weakness in this strategy is that it relies on Arno sitting on command when he is sexually 
engrossed. Maybe it will work. 

As for imitation, it doesn’t seem to be a likely solution to this particular problem. 
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CHAPTER 2 + THEORETICAL PERSPECTIVES ON SEXUALITY 


SUMMARY 


Theories provide explanations for sexual phenomena. 


Evolutionary Theories 

Sociobiologists view human sexual behaviors as the 
product of natural selection in evolution and thus view 
these behavioral patterns as being genetically controlled. 
Gender-neutral evolutionary theory argues against fixed 
behaviors and gender differences and instead argues that 
natural selection favored flexible behaviors that could 
adapt to changing environmental conditions. 


Psychological Theories 

Among the psychological theories, Freud’s psychoanalytic 
theory views the sex energy, or libido, as a major influence 
on personality and behavior. Freud introduced the con- 
cepts of erogenous zones and psychosexual stages of devel- 
opment. Learning theory emphasizes how sexual behavior 
is learned and modified through reinforcements and pun- 
ishments according to principles of operant conditioning. 
Behavior modification techniques—therapies based on 
learning theory—are used in treating sexual variations and 
sexual disorders. Cognitive social learning theory adds the 
concepts of imitation and self-efficacy to learning theory. 
Social exchange theory highlights the role of rewards and 
costs in relationships. Cognitive psychologists focus on 
people’s thoughts and perceptions—whether positive or 
negative—and how these influence sexuality. One example 
of a cognitive theory is gender schema theory. 


Critical Theories 

Critical theories focus our attention on the social con- 
struction of categories, the ways they are applied to 
people, issues of power, and the consequences for indi- 
viduals and society. Feminist theory systematically ana- 
lyzes the meaning of gender in contemporary society. 
Gender is a status characteristic, and men have greater 
status than women. Their greater power has generally 
allowed men to control women’s sexual expression. 
Gender roles perpetuate status inequality by virtue of 
the restrictions they place on men’s and women’s behav- 
ior. Queer theory challenges the gender binary and the 
sexual orientation binary, arguing that gender expres- 
sion and sexual orientation are both dimensions along 
which individuals vary. Critical race theory is a theoret- 
ical framework that can be used to examine the ways in 
which race and racism have an impact on social struc- 
tures and institutions. 


Sociological Perspectives 

Sociologists study the ways in which society influences 
our sexual expression. Symbolic interaction theory calls 
attention to the processes of communication and inter- 
action that influence behavior. Sexual scripts tell us the 
who, what, when, and the sequence for sexual behavior. 
At the macro level, sociologists investigate the ways in 
which institutions such as religion, the economy, the fam- 
ily, medicine, and the law influence sexuality. 


SUGGESTIONS FOR FURTHER READING 


Bridges, Khiara. (2019). Critical race theory: A primer. 
Foundation Press. This book provides a thorough 
overview of CRT, written by a person who is a profes- 
sor of both law and anthropology. It includes topics 
such as racial microaggressions and white privilege, as 
well as intersectional topics such as the intersection 
of race and sexual orientation. 


Buss, David M. (2016). The evolution of desire: Strategies 
of human mating (Rev. updated ed.). Basic Books. 
Buss is perhaps the most prominent evolutionary 
psychologist, and this book articulates that view of 
human sexuality. 
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1. What is the best way to conduct a sex 

survey? 
2. Is the Kinsey report still the best 
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3. Is it possible to study sexuality - > 

scientifically with methods other than 
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Read this chapter to find out. 
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Wie is research, but a blind date with knowledge? 


Over the last several decades, sex research has made great 
advances, and the names of Kinsey and Masters and John- 
son have become household words. How do sex research- 
ers do it? How valid are their conclusions? 

There are many different types of sex research, but 
basically the techniques vary in terms of the following: 
(1) how sexuality is measured, whether from people’s self- 
reports, through observations of behavior, or using bio- 
logical measures; (2) whether large numbers of people are 
studied in surveys, or whether a smaller number of people 
are studied (in laboratory studies and qualitative studies); 
(3) whether the studies are conducted in the laboratory 
or in the field; and (4) whether sexual behavior is studied 
as it occurs naturally or whether some attempt is made to 
manipulate it in an experiment. Examples of studies using 
all of these techniques are described and evaluated later 
in this chapter. 

It is important to understand the techniques of sex 
research and their strengths as well as their limitations. 
This knowledge will help you evaluate the studies that are 
cited as evidence for various conclusions in later chap- 
ters and will also help you decide how willing you are to 
accept these conclusions. Perhaps more important, this 
knowledge will help you evaluate future sex research. 
Much sex research has been conducted already, but much 
more will be done in the future. The information in this 
chapter should help you understand and evaluate sex 
research that appears 10 or 20 years from now. Moreover, 
the media often report poor-quality research as enthusias- 
tically as high-quality research. You should be equipped to 
tell the difference. 


—EEEEEeEEe_—————_ EEE 
Measuring Sex 


The first thing that researchers have to decide is how to 
measure the particular aspect of sexuality that they want 
to study. Multiple methods are available, including self- 
reports, behavioral measures, implicit measures, and 
biological measures, each of which is discussed in the 
sections that follow. 


Direct observation: A behavioral 
measure in which the scientist 
directly observes the behavior being 


studied. 

Eye-tracking: A behavioral measure 
in which a device measures the par- 
ticipant’s point of gaze over time. 


Self-Reports 

The most common method for 
measuring sexuality is self-reports, 
in which the participants are 
asked questions about their sexual 
behavior—for example, 


—William Henry 


1. At what age did you begin masturbating? 
2. Did you use a condom the last time you had sex? 


Self-reports are also used to measure attitudes about 
sexuality—for example, 


3. Regarding gay marriage, I (circle the number that applies) 


Neither 
approve 
Strongly | Moderately nor Moderately | Strongly 
disapprove | disapprove | disapprove approve approve 


1 2 8} 4 5 


Self-reports can be collected in a number of ways: 
with paper questionnaires, in interviews, and online. The 
strengths and weaknesses of self-reports are discussed in a 
later section of this chapter, Issues in Sex Research. 


Behavioral Measures 

Several alternatives are available for behavioral measures 
of sexuality. One is direct observation, in which the sci- 
entist directly observes the behavior and records it. As 
one example, sex researcher Charles Moser observed S/M 
(sadomasochistic) interactions in semipublic settings, 
attending more than 200 S/M parties (Moser, 1998). 
Masters and Johnson (1966), in research discussed later 
in this chapter, collected direct observations of sexual 
behavior in laboratory studies of sexual intercourse and 
masturbation. 

Psychologists have devised other clever behavioral 
measures. One of these is eye-tracking, in which partici- 
pants, in the laboratory, wear an eye-tracking device that 
measures their point of gaze over time, as they are shown 
pictures on a computer (Wenzlaff et al., 2016). For exam- 
ple, in one study researchers tracked the eye movements 
of adult men as they were shown photos of a front-posed 
naked woman, with multiple photos created through Pho- 
toshop to show different sized breasts and different waist- 
to-hip ratios (e.g., small waist relative to hips) (Dixson et 
al., 2011). With this method, they could answer questions 
such as, “Where do men look first?” As it turns out, the 
first thing that men look at is the breasts or the waist, not 
the genitals. 

Another possible behavioral measure, for those study- 
ing illegal sexual behaviors, is to use police reports. For 
example, to study sexual assault or rape, a researcher 
could look at statistics reported by the FBI in their Uni- 


form Crime Reports. The problem with this sort of mea- 


sure, though, is that it detects only cases that are reported 
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to the police. In the case of rape, for example, we know 
that only a small proportion of cases are reported and the 
great majority go unreported. 


Implicit Measures 
Most researchers who measure attitudes about sexuality 
use self-reports. However, newer measures are available. 
For example, a method used to measure implicit ste- 
reotypes is the Implicit Association Test (IAT), which 
measures an individual’s relative strength of association 
between different pairs of concepts (Nosek et al., 2002). 
The key to measuring these associations is reaction 
time, measured on a computer in milliseconds. We react 
quickly to two concepts that we associate strongly, and 
more slowly to two concepts that we do not associate 
strongly. One of the great features of this measure is that 
people can’t fake their reaction times. For example, they 
cannot hide their socially unacceptable stereotyped ideas. 
In one important experiment, researchers measured 
the association between math and gender (Nosek et al., 
2002). In the practice phase, participants placed one 
finger on the left key of a keypad and another finger 
on the right key. They were instructed to press the left key if 
the word they saw on the screen in front of them was in the 
category math (e.g., algebra, equation) or if it was in 
the category pleasant (e.g., peace, love). They were to press 
the right key for topics in the arts (e.g., drama, poetry) or 
words that were unpleasant (e.g., hatred). After following 
this pattern for many trials, the instructions changed and 
they had to press the left key for math words and unpleas- 
ant words, and the right key for arts and pleasant words. 
All of this was practice for the real task. In the first phase 
of it, participants pressed the left key if the words were in 
the math category or the male category (e.g., male, boy) 
and the right key if the words were in the arts category or 
the female category (e.g., female, girl). Then in the sec- 
ond phase the pairings were reversed, so that participants 
pressed the left key for the math category or the female 
category and the right key for the arts category and the 
male category. Implicit stereotyping is indicated if people 
respond faster to the male and math pairing than they do 
to the female and math pairing, and that is exactly what 
participants do! That is, people have an implicit associa- 
tion between math and males but not math and females. 
In another study, researchers developed an JAT to 
measure attitudes about condom use (Czopp et al., 2004). 
In one phase, participants pressed the left key if the word 
on the screen was related to condoms (e.g., condom, Tro- 
jan, latex) or pleasant, 
and the right key if the 
word was a type of tree 
(e.g., oak, maple, pine) 
or unpleasant. Then 
in a second phase, the 
pairings were reversed, 


Is it possible to study 
sexuality scientifically 


with methods other 
than questionnaires? 


so that they pressed the left key for condom words or 
unpleasant words and the right key for trees or pleasant 
words. This allowed the researchers to determine if partic- 
ipants had a stronger association between condoms and 
pleasant or between condoms and unpleasant. 

If you want to try the IAT yourself, you can do it online 
at www.implicit.harvard.edu. 


Biological Measures 

Masters and Johnson (1966) pioneered the biological 
measurement of sexual response (see Milestones in Sex 
Research: Masters and Johnson). Today, many biological 
measures are available. 

Genital measures of sexual response assess arousal by 
using devices that measure erection in males and vaginal 
changes in females (Chivers et al., 2014). In males, penile 
plethysmography is used, in which a flexible loop is placed 
around the penis that measures changes in circumference. 
Penile plethysmography can be used, for example, to mea- 
sure a man’s sexual response to pictures in different cate- 
gories, such as one gender versus another, or adults versus 
children. In females, a vaginal photoplethysmograph is 
used to optically measure blood flow to the vagina, which 
occurs during arousal. 

MRI (magnetic resonance imaging) and fMRI (func- 
tional magnetic resonance imaging) are being used increas- 
ingly in sex research (Chivers et al., 2014). MRI looks at 
anatomy, such as the size or shape of specific brain regions 
or the genitals, by using magnets to send and receive signals 
that give information while participants lie in the center 
of the magnet (scanner). For example, an MRI scan that 
shows the internal structure of the clitoris is shown in the 
chapter “Sexual Anatomy.” One strength of MRI is that it 
provides good contrast between different soft tissues of the 
body. Another strength is that it is noninvasive—that is, in 
the old days, to get at brain structure, anatomists had to 
dissect the brain of a dead person. Today, researchers can 
look inside the brain of a living person without disturbing 
it! fMRI looks at brain activity by measuring relative levels 
of blood flow. In this way, scientists can measure the differ- 
ence in activity across regions of the brain when the person 
is looking at, for example, a sexual picture versus a boring 
picture. An example of fMRI research is given in the “Sexual 
Arousal” chapter in Milestones in Sex Research: Mapping 
the Sexual Brain. Some regions of the brain are very active, 
with large changes in blood flow when the person looks at a 
sexual stimulus, whereas other regions have less blood flow 
or no change in blood flow. Because fMRI does not mea- 
sure neural activity directly but rather measures blood flow, 
fMRI is an indirect measure of neural activity. In addition, 
there is a lot of “noise” in fMRI data, and complex statisti- 
cal analyses are required to get at the important patterns. 
Two limitations that affect its use in sex research are (1) 
participants must be lying very still to get good images; and 
(2) {MRI depends on contrasting the difference between 


46 


CHAPTER 3 * SEX RESEARCH 


\ Milestones in Sex Research 


Survey 


Excetlent: 
Coeds: 
tao 


Masters and Johnson: The Physiology of 


Sexual Response 


ogy of sexual response in 1954. No one had ever 

studied human sexual behavior in the laboratory 
before, so he had to develop all the necessary research 
techniques from scratch. He began by interviewing 188 
female prostitutes, as well as 27 male prostitutes working 
for a gay clientele. They gave him important preliminary 
data in which they “described many methods for elevating 
and controlling sexual tensions and demonstrated innu- 
merable variations in stimulative techniques,” some of 
which were useful in the later program of therapy for sex- 
ual disorders. 

Meanwhile, Masters began setting up his laboratory 
and equipping it with the necessary instruments: an elec- 
trocardiograph to measure changes in heart rate over the 
sexual cycle, an electromyograph to measure muscular 
contractions in the body during sexual response, and a 
pH meter to measure the acidity of the vagina during the 
various stages of sexual response. 


WI illiam Masters began his research on the physiol- 


Sampling 

Masters made a major breakthrough when he decided 
that it should be possible to recruit participants from the 
general population and have them engage in sexual behav- 
ior in the laboratory, where their behavior and physiolog- 
ical responses could be carefully observed and measured. 
This approach had never been used before, as even the 
daring Kinsey had settled for people’s verbal reports of 
their behavior. 

Masters let it be known in the medical school and 
university community that he needed volunteers for lab- 
oratory studies of human sexual response. Some people 
volunteered because of their belief in the importance of 
the research. Some, of course, came out of curiosity or 
because they were exhibitionists; they were weeded out 
in the initial interviews. Participants were paid for their 
hours in the laboratory, as is typical in medical research, 
so many medical students and graduate students partici- 
pated because it was a way to earn money. 

Initially, all prospective participants were given 
detailed interviews by Masters and his colleague Virginia 
Johnson. People who had histories of emotional problems 
or who seemed uncomfortable with the topic of sex either 
failed to come back after this interview or were excluded 
even if they were willing to proceed. Participants were 


also assured that the anonymity and confidentiality of 
their participation would be protected carefully. In all, 
694 people participated in the laboratory studies reported 
in Human Sexual Response. The men ranged in age from 
21 to 89, and the women ranged from 18 to 78. 

Certainly the group of people Masters and Johnson 
studied were not a random sample of the population of 
the United States. In fact, one might imagine that people 
who would agree to participate in such research would 
be rather unusual. The data indicate that they were more 
educated than the general population and the sample was 
mostly White, with only a few people of color partici- 
pating. Paying the participants probably helped broaden 
the sample because it attracted some people who sim- 
ply needed the money. The sample omitted two notable 
types of people: those who were not sexually experienced 
or did not respond to sexual stimulation and those who 
were unwilling to have their sexual behavior studied in the 
laboratory. Therefore, the results Masters and Johnson 
obtained might not generalize to such people. 

In defense of their sampling techniques, even if they 
had identified an initial probability sample, they would 
still almost surely have had a very high refusal rate, higher 
than in survey research, and the probability sample would 
have been ruined. At present, this seems to be an unsolv- 
able problem in this type of research. 


Data Collection Techniques 
After they were accepted for the project, participants then 
proceeded to the laboratory phase of the study. First, they 
had a “practice session,” in which they engaged in sexual 
activity in the laboratory in complete privacy, with no data 
being recorded and no researchers present. The purpose of 
this was to allow the participants to become comfortable 
with engaging in sexual behavior in a laboratory setting. 
The physical responses of the participants were then 
recorded during sexual intercourse, masturbation, and 
“artificial coition.” Masters and Johnson made an import- 
ant technical advance with the development of the artifi- 
cial coition technique. In it, a female participant stimulates 
herself with an artificial penis constructed of clear plastic; 
it is powered electronically, and the woman can adjust the 
depth and frequency of the thrust. There is a light and 
a recording apparatus inside the artificial penis, so the 
changes occurring inside the vagina can be photographed. 
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Measures such as these avoid the problems of distor- 
tion that are possible with self-reports. They also answer 
much different questions. That is, it would be impossible 
from such measures to tell whether the person had had 
any same-gender sexual experiences or how frequently 
they masturbated. Instead, they ascertain how the body 
responds to sexual stimulation, with a kind of accuracy 
and detail that would be impossible to obtain through 
self-reports. 

One final potential problem also deserves mention. It 
has to do with the problems of laboratory studies: Do peo- 
ple respond the same sexually in the laboratory as they do 
in the privacy of their own homes? 


Ethical Considerations 

Masters and Johnson were attentive to ethical principles. 
They were careful to use informed consent. Potential par- 
ticipants were given detailed explanations of the kinds of 
things they would be required to do in the research and 


two stimuli (for example, blood flow while looking at sexual 
stimuli versus other stimuli). Therefore, the results depend 
very much on the choice of each set of stimuli. 

Other biological measures include measures of pupil 
dilation (Attard-Johnson et al., 2017). Devices are avail- 
able that measure the amount of dilation of the pupils. 
Our pupils dilate when we look at something that is espe- 
cially interesting or arousing, or that puts a big load on our 
brain. Pupil dilation is sometimes used with sex offenders, 
for example, to determine if they are especially interested 
in children (Flak et al., 2007). If we asked the sex offender 
about his interest in children using a self-report measure, 
he might very well lie about his illegal and taboo behavior. 
Experts hope that pupil dilation measures get around this 
problem, although they are not perfect. 


| 
Issues in Sex Research 


Sampling 
An important step in conducting sex research is to iden- 
tify the appropriate population of people to be studied. 
Does the population in question consist of all adult 
human beings, all adolescents in the United States, all 
people guilty of sex crimes, or all married couples who 
engage in swinging? Generally, of 
course, the scientist is unable to get 
data for all the people 
in the population, and 
so a sample is taken. 
At this point, things 
begin to get sticky. If the sample is a 


What is the best way to 
conduct a sex survey? 


were given ample opportunity at all stages to withdraw 
from the research if they so desired. Furthermore, Mas- 
ters and Johnson eliminated people who appeared too 
anxious or distressed during the preliminary interviews. 

It is also possible that participating in the research 
itself might have been harmful in some way to some peo- 
ple. Masters and Johnson were particularly concerned 
with the long-term effects of participating in the research. 
Accordingly, they made follow-up contacts with the par- 
ticipants at 5-year intervals. In no case did a participant 
report developing a sexual disorder. In fact, many of the 
couples reported specific ways in which participating in 
the research enriched their marriages. Thus, the available 
data seem to indicate that such research does not harm 
the participants and may in some ways benefit them, not 
to mention the benefit to society that results from gaining 
information in such an important area. 


random sample or representative 


sample of the population in ques- 
tion and if it is a reasonably large 
sample, then results obtained from 
it can safely be generalized to the 
population that was originally iden- 
tified. That is, if a researcher has 
really randomly selected 1 out of 
every 50 adolescents in the United 
States, then the results obtained 
from that sample are probably true 
of all adolescents in the United 
States. One technique that is some- 
times used to get such a sample 


Population: A group of people a 
researcher wants to study and make 
inferences about. 

Sample: A part of a population. 
Random sample: An excellent 
method of sampling in research in 
which each member of the popula- 


tion has an equal chance of being 
included in the sample. 

Probability sampling: An excellent 
method of sampling in research in 
which each member of the popula- 
tion has a known probability of being 
included in the sample. 


is probability sampling.' But if the sample consists only of 
adolescents with certain characteristics—for example, only 
those whose parents agree to let them participate in sex 


'A detailed discussion of probability sampling is beyond the scope of 
this book. In brief, with a random sample, each individual in the pop- 
ulation has an equal probability of being chosen. With a probability 
sample, the researchers can set a higher probability of inclusion for 
certain groups, a technique called oversampling. For example, if we 
had funds to interview 1,000 people in the United States, a random 
sample would yield only about 125 Black people and 190 Latinx 
people because these groups constitute about 12.5 percent and 19 
percent of the population, respectively. We might not feel confident 
reaching conclusions about Blacks or Latinx based on only 125 or 
190 people, so we could decide to use probability sampling and give 
Blacks and Latinx a double probability of inclusion compared with 
Whites. The resulting sample of 1,000 would include 250 Black, 380 
Latinx, and 370 White Americans, and we would feel more confident 
about making conclusions about each group. We could do even more 
oversampling of Asian Americans and American Indians, who con- 
stitute even smaller percentages of the U.S. population. 


48 CHAPTER 3 + SEX RESEARCH 


The Percentage of People Reporting Having Sex at Least Once a Week: Comparing a 


Convenience Sample with a Probability Sample 


Men Women 
Probability Probability 
Convenience Sample Convenience Sample 
Sample (General Sample (General 
(Janus Social (Janus Social 
Age Report) Survey) Report) Survey) 
18-26 72% 57% 68% 58% 
27-38 83 69 78 61 
39-50 83 56 68 49 
51-64 81 43 65 25 
Over 65 69 4l7/ 74 6 


Source: Review of the Janus Report on Sexual Behavior by Samuel S. Janus & Cynthia L. Janus in Contemporary Sociology, Vol. 23, 


No. 2 (March 1994), p. 222, table 1. 


research—then the results obtained from that sample may 
not be true of all adolescents. Sampling has been a chal- 
lenge in sex research. 

Typically, sampling proceeds in three phases: the pop- 
ulation is identified, a method for obtaining a sample is 
adopted, and the people in the sample are contacted and 
asked to participate. What is perhaps the thorniest prob- 
lem occurs in the last phase: getting the people identified 
for the sample to participate. If any of the people refuse 
to participate, then the great probability sample is ruined. 
This is called the problem of refusal or nonresponse. As 
a result, the researcher is essentially studying volunteers, 
that is, people who agree to be in the research. The out- 
comes of the research may therefore contain volunteer 
bias. The problem of refusal in sex research is difficult 
because there is no ethical way of forcing people to partic- 
ipate when they do not want to do so. 

The problem of volunteer bias would not be so great 
if those who refused to participate were identical in their 
sexual behavior to those who participated. But it seems 
likely that those who refuse to 


Problem of refusal or nonresponse: 
The problem that some people will 
refuse to participate in a sex survey, 
thus making it difficult to study a 
random sample. 

Volunteer bias: A bias in the results 
of sex surveys that arises when some 
people refuse to participate, so that 
those who are in the sample are vol- 
unteers who may in some ways differ 
from those who refuse to participate. 
Convenience sample: A sample 
chosen in a haphazard manner 
relative to the population of interest. 
Not a random or probability sample. 
Purposeful distortion: Purposely 
giving false information in a survey. 


participate differ in some ways 
from those who agree to, and that 
means the sample is biased. Evi- 
dence suggests that volunteers who 
participate in sex research hold 
more permissive attitudes about 
sexuality and are more sexually 
experienced than those who don’t 
(Dawson et al., 2019). In sum, vol- 
unteer bias is potentially a serious 
problem when we try to reach con- 
clusions based on sex research. 
Table 1 shows how different 
the results of sex surveys can be, 
depending on how carefully the 


sampling is done (Greeley, 1994). The table shows results 
from the Janus report (Janus & Janus, 1993), which used 
sampling methods so haphazard that the researchers 
ended up with what some call a convenience sample. It 
included volunteers who came to sex therapists’ offices 
and friends recruited by the original volunteers. This 
report contrasts with the probability sample obtained in 
the General Social Survey conducted in 1993 by the Uni- 
versity of Chicago. Notice that a considerably higher level 
of sexual activity is reported by the convenience sample 
in the Janus report, compared with the probability sam- 
ple. This difference is especially pronounced among the 
elderly. Convenience samples simply do not give us a very 
good picture of what is going on in the general popula- 
tion. New sampling issues are raised in web-based surveys, 
which are discussed in a later section of this chapter. 


Accuracy of Measurement 

Earlier we described various methods for measuring sexu- 
ality. How accurate are those measures? We focus mainly 
on self-reports because they are used so frequently in sex 
research (Figure 1). 


Purposeful Distortion 

If you were an interviewer in a sex research project and 
a 90-year-old man said that he and his wife made love 
twice a day, would you believe him, or would you suspect 
that he might be exaggerating slightly? If a 35-year-old 
woman told you that she had never masturbated, would 
you believe her, or would you suspect that she had mastur- 
bated but was unwilling to admit it? 

Respondents in sex research may, for one reason or 
another, engage in purposeful distortion, intentionally giv- 
ing self-reports that are distortions of reality. These dis- 
tortions may be in either of two directions. People may 
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Figure 1 The reliability of self-reports of sexual behavior. If you were interviewing this man in a sex survey 
and he said that he had never masturbated, would you believe him, or would you think that he was conceal- 


ing a taboo behavior? 


Digital Vision/Getty Images 


exaggerate their sexual activity (a tendency toward enlarge- 
ment), or they may minimize their sexual activity or hide 
the fact that they have done certain things (concealment). 

Distortion is a basic problem when using self-reports 
(McCallum & Peterson, 2012). To minimize distortion, 
participants must be impressed with the fact that because 
the study will be used for scientific purposes, their reports 
must be as accurate as possible. They must also be assured 
that their responses will be completely anonymous; this is 
necessary, for example, so that a politician would not be 
tempted to hide an extramarital affair or a history of sex 
with animals for fear that the information could be used 
to defeat them in the next election. 

But even if all respondents were very truthful and tried 
to give information as accurately as possible, two factors 
might still cause their self-reports to be inaccurate: mem- 
ory and difficulties with estimates. 


Memory 

Some of the questions asked in sex surveys require respon- 
dents to recall what their sexual behavior was like many 
years before. For example, some of the data we have on 
sexual behavior in childhood come from the Kinsey study, 
in which adults were asked about their childhood sex 
behavior. This might involve asking a 50-year-old man to 


remember at what age he began masturbating and how 
frequently he masturbated when he was 16 years old. 
It might be difficult to remember such facts accurately 
(Brener et al., 2003). The alternative is to ask people 
about their current sexual behavior, although getting data 
like this from children raises serious ethical and practical 
problems. Another alternative to avoid memory problems 
is the use of daily diaries, in which people report their 
behavior each day, for just the last 24 hours (Gilmore 
et al., 2010). 


Difficulties with Estimates 

One of the questions sex researchers have asked is, “How 
long, on the average, do you spend in foreplay?” If you 
were asked this question, how accurate a response do you 
think you could give? It is rather difficult to estimate time 
to begin with, and it is even more difficult to do so when 
engaged in an absorbing activity. The point is that in some 
sex surveys people are asked to give estimates of things 
that they probably cannot estimate very accurately. This 
may be another source of inaccuracy in self-report data. 


Evidence on the Reliability of Self-Reports 
Scientists have developed several methods for assessing 
how reliable or accurate people’s self-reports are. One is 
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Test-retest reliability: A method 

for testing whether self-reports are 
reliable or accurate; participants are 
interviewed (or given a question- 
naire) and then interviewed a second 
time sometime later to determine 
whether their answers are the same 
both times. 

Computer-assisted self-interview 
(CASI): A method of data collection 
in which the respondent fills out 
questionnaires on a computer. Head- 
phones and a soundtrack reading the 
questions can be added for young 
children or poor readers. 


the method of test-retest reliability, 
in which the respondent is asked a 
series of questions and then is 
asked the same set of questions 
after a period of time has passed, 
for example, a week or a month 
(Njitray et al., 2010). The correla- 
tion’ between answers at the two 
times (test and retest) measures 
the reliability of responses. If peo- 
ple answer identically both times, 
the correlation would be 1.0, 
meaning perfect reliability. If there 
were absolutely no relationship 
between what they said the first 


time and what they said the second time, the correlation 
would be 0, meaning that the responses are not at all 


reliable. 


In one study, urban African American and Latinx girls 
between the ages of 12 and 14 were interviewed about 
their sexual experiences and then were reinterviewed 
three weeks later (Hearn et al., 2003). The test-retest reli- 
ability was .84 for their age when they had their first crush 
and .95 for the age at which they first touched a penis, 
which indicates excellent reliability. Other research gen- 
erally indicates that respondents give their best estimates 
about short, recent time intervals (Catania et al., 1990). 

Yet another study examined people’s reports of their 
age at first heterosexual intercourse at age 21, and then 
17 years later, at age 38 (Dickson et al., 2016). Overall, 
85 percent of people reported the same age or within one 
year the second time as they did the first time, a remark- 
able degree of reliability over a very long time span. Sex- 
ual events such as first intercourse tend to be memorable, 
which should increase the accuracy of reporting. 

Another method for assessing reliability involves 
obtaining independent reports from two different people 
who share sexual activity, such as husbands and wives. 
I used this method of checking for agreement between 
spouses (Hyde et al., 1996). On a simple item such as 
whether they had engaged in intercourse in the last 
month, there was 93 percent agreement. When reporting 
on something that requires somewhat more difficult esti- 
mation, the number of times they had intercourse in the 
past month, the correlation was .80, which still indicates 


good reliability. 


One useful method is the computer-assisted self- 
interview (CASI) method, which can be combined with 
an audio component so that the respondent not only 
reads but also hears the questions. This method offers 
the privacy of the written questionnaire while accommo- 
dating poor readers. The computer can be programmed 
to follow varying sequences of questions depending on 


°The statistical concept of correlation is discussed in the last section 


of this chapter. 


respondents’ answers, just as a human interviewer does. In 
one survey, among 15-year-old boys, 16 percent reported 
in a personal interview that they had engaged in vaginal 
intercourse, but 25 percent said they had when CASI was 
used (Mosher et al., 2005). These findings indicate that 
CASI gives more honest responses. (For similar results 
with adults, see Lau et al., 2003.) 


Measuring Gender and Sexual Orientation 

Now that researchers understand that there are more 
than two genders, the measurement of gender has become 
more complicated. The old question—What is your gen- 
der? with responses of Male or Female—just doesn’t cut it 
anymore. The issue is not so much the question, but what 
response alternatives should be offered. Many proposals 
have been offered. One is to ask two questions, What is 
your gender? (response options: female, male, trans) and 
What gender were you assigned at birth? (Fraser et al., 
2020). Another possibility is to use an open-ended ques- 
tion (rather than multiple-choice), What is your gender? 
with an open box in which respondents can write their 
answer. It might seem like it would take researchers an 
enormous amount of time to code all those written 
responses, but computer methods have been developed to 
make it faster (Greaves et al., 2017). 

These same issues apply to the measurement of sex- 
ual orientation, because we now know that there are more 
than two categories (heterosexual or homosexual, or gay 
or straight) (Greaves et al., 2017). Moreover, the terms 
keep evolving. We have possibilities such as bisexual, 
bicurious, mostly heterosexual, pansexual, and asexual. 
Researchers again have the option of designing a multiple- 
choice question with numerous options, or asking an 
open-ended question and coding what respondents say. 


Accuracy of Behavioral Observations 
As we noted earlier, two techniques of measurement in 
sex research involve whether the scientist relied on peo- 
ple’s self-reports of their behavior or observed the sexual 
behavior directly. 

The problems of self-reports have just been discussed. 
In a word, self-reports may be inaccurate, although the 
evidence indicates that they are generally accurate. Direct 
observations have a major advantage over self-reports in 
that they are accurate. No purposeful distortion or inac- 
curate memory can intervene. On the other hand, direct 
observations have their own set of problems. They are 
expensive and time consuming, with the result that gen- 
erally only a rather small sample is studied. Furthermore, 
obtaining a random or probability sample of the population 
is even more difficult than in survey research. Some people 
are reticent about completing a questionnaire concerning 
their sexual behavior, but even more would be unwilling 
to come to a laboratory where their sexual behavior would 
be observed by a scientist or where they would be hooked 
up to recording instruments while they engaged in sex 
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(Dawson et al., 2019). Thus, results obtained from the 
unusual group of volunteers who would be willing to do this 
might not be generalizable to the rest of the population. 
One study showed that volunteers for a laboratory study of 
sexual arousal felt less guilty and were more sexually expe- 
rienced than nonvolunteers (Plaud et al., 1999). Moreover, 
only 27 percent of males and 7 percent of females volun- 
teered, showing how selective the sample was. 


Extraneous Factors 

Various extraneous factors may also influence the out- 
comes of sex research. Extraneous factors such as the 
gender, race, or age of the interviewer or experimenter 
may influence respondents’ answers. Even the mode of 
administering a questionnaire—whether responding on a 
paper questionnaire or a computer—can influence peo- 
ple’s self-reports (McCallum & Peterson, 2015). With 
questionnaires, even such simple factors as the wording of 
a question may influence the results. In one study, respon- 
dents were given either standard or supportive wording of 
some items (Catania et al., 1995). For the question about 
extramarital sex, the standard wording was as follows: 


At any time while you were married during the past 10 
years, did you have sex with someone other than your 
(husband/wife)? 


The supportive wording was as follows: 


Many people feel that being sexually faithful to a spouse 
is important, and some do not. However, even those who 
think being faithful is important have found themselves in 
situations where they ended up having sex with someone 
other than their (husband/wife). At any time while you 
were married during the past 10 years, did you have sex 
with someone other than your (husband/wife)? 


The supportive wording significantly increased reports 
of extramarital sex from 12 percent with the standard 
wording to 16 percent with the supportive wording, if the 
interviewer was of the same gender as the respondent; 
the wording made no difference when the interviewer 
and respondent were of different genders. Sex researchers 
must be careful to control these extraneous factors so that 
they influence the results as little as possible. 


Ethical Issues 
There is always a possibility of ethical problems involved 


Informed Consent 
According to the principle of informed consent, partici- 
pants have a right to be told, before they participate, what 
the purpose of the research is and what they will be asked 
to do. They may not be forced to participate or be forced 
to continue. An investigator may not coerce people to be 
in a study, and it is the scientist’s responsibility to see to 
it that all participants understand exactly what they are 
agreeing to do. In the case of children who may be too 
young to give truly informed consent, it is usually given 
by the parents. 

The principle of informed consent was adopted by sci- 
entific organizations in the 1970s. It was violated in some 
of the older sex studies, as discussed in later chapters. 


Protection from Harm 

Investigators should minimize the amount of physical 
and psychological stress to people in their research. Thus, 
for example, if an investigator must shock participants 
during a study, there should be a good reason for doing 
this. Questioning people about their sexual behavior may 
be psychologically stressful to them and might conceiv- 
ably harm them in some way, so sex researchers must be 
careful to minimize the stress involved in their procedure. 
Research actually shows, though, that respondents are no 
more distressed by participating in questionnaire research 
about sexuality than they are by participating in common 
research such as vocabulary testing (Rinehart et al., 2017). 
The principle of anonymity of response is important to 
ensure that participants will not suffer harm afterward for 
their participation in research if, for example, they report 
an illegal sexual behavior to researchers. 


Justice 
The justice principle in research ethics holds that the risks 
of participating in research and the benefits of the results 
of the research should be distributed fairly across groups 
in society. For example, early testing of the birth control 
pill was done on poor women in Puerto Rico, not on 
wealthy women in Manhattan. The risks were not distrib- 
uted fairly, and a particular group bore a disproportionate 
burden. As a second example, research on the potential 
benefits of taking aspirin for preventing heart attacks was 
conducted with an all-male sample. Whether this effect 
works for women as well remains unknown. Thus, the 
benefits of the research did not extend fairly to everyone. 
Researchers have an obligation to 


make sure that they conduct their Informed consent: An ethical princi- 
work in a way that benefits as ple in research in which people have 


: : a right to be informed, before partic- 
wide a range of people as possible. ipating, of what they will be asked to 


do in the research. 


in doing research. Ethical problems are particularly diffi- 
cult in sex research, because people are more likely to feel 
that their privacy has been invaded when you ask them 
about sex than when you ask them to name their favor- 
ite presidential candidate or memorize a list of words. 
The ethical standards specified by the U.S. government 
and university regulations involve three basic principles: 
informed consent, protection from harm, and justice (see, 
for example, U.S. National Commission, 1978). 


Justice principle: An ethical principle 
Considering the possible risks in research that holds that the risks 
of participation should be distributed 
fairly across groups in society, as 
should the benefits. 


A Cost-Benefit Approach 


involved in sex research, is it eth- 
ical to do such research? Officials 
in universities and government 
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Cost—benefit approach: An approach 
to analyzing the ethics of a research 
study, based on weighing the costs 
of the research (the participants’ time, 


stress to participants, and so on) 
against the benefits of the research 
(gaining knowledge about human 
sexuality). 


agencies sponsoring sex research 
must answer this question for 
every proposed sex research study. 
Typically they use a cost-benefit 
approach. That is, the stress to the 
research participants should be 
minimized as much as possible, 
but some stresses will remain; they 
are the cost. The question then 
becomes, Will the benefits that result from the research 
be greater than the cost? That is, will the participants ben- 
efit in some way from being in the study, and will science 
and society in general benefit from the knowledge result- 
ing from the study? Do these benefits outweigh the costs? 
If they do, the research is justifiable; otherwise, it is not. 

As an example, Masters and Johnson considered these 
issues carefully and concluded that their research partic- 
ipants benefited from being in their research; they col- 
lected data from former participants that confirmed this 
belief. Thus, a cost-benefit analysis would suggest that 
their research was ethical, even though their participants 
might have been temporarily stressed by it. 

In another study, 15- to 25-year-olds completed a ques- 
tionnaire about sex; later they rated how distressing and 
how positive the experience had been for them (Kuyper 
et al., 2012). Little distress was reported and positive feel- 
ings predominated; overall, 89 percent agreed that surveys 
like this should be carried out. Research actually shows 
that, compared with people who complete innocuous cog- 
nitive measures, people who complete surveys about sex 
and trauma feel more positive and perceive more benefits 
in the research (Yeater et al., 2012). 

Even in a study as ethically questionable as Laud 
Humphreys’s study of the tearoom trade (discussed in 
the chapter “Sexual Orientation: Gay, Straight, or Bi?”), 
the potential cost to the participants should be weighed 
against the benefits that accrue to society from being 
informed about this aspect of sexual behavior. 


SSS 
The Major Sex Surveys 


In the major sex surveys, the data were collected from 
a large sample of people by means of questionnaires or 
interviews. The best known of these studies is the one 
conducted by Alfred C. Kinsey, so we consider it first. His 
data were collected in the late 1930s and 1940s, and thus 
the results are now largely of historical interest. However, 
Kinsey documented his methods with extraordinary care, 
so his research is a good example to study for both the 
good and the bad points of surveys. 


The Kinsey Report 


The Sample 
Kinsey (see Milestones in Sex Research: Alfred C. 
Kinsey) and his colleagues interviewed a total of 5,300 


males, and their responses were reported in Sexual Behay- 
ior in the Human Male (1948); 5,940 females contributed 
to Sexual Behavior in the Human Female (1953). Though 
some Black people were interviewed, only interviews with 
Whites were included in the publications. The interviews 
were conducted between 1938 and 1949. 

Initially, Kinsey was not much concerned with sam- 
pling issues. His goal was simply to collect sex histories 
from as wide a variety of people as possible. He began 
conducting interviews on the Indiana University campus 
and then moved on to large cities such as Chicago. 

In the 1953 volume on females, Kinsey said that he 
and his colleagues had deliberately chosen not to use 
probability sampling methods because of the problems of 
nonresponse. This is a legitimate point. But as a result, we 
have almost no information on how adequate the sample 
was. One might say that the sampling was haphazard but 
not random. For example, there were more respondents 
from Indiana than from any other state. Generally, the fol- 
lowing kinds of people were overrepresented in the sam- 
ple: college students, young people, well-educated people, 
Protestants, people living in cities, and people living in 
Indiana and the Northeast. Underrepresented groups 
included manual laborers, less well-educated people, 
older people, Roman Catholics, Jews, members of racial 
minorities, and people living in rural areas. 


The Interviews 

Although scientists generally regard Kinsey’s sampling 
methods with some dismay, his face-to-face interviewing 
techniques are highly regarded. More than 50 percent of 
the interviews were done by Kinsey himself and the rest 
by his associates, whom he trained carefully. The inter- 
viewers made every attempt to establish rapport with the 
people they spoke to, and they treated all reports matter- 
of-factly. They were also skillful at phrasing questions 
in language that was easily understood. Questions were 
worded so as to encourage people to report anything they 
had done. For example, rather than asking, “Have you 
ever masturbated?” the interviewers asked, “At what age 
did you begin masturbating?” They also developed a num- 
ber of methods for cross-checking a person’s report so 
that false information would be detected. Wardell Pome- 
roy recounted an example: 


Kinsey illustrated this point with the case of an older 
Negro male who at first was wary and evasive in his 
answers. From the fact that he listed a number of minor 
jobs when asked about his occupation and seemed reluc- 
tant to go into any of them [Kinsey] deduced that he 
might have been active in the underworld, so he began 
to follow up by asking the man whether he had ever been 
married. He denied it, at which Kinsey resorted to the ver- 
nacular and inquired if he had ever “lived common law.” 
The man admitted he had, and that it had first happened 
when he was 14. 

“How old was the woman?” [Kinsey] asked. 

“Thirty-five,” he admitted, smiling. 
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Milestones in Sex Research 


Survey 
Excellent: 


Soaod: ty 


Alfred C. Kinsey "rate 


Ifred C. Kinsey (Figure 2) was born in 1894 in 
New Jersey. In high school he did not date, and a 

classmate recalled that he was “the shyest guy 
around girls you could think of.” 

His father was determined that Kinsey become a 
mechanical engineer. From 1912 to 1914 he tried studying 
engineering at Stevens Institute, but he showed little tal- 
ent for it. At one point he was close to failing physics, but 
a compromise was reached with the professor, who agreed 
to pass him if he would not attempt any advanced work in 
the field! In 1914 Kinsey made his break and enrolled at 
Bowdoin College in Maine to pursue his real love: biology. 
Because this went against his father’s wishes, Kinsey was 
put on his own financially. 

In 1916 he began graduate work at Harvard. There he 
developed an interest in insects, specializing in gall wasps. 
While still a graduate student he wrote a definitive book 
on the edible plants of eastern North America. 

In 1920 he went to Bloomington, Indiana, to take a 
job as assistant professor of zoology at Indiana University. 
That fall he met Clara McMillen, whom he married six 
months later. They had four children. 

With his intense curiosity and driving ambition, 
Kinsey quickly gained academic success. He published a 
high school biology text in 1926, which received enthusi- 
astic reviews. By 1936 he had published two major books 
on gall wasps; they established his reputation as a leading 
authority in the field. 

Kinsey came to the study of human sexual behavior 
as a biologist. His shift to the study of sex began in 1938, 
when Indiana University began a “marriage” course; Kinsey 
chaired the faculty committee teaching it. When confronted 
with teaching the course, he became aware of the appalling 
lack of information on human sexual behavior. Thus, his 
research resulted in part from his realization of the need of 
people, especially young people, for sex information. In 1939 
he made his first field trip to collect sex histories in Chicago. 
His lifetime goal was to collect 100,000 sex histories. 

His work culminated with the publication of the 
Kinsey reports in 1948 (Sexual Behavior in the Human 
Male) and 1953 (Sexual Behavior in the Human Female). 
While the scientific community generally received them 
as a landmark contribution, they also provoked hate mail. 

In 1947 Kinsey founded the Institute for Sex Research 
(known popularly as the Kinsey Institute) at Indiana 
University. It was financed by a grant from the Rockefel- 
ler Foundation and, later, by book royalties. But in the 
1950s Senator Joseph McCarthy, the communist baiter, 
was in power. He made a particularly vicious attack on 


Figure 2 Alfred C. Kinsey (on the left), with 
colleagues Martin, Gebhard, and Pomeroy. 


Hulton Archive/Staff/Getty Images 


the institute and its research, claiming that its effect was 
to weaken American morality and thus make the nation 
more susceptible to a communist takeover. Under his pres- 
sure, the Rockefeller Foundation terminated its support. 

Kinsey’s health began to fail, partly as a result of the 
heavy workload he set for himself, and partly because he 
saw the financial support for the research collapsing. 
He died in 1956 at the age of 62 of heart failure while hon- 
oring a lecture engagement when his doctor had ordered 
him to convalesce. 

By 1957 McCarthy had been discredited and the grant 
funds returned. The institute was then headed by Paul 
Gebhard, an anthropologist who had been a member of 
the staff for many years. The institute continues to do 
research today; it also houses a large library on sex and an 
archival collection including countless works of sexual art. 

In a highly publicized, tell-all biography of Kinsey, 
James Jones (1997) argued that, although Kinsey’s public 
self was a stable, married man, he was in fact homosex- 
ual (more accurately, bisexual) and practiced masochism. 
According to Jones, this discredits Kinsey’s research. 
Jones’s logic is poor, though, because one can evalu- 
ate the quality of the research methods independently 
of Kinsey’s personal sex life. Moreover, Kinsey’s sexual 
experimenting may have contributed importantly to the 
innovativeness of his research. 


Sources: Bancroft (2004); Christensen (1971); Drucker (2014); 
Gathorne-Hardy (2000); Gebhard (1976); Jones (1997). 
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Kinsey showed no surprise. “She was a hustler, wasn’t 
she?” he said flatly. 

At this the subject’s eyes opened wide. Then he smiled 
in a friendly way for the first time, and said, “Well, sir, 
since you appear to know something about these things, 
Pl tell you straight.” 

After that, [Kinsey] got an extraordinary record of this 
man’s history as a pimp. (Pomeroy, 1972, pp. 115-116) 


Put simply, the interviewing techniques were probably 
very successful in minimizing purposeful distortion. 

Kinsey took strict precautions to ensure that responses 
were anonymous and remained anonymous. The data 
were stored on IBM cards, but using a code that was never 
written down and had been memorized by only a few peo- 
ple directly involved in the project. The research team had 
even made contingency plans for destroying the data in 
the event that the police tried to demand access to the 
records for prosecuting people. 


How Accurate Were the Kinsey Statistics? 

When all is said and done, how accurate were the statistics 
presented by Kinsey? The American Statistical Associa- 
tion appointed a blue-ribbon panel to evaluate the Kinsey 
reports (Cochran et al., 1953). While the panel members 
generally felt that the interview techniques had been excel- 
lent, they were dismayed by Kinsey’s failure to use proba- 
bility sampling and concluded, somewhat pessimistically, 


In the absence of a probability-sample benchmark, the pres- 
ent results must be regarded as subject to systematic errors 
of unknown magnitude due to selective sampling (via vol- 
unteering and the like). (Cochran et al., 1953, p. 711) 


However, they also felt that this was a nearly insoluble 
problem for sex research in that even if a probability sam- 
ple were used, refusals would still create serious problems. 

The statisticians who evaluated Kinsey’s methods felt 
that one aspect of his findings might 
have been particularly 
Is the Kinsey report still [RWG gRCRaemni 
the best available sex generally high levels 
survey? of sexual activity, and 
particularly the high 
prevalence of homosexual behavior. 
These conclusions might, they felt, have been seriously 
influenced by sampling problems, particularly Kinsey’s 
tendency to seek out people with unusual sexual practices. 

Kinsey’s associates felt that the most questionable sta- 
tistic was the prevalence of male homosexuality. Wardell 
Pomeroy commented, “The magic 37 percent of males 
who had one or more homosexual experiences was, no 
doubt, overestimated” (1972, p. 466). 

In sum, it is impossible to say how accurate the Kinsey 
statistics are; some may be very accurate and some may 
contain serious errors. Probably the single most doubt- 
ful figure is the high prevalence of same-gender sexual 
behavior. Also, at this point the Kinsey survey is roughly 


70 years old; for accurate information about sexuality 
today, we need to look to more recent research. 


The NHSLS 

After the Kinsey report, many sex surveys were con- 
ducted, most using slipshod sampling methods. What 
was needed was a large-scale, national survey of sexual- 
ity using probability sampling methods to tell us what 
Americans’ patterns of sexual behavior are. Such a study 
appeared in 1994. The research team was headed by 
Edward Laumann, a distinguished sociologist at the Uni- 
versity of Chicago, and was conducted by the National 
Opinion Research Center (NORC), one of the best- 
respected survey organizations in the country. The survey 
was called the National Health and Social Life Survey; 
to keep things simple, we will call this study the NHSLS 
(Laumann et al., 1994; Michael et al., 1994). 

The research method involved a probability sampling 
of households in the United States. This excluded less 
than 3 percent of Americans but did exclude people liv- 
ing in institutions (e.g., prisons, college dormitories) and 
homeless persons. People were eligible if they were adults 
between the ages of 18 and 59. 

The researchers obtained an impressive 79 percent 
response rate. Apparently, the great majority of people are 
willing to respond to a carefully conducted sex survey. The 
response rate is particularly impressive in view of the fact 
that, in the 1990s, even surveys of more neutral topics such 
as political opinions generally had a response rate of only 
about 75 percent. Response rates are even lower today. 

The researchers had originally planned to poll a sam- 
ple of 20,000 people. However, federal funding for the 
project was blocked by some politicians. The researchers 
were able to obtain funding from private foundations, but 
only enough to interview a sample of 3,432 people. 

The data were obtained in face-to-face interviews sup- 
plemented by brief written questionnaires, which were 
handed to the respondents for particularly sensitive topics 
(such as masturbation) and sealed in a “privacy envelope” 
when they had been completed. The researchers chose 
the face-to-face interview because they felt that it would 
yield a higher response rate than a written questionnaire 
alone, and it allowed the researchers to ask more complex, 
detailed sequences of questions than would have been 
possible with just a written questionnaire. 

The NHSLS is one of the best sex surveys of the gen- 
eral population of the United States that we have, and its 
findings are referred to in many chapters in this book. The 
researchers made outstanding efforts to use the best sam- 
pling methods and interview techniques. 

Nonetheless, the study has some limitations. It sam- 
pled only people between ages 18 and 59, giving us no 
information about the sexuality of older adults. The sam- 
ple did not include enough people from some statistically 
small minority groups—in particular, American Indians—to 
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compute reliable statistics for them. This problem would 
probably not have occurred if there had been funding for 
the full sample of 20,000. On the other hand, for other 
ethnic minority groups—African Americans, Latinx, and 
Asian Americans—there are lots of interesting findings. 
No doubt some respondents engaged in concealment, and 
perhaps also in enlargement, because self-reports were 
used. The skill of the interviewers and their ability to build 
rapport are crucial in overcoming such problems. 


The NSSHB 

The most recent major national U.S. sex survey 
is the National Survey of Sexual Health and Behavior 
(NSSHB), with data collected in 2009 for people between 
the ages of 14 and 94 (Herbenick et al., 2010b; Reece et 
al., 2010a). A probability sample was identified based on 
a combination of random-digit dialing of telephone num- 
bers and sampling of residential addresses from the U.S. 
Postal Service’s list of deliverable addresses in the United 
States. For the adolescent part of the sample, parents 
were contacted first to provide consent and 62 percent 
agreed, and then 62 percent of the eligible adolescents 
participated, for a sample of 820 adolescents. In addition, 
9,600 potential adult participants were contacted and 53 
percent provided data. The overall sample size, then, com- 
bining adults and adolescents, was 5,865. Participants 
completed the survey on the Internet and those without 
computers were provided them for completing the ques- 
tionnaire. Overall, 69 percent of the sample was White, 14 
percent were Hispanic, 11 percent were Black, and 7 per- 
cent were from other groups, a distribution that is close to 
that of the U.S. population. Results from the survey will 
be presented in many chapters that follow. 

How good is the NSSHB? The methods for identify- 
ing the initial probability sample—random-digit dialing of 
phone numbers and sampling of residential addresses— 
were excellent. The response rate was 50 percent, which 
is considerably lower than what the NHSLS obtained, but 
it is getting more difficult to recruit participants because 
Americans are increasingly oversaturated with solicita- 
tions from fund-raising organizations, telemarketers, and 
so on. Statistically, with a 50 percent response rate, we 
cannot be sure that the results generalize to the whole 
population, but volunteer bias is always a problem with 
sex research. Certainly the size of the sample is a strength, 
as is the ethnic diversity; and generally administering sex 
questionnaires online is a good idea because respondents 
feel more anonymous and therefore presumably answer 
more truthfully. 


Sexual Behavior in Britain and Australia 
Stimulated by a need for better information about 
sexual behavior to improve sexual and reproductive 
health, Britain conducts a major sex survey once every 10 
years. Called the National Survey of Sexual Attitudes and 


Lifestyles (Natsal), the most recent one is Natsal-3, based 
on data collected between 2010 and 2012 (Erens et al., 
2014). The survey used excellent sampling methods by 
conducting probability sampling of addresses within 
postal codes (equivalent to American zip codes) and 
achieved a response rate of 58 percent. Funding from the 
British government allowed researchers to collect a very 
large sample, with 15,162 completed interviews. Although 
the data collection method was called interviewing, in fact 
interviewers went to homes and respondents completed 
the questionnaires on computers to ensure anonymity. 
In addition, with a subsample of about 4,000 people, 
researchers collected urine samples to test for sexually 
transmitted infections (STIs) and saliva samples to test 
for testosterone. Space limitations do not allow us to 
report all of the extensive findings here, so we will give 
just one example. Among participants between the ages 
of 16 and 44, the percentage of women who reported a 
sexual experience involving genital contact with another 
woman went from 1.8 percent in Natsal-l (1990) to 
4.9 percent in Natsal-2 (2000) to 7.9 percent in Natsal-3 
(2010) (Mercer et al., 2013). Natsal-3 is one of the largest 
well-conducted sex surveys to date, along with the Australian 
survey described next. As of this writing, data from 
Natsal-4, collected in 2020-2021, are just being analyzed 
(Reid et al., 2022). 

Another team of researchers conducted a major sex 
survey in Australia (Rissel et al., 2003a, 2003b; Smith 
et al., 2003). The study is called the Australian Study 
of Health and Relationships (ASHR), and there is now 
a second ASHR with data collected in 2013 (Richters 
et al., 2014). Using computer-assisted telephone inter- 
views, the ASHR-2 researchers recruited a sample of 
20,000 men and women aged 16 to 69. Their response 
rate was 66 percent. 

Their findings indicate that the age of first intercourse 
has declined over the last several decades, consistent with 
trends in the United States (Rissel et al., 2014). Among 
respondents aged 16 to 19, the youngest cohort, 26 percent 
of the men and 26 percent of the women reported that 
they had engaged in intercourse before age 16. Fully 
29 percent of the men and 21 percent of the women 
reported that they used no contraception the first time 
they had intercourse, a pattern that is also similar to the 
United States and is of great concern. 


Race/Ethnicity in Research 

Much research in psychology has been conducted with 
college students, and these samples are predominantly 
White and middle class. Yet ethnicity—a person’s eth- 
nic heritage, their skin color, their experiences of 
microaggressions—has a profound impact on people and 
their interactions with others. When we consider ethnic- 
ity in research, several approaches can be taken (Hall 
et al., 2016): (1) For the sexual behavior being studied, 
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are there similarities across ethnic groups, or are there 
differences between ethnic groups? (2) If there are dif- 
ferences, what aspects of culture account for those differ- 
ences? (3) What can we learn from an in-depth study of 
a single racial/ethnic group? As an example of research 
using the first two approaches, researchers investigated 
sexual aggression among Asian Americans and European 
Americans (Hall et al., 2016). Men from both groups 
had similar rates of reported sexual aggression. Yet for 
Asian American men, loss of face was a strong deterrent 
against committing sexual aggression, whereas it was not 
for European American men. Loss of face is a powerful 
cultural value for Asian Americans, but less of a value for 
European Americans. 

As an example of a study using the third approach, 
Carlos Cuevas and his colleagues (2010) conducted a 
survey of Latinas in the United States to assess patterns 
of interpersonal victimization, including sexual assault 
and partner violence. The study is called SALAS, for 
Sexual Assault among Latinas. The researchers used a 
random-digit dialing method, which generates random 
lists of telephone numbers across the United States. 
Among the phone numbers that had an eligible person 
(a woman over the age of 18 who identified as Latina), 
the researchers obtained interviews with 2,000 women, 
for a 31 percent response rate. Interviews were conducted 
by phone in either English or Spanish, whichever the 
respondent preferred. The sample represented the great 
diversity among Latinas today. For example, 29 percent 
were U.S.-born citizens, 33 percent were naturalized 
citizens, 28 percent had permanent resident status, and 
5 percent had another status such as undocumented. 
For language, 19 percent preferred English and 76 per- 
cent preferred Spanish. 

The results indicated that 17 percent of the women 
had been sexually assaulted, which is in line with figures 
from national surveys of women of all ethnicities (see the 
chapter “Sexual Coercion”). Physical assault had been 
experienced by 22 percent, and 18 percent had experi- 
enced stalking. Many had experienced polyvictimization, 
that is, more than one kind of victimization. 

The researchers used many of the methods that are 
recommended for research with ethnic minority popula- 
tions. All interviewers were women, to match the gender 
of the interviewer to that of the respondent. Bilingual 
interviewers were available for those who preferred to be 
interviewed in Spanish. 

Conducting sex research with ethnic minorities in the 
United States requires more than just administering the 
same old surveys to samples of people of color (Matsumoto, 
2000). It also dictates revisions to methods so that they 
are culturally sensitive on issues such as the ethnicity of 
the interviewer (Figure 3), the language used in the ques- 
tions, and the special sensitivity of some groups regard- 
ing certain topics. For more detail, see Milestones in Sex 
Research: Diversity Science. 


Figure 3 Research conducted among racial and 
ethnic minority groups in the United States must be 
culturally sensitive. Ideally, for example, interview- 
ers should be of the same cultural background as 
research participants. 


Thinkstock/Getty Images 
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Studies of Special Populations 


In addition to the large-scale studies of the U.S. popula- 
tion discussed earlier, many studies of special populations 
have been done, often focusing on populations defined by 
their sexual behavior. One example is the Grov study of 
highly sexually active gay and bisexual men in New York 
City (Grov et al., 2016). The study is called Pillow Talk 
and is headed by the prominent sex researcher Jeffrey Par- 
sons. Grov and his New York colleagues wanted to better 
understand the sexual behavior of gay and bisexual men 
given that HIV continues to be a public health crisis in 
this population. Methodologically, the researchers took 
on the issue of the accuracy of self-reports as well as sam- 
pling. In regard to sampling, how does a researcher obtain 
a random sample of such a population when no one has 
a convenient list of all the members of the population? 
In response, the researchers used a combination of four 
recruitment strategies: (1) Internet advertisements on 
social and sexual networking websites; (2) e-mails to New 
York City gay sex party listservs; (3) active recruitment 
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Milestones in Sex Research 


Diversity Science 


n psychology and some other social sciences, 
bia diversity science is a major new trend. Diversity 

science refers to an approach that considers how 
people create group differences, interpret those differ- 
ences, and maintain the group differences over time 
(Plaut, 2010). Diversity science asserts that group differ- 
ences (e.g., differences between racial/ethnic groups) are 
not rooted in “nature.” Instead, beliefs about group differ- 
ences originated in historical thinking and are maintained 
by everyday social interactions and institutions that were 
shaped by the historical beliefs. Diversity science there- 
fore uses a sociocultural framework in which phenomena 
like prejudice and discrimination are not just the result of 
individuals’ prejudice but are also the product of forces 
such as social interactions and elements of the culture— 
including its institutions, such as the law and financial 
institutions. 

Diversity science highlights structural disparities 
between U.S. racial groups in wealth and employment, 
criminal justice, housing, and education (Plaut, 2010). 
For example, for wealth, in 2019 the median family wealth 
was $188,000 for White families, compared with $24,000 
for Black families and $36,000 for Latinx families (Bhutta 
et al., 2020). That is, Black families have only 13% of the 
wealth (financial assets) of White families. One contribu- 
tor to the disparities in wealth was the practice of “redlin- 
ing,” in which Black people were systematically denied 
home mortgages; home ownership is a major way for a 
family to build wealth, and it was unavailable to many 
Black families. Family wealth is more than an abstract 
concept. It is, for example, a major factor in the ability of 
a family to weather a financial shock such as unemploy- 
ment during a pandemic (Callaghan et al., 2021). It is also 
a way for parents to help finance their children’s college 
education. Inequalities in family wealth contribute to the 
digital divide; only 77 percent of low-income adolescents 
live in a home with the Internet, compared with 91 percent 
of higher-income adolescents (Dolcini et al., 2021). In 
turn, this limits low-income adolescents’ access to sexual 
health information on the Internet (Dolcini et al., 2019). 

Recognizing the need for psychology to do more to 
promote equity and diversity in research, the American 
Psychological Association has issued its Guidelines on 
Race and Ethnicity in Psychology (APA, 2019). Two key 
guidelines are these: 


1. Psychologists should be aware of the critical role that 
science plays in informing policy and therefore strive 
to conduct research that promotes the well-being of 


racial and ethnic minorities. The backstory for this 
guideline is that, historically, psychological research 
has sometimes been used to justify racially biased 
policies. Now, psychologists are encouraged to ask 
themselves critical 
questions such as: 


Does the design considers how people create group 
‘ differences, interpret those differ- 
or framing of my ane ; 

: ences, and maintain the group dif- 
research reinforce | ferences over time; it also suggests 
negative stereotypes better research methods, especially 
about minoritized when the topic is race. 
populations? 


2. Psychologists should strive to reduce the effects of race 
bias in their research methods. Race bias can occur in 
many aspects of the research process. For example, 
in sampling, if a researcher uses college students, 
severe underrepresentation of people of color gener- 
ally results. In measurement, the psychological scale 
that is used should be validated, but too often scales 
are validated with all-White or mostly White sam- 
ples, and their validity with ethnic minority groups 
has not been established. 


Others have offered additional guidelines, including 
these (Miller et al., 2019): 


3. Researchers should be mindful of historical patterns of 
oppression and inequality. This recognition is partic- 
ularly important when interpreting research results. 
For example, if we find that one group performs bet- 
ter than another on a test, it is tempting to interpret 
the finding as being due to a difference in innate abil- 
ities. Instead, the difference may be better interpreted 
as being due to inequality between the two groups. 


4. Research teams should be racially diverse, especially 
if they are conducting research on race. Imagine a 
research team of three White men, who decide to 
conduct research on Black women’s life experi- 
ences. You see the problem. The White men, who 
may have the best of intentions, just don’t have the 
necessary insider knowledge of Black culture that is 
necessary for such research. They should add some 
Black women to the team. 


In this chapter and in the chapters that follow, think 
about how the principles of diversity science could make 
sex research better. 


Excellent: 


Diversity Science: An approach that 


Survey 
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Snowball sampling: A method for 


in city venues such as gay bars, 
gay neighborhoods, and gay com- 


acquiring a sample of people in 


which existing participants suggest 


names of future participants to 
be recruited. Also called respon- 
dent-driven sampling. 


munity events; and (4) snowball 
sampling or respondent-driven 
sampling. This last technique 
involves asking people who are 
already enrolled in the study to 
nominate others who would be eligible to participate. 

To overcome some of the difficulties with self-reports, 
discussed earlier in this chapter, and to maximize accu- 
racy in reporting, Grov used the daily diary method. Every 
day, participants completed a report online of their sexual 
behaviors that day. Each day they were asked whether 
they had engaged in any sexual activity with another 
person and, if so, they received a series of questions for 
each partner they reported that day. They responded to 
questions about the particular sexual behavior with that 
person (e.g., anal sex, receptive or insertive) and whether 
a condom was used. They reported the HIV status of the 
partner as well as the perceived ethnicity of the partner. 
As noted earlier, the daily diary method overcomes prob- 
lems with relying on memory in self-reports (McAuliffe 
et al., 2007). It also allows a much richer, contextualized 
description of people’s sexual encounters. In this case, 
the researchers were interested in whether high-risk sex- 
ual behaviors (condomless anal sex) occurred primarily 
between men of the same race, which could account for 
the persistence of higher rates of HIV infection among 
gay and bisexual men of color. They found some evidence 
in favor of this hypothesis, but also some evidence contra- 
dicting it. When doing research with sexual minorities, it 
is important to show the same kind of cultural sensitivity 
as in research with ethnic minorities (Bauer & Wayne, 
2005). For example, if interviews are conducted, the inter- 
viewers should themselves be sexual minorities. 


SEES 
Web-Based Surveys 


Web-based surveys include two methodological compo- 
nents: (1) recruiting participants using the Internet; and 
(2) having participants complete questionnaires online 
rather than in a paper questionnaire or interview. Com- 
pared with other methods, web-based surveys have many 
advantages but also some disadvantages (Bowen, 2005; 
Catania et al., 2015; Gosling et al., 2004; Kraut et al., 
2004; Schick et al., 2014). Online completion of ques- 
tionnaires, because it increases anonymity, should lead to 
more honest responding, and the evidence indicates that 
it does (Robertson et al., 2018). Here we focus on the use 
of the Internet for recruiting participants. 

Web-based sex surveys can recruit much larger sam- 
ples than can traditional interview or questionnaire stud- 
ies. For example, one Internet survey of men who have 
sex with men yielded 1,052 completed surveys in less 


than two months (Matthews et al., 2012). And online 
surveys can potentially produce broader samples than 
can traditional survey methods. For example, if you were 
conducting a survey on college students’ sexuality using 
traditional methods, you would probably sample students 
at your own college or university. If, instead, you adminis- 
tered the questionnaire on the Internet, you could sample 
students from colleges and universities across the nation 
and, indeed, around the world. In what is perhaps the 
most spectacular example to date, the BBC Internet Study 
obtained data from 255,000 people on questions about 
gender and sexuality (Reimers, 2007). These methods 
open up exciting possibilities for cross-cultural research. 

Web-based surveys have particular advantages for 
studying special populations defined by their sexual behav- 
ior, particularly if the behavior is taboo. For example, tra- 
ditional studies of gays and lesbians have used methods 
such as recruiting the sample through gay activist organi- 
zations and gay bars. These methods have been criticized 
because they omit from the sample closeted gays and 
those who do not actively participate in organizations or 
go to bars. Closeted gays have equal access to web-based 
surveys and can answer them in a highly anonymous way, 
respecting their own decisions to remain closeted. There- 
fore, online methods can access this population that had 
previously been studied very little and can yield a much 
wider sample of gays and lesbians. Online methods can 
also locate stigmatized sexual minorities, such as those 
involved in sadomasochism, bondage, and discipline, by 
recruiting participants through virtual communities and 
websites designed for that particular sexual group. 

Web-based surveys, then, have substantial strengths 
on the issue of sampling. Nonetheless, they still rely on 
self-reports, which, as we saw earlier, can be inaccurate to 
some degree. 

Web-based surveys have the ability to eliminate extra- 
neous influences on responding. For example, the gender 
or ethnicity of the interviewer may influence an individu- 
al’s responses, but these factors are eliminated in a ques- 
tionnaire administrated online. 

Do all these substantial advantages come with any dis- 
advantages? Some bias is introduced because not everyone 
has Internet access. Access grows every day, but Internet 
users still, on average, have incomes above the national 
average. Internet samples are nonetheless considerably 
more diverse than the college-student samples used in 
much research. The researcher lacks control of the envi- 
ronment in which the respondent completes the survey— 
something that can be controlled in personal interviews 
but cannot in mailed-out questionnaires. One can imag- 
ine, for example, a group of fraternity brothers filling 
out an online sex survey together and having fun faking 
the answers. Individuals might respond multiple times or 
might try to sabotage or skew the results to show a particu- 
lar outcome. Internal checks can be built into the sequence 
of questions that can detect faked patterns of answers, and 
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methods have been devised to detect repeat responders. 
Nonetheless, these issues continue to be a concern. 


only from Cosmo, or do you want 
to sample from all sex-oriented 


Content analysis: A set of proce- 


dures used to make valid inferences 


On balance, then, web-based surveys offer substantial 
advantages over traditional survey methods and offer 
researchers access to special populations that previously 
were difficult to recruit. 


To this point we have focused on methods used to analyze 
people’s sexuality. Yet we have also recognized the pro- 
found impact of the mass media on Americans’ sexuality. 
To be able to understand this impact, we need to be able 
to analyze the media; the standard technique for this is 
called content analysis (Krippendorff, 2004). 

Content analysis refers to a set of procedures used to 
make valid inferences about text. The “text” might be blog 
posts about sex, advice columns in Cosmopolitan magazine, 
lyrics from rap music, or prime-time television programs. 
As it turns out, many of the same methodological issues 
discussed earlier also come into play with content analysis. 

Sampling is one such issue. Suppose that you want to 
do a content analysis of advice columns in Cosmo. First, 
you need to define the population. Do you want to sample 


magazines? If you want to focus 
only on Cosmo, then you will 
surely want to collect your sam- 
ple of columns from more than one issue. You will have 
to define the span of years of magazine issues in order 
to define the population. Finally, you will have to decide 
whether you will analyze all advice columns from those 
years, sample from only certain years, or sample some col- 
umns in some issues. 

The next step is to create a coding protocol. First, you 
must define the recording unit—is it the word, the sen- 
tence, the entire text, or perhaps themes that run across 
several sentences? Then, perhaps most important, you 
need to define the coding categories. Creating the coding 
scheme involves defining the basic content categories, the 
presence or absence of which will be recorded, for exam- 
ple, in the advice columns. These coding categories will 
depend on the question you want to ask. For example, 
suppose your question about prime-time television shows 
is, “What is the frequency on these shows of nonmarital 
compared with marital sex?” In creating a coding scheme, 
you would have to define carefully what observable behav- 
iors on television count as “sex.” Suppose you include kiss- 
ing, fondling of the breasts or genitals, sexual intercourse 


about text. 


Figure 4 Precise methods have been developed for analyzing the content of the media. 


Janet Hyde 
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Intercoder reliability: In content 
analysis, the correlation or percent of 
agreement between two coders inde- 
pendently rating the same texts. 
Qualitative research: A collection 

of naturalistic, holistic methods, 
including participant observation and 
in-depth interviewing, in which the 
results are conveyed not in numbers 
but in words. 

Ethnography: A research method 
used to provide a description of a 
human group, a social setting, or a 
society. 

Participant-observer technique: A 
research method in which the scien- 
tist becomes part of the community to 
be studied and makes observations 
from inside the community. 


actually shown, and implied sexual 
intercourse. You could then code 
each of these behaviors as they 
occurred on a sample of prime- 
time shows and indicate, for each 
act, whether it was between mar- 
ried or unmarried people. 

The reliability of the coding 
must be demonstrated in con- 
tent analysis just as it must in 
research with human participants. 
Reliability establishes that the 
methods are objective. Without 
a demonstration of reliability, a 
critic might accuse you of bias, for 
example, seeing far more acts of 
sex on the programs than actually 
occurred. Usually a measure called 


intercoder reliability is used (Manganello & Blake, 2010). 
The researcher trains another person in the exact use of 
the coding scheme. Then the researcher and the trained 
coder each independently code a sample of the texts in the 
study—for example, 20 of the advice columns or 20 of the 
prime-time shows. The researcher then computes a cor- 
relation or percent of agreement between the two coders’ 
results, which gives the measure of intercoder reliability. 
If the two coders agree exactly, the correlation will be 1.0. 

Content analysis is a powerful scientific technique that 
allows us to know how the media portray sexuality. As an 
example, let’s suppose that your friend Rachel says that 
it is deeply disturbing that women are shown in nothing 
but traditional roles on prime-time TV, and this situation 
hasn’t improved a bit over the years. Your other friend 
Tanisha disagrees, saying that there may still be some tra- 
ditional images of women, but there are many examples 
of women in nontraditional roles such as doctors, and 
that the media’s portrayals of women have changed a lot 
over the years. How can you decide who is right? Argu- 
ing won't settle the debate. What is needed is a content 
analysis of current prime-time shows, counting instances 
of women in traditional and nontraditional roles, together 
with an analysis of archived prime-time shows from 10 
and 20 years ago. We will see examples of content anal- 
yses such as these in the chapter “Sexuality and the Life 
Cycle: Childhood and Adolescence.” 


SS 
Qualitative Methods 


Most of the research methods discussed so far are quan- 
titative methods, that is, people’s responses are quantified 
or given numerical values. For example, respondents rate 
their attitudes about gay marriage on a scale from (1) 
strongly disapprove to (7) strongly approve; or participants 
report their number of sexual partners in the past year. 


An alternative to quantitative methods is qualitative 
research, in which the results are conveyed not in num- 
bers, but in words—what is sometimes called thick 
description (Berg, 2001; Denzin & Lincoln, 2017). Quali- 
tative research encompasses a collection of methods that 
may involve the researcher’s participation in a setting 
(participant observation); direct observation; or in-depth, 
open-ended interviews. This method is naturalistic and 
holistic. It seeks to understand people in their natural 
environment, not in a lab or an experiment; and it seeks a 
complete picture of the participants and their context, not 
focusing on just one or two variables. 

Alexa Albert’s book Brothel: Mustang Ranch and Its 
Women (2001) is an example of qualitative research. 
Albert’s goal was to study brothel prostitution in the 
context of legalized, regulated prostitution in Nevada. 
She collected data in a variety of ways—for example, 
in-depth interviews with the women who worked in the 
brothel, and observations inside the brothel, including the 
“line-up,” in which the women line up, dressed in their 
best seductive clothing, for the clients to view and pick 
whom they want. This type of research would be called an 
ethnography, a method used widely in anthropology and 
sociology. An ethnography is a research method that aims 
to provide a complete, probing description of a human 
society—whether a preliterate group on a remote island or 
a brothel in Nevada. Ethnography is one of the qualitative 
methods. 

Qualitative research generally differs from quantitative 
research in several ways. Qualitative researchers typically 
do not use random or probability samples, and they typ- 
ically have small samples, perhaps only 20 people. Com- 
pared with quantitative research, qualitative research is 
more likely to be exploratory and to focus on generating 
hypotheses rather than testing hypotheses. Qualitative 
methods and quantitative methods can therefore be used 
together. 

Another type of qualitative research, used by anthro- 
pologists and sociologists, is the participant-observer 
technique. In this type of research, the scientist actually 
becomes a part of the community to be studied, and 
makes observations from inside the community. In the 
study of sexual behavior, the researcher may thus be able 
to make direct observations of sexual behavior combined 
with interview data. 

Examples of this type of research are studies of sexual 
behavior in other cultures, such as those done in Mangaia, 
and Inis Beag, which are discussed in the chapter “Sexual- 
ity in Perspective.” One other example is Charles Moser’s 
study of S/M (sadomasochistic) parties. 

Sex researcher Charles Moser observed S/M interac- 
tions in semipublic settings, attending more than 200 S/M 
parties (Moser, 1998). Such parties are typically highly 
scripted. The person who gives the party may advertise it 
widely (e.g., on the Internet) or may issue personal invi- 
tations to only a very select list. The parties may have a 
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particular theme, such as female dominant/male submis- 
sive only or women only. The party might be held at a per- 
son’s home or in a rented space; some cities have spaces 
dedicated for S/M party rental. 

Each party has a particular set of rules—which vary 
from one party to another—and guests may be required to 
sign a written agreement to them. Issues covered in these 
rules include who may talk to whom (can a submissive 
be spoken to?), who may play with whom, who may have 
sex with whom, prohibited S/M or sexual behaviors, what 
constitutes safer sex, not blocking equipment by sitting on 
it, and so on. Drunkenness is never acceptable; some par- 
ties allow wine or beer, but others ban all alcohol. 

Some individuals plan to have a first “date” at a party. 
Parties clearly have the function of ensuring safety for par- 
ticipants because others are always present if an interaction 
goes too far. Potential partners negotiate what kind of inter- 
action they desire—for example, pain versus humiliation. 

Perhaps most interesting is the fact that coitus or gen- 
itally focused activity designed to produce orgasm is rare 
at these parties. The participants describe the S/M experi- 
ences as highly sexual, but orgasm typically is not the goal. 

Moser did not report that he obtained informed con- 
sent from the people he observed. However, their behav- 
ior was public, leading to a relaxation of human subjects 
regulations. In his report he was careful not to divulge any 
identifying information about individuals. 
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Experiments 


All the studies discussed so far have had one thing in com- 
mon: They were all studies of people’s sexual behavior as it 
occurs naturally, conducted by means such as self-reports 
or direct observations. Such research is correlational; that 
is, the data obtained can tell us that certain factors are 
related. They cannot, however, tell us what causes various 
aspects of sexual behavior. 

For instance, suppose we conduct a survey and find 
that women who masturbated to orgasm in adolescence 
are more likely to have a high consistency of orgasm in 
heterosexual sex than women who did not. From this it 
would be tempting to conclude that practice in mastur- 
bating causes women to have more orgasms in heterosex- 
ual sex. Unfortunately, this is not a legitimate conclusion 
to draw from the data because many other factors might 
also explain the results. For example, it could be that 
some women have a stronger sex drive than others, which 
causes them to masturbate and also have orgasms in het- 
erosexual sex. Therefore, the most we can conclude is that 
masturbation experience is related to (or correlated with) 
orgasm consistency in heterosexual sex. 

An alternative method that does allow researchers to 
determine the causes of various aspects of behavior is 
the experiment. According to its technical definition, in 


an experiment one factor must 
be manipulated while all other 
factors are held constant. Thus, 
any differences among the groups 
of people who received different 
treatments on that one factor can 
be said to be caused by that factor. 
For obvious reasons, most exper- 
imental research is conducted in 
the laboratory. 

As an example of an experi- 
ment, let us consider a study that 
investigated whether being inter- 
viewed face to face causes chil- 
dren to underreport their sexual 
experiences (Romer et al., 1997). 
The participants were approx- 


Correlational study: A study in which 
the researcher does not manipulate 
variables but instead studies naturally 
occurring relationships (correlations) 
among variables. 

Experiment: A type of research study 
in which one variable (the indepen- 
dent variable) is manipulated by the 
experimenter while all other factors 
are held constant; the researcher can 
then study the effects of the inde- 
pendent variable on some measured 
variable (the dependent variable); 

the researcher is permitted to make 
causal inferences about the effects 
of the independent variable on the 
dependent variable. 


imately 400 low-income children between the ages of 9 
and 15. Some were assigned to a face-to-face interview 
with an experienced adult interviewer of their own gender. 
Others were assigned to be interviewed by a “talking com- 
puter,” which had the same questions programmed into 
it (Figure 5). The questions appeared on the screen and, 
simultaneously, came through headphones, for those who 
were not good readers. Presumably in the talking com- 
puter condition, the child feels more of a sense of privacy 
and anonymity and therefore responds more truthfully. 
Among 13-year-old boys interviewed by the talking 
computer, 76 percent said they had “had sex,” compared 
with only 50 percent of the boys in the face-to-face inter- 
view. Forty-eight percent of 13-year-old girls interviewed 
by computer said they had had sex, compared with 


Figure 5 An innovation in surveys of children is 
the use of “talking computers” to ask questions, 

with the children entering their answers using the 
mouse or the keyboard. 


JGI/Jamie Grill/Getty Images 
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Causal inference: Reaching the 
conclusion that one factor actually 


25 percent of those interviewed by a human. The children 
clearly reported more sexual activity to the computer than 
to a human interviewer. 

In the language of experimental design, the indepen- 
dent variable (manipulated variable) was the type of inter- 
view (computer or human interviewer). The dependent 
variable (the measured variable) was whether they had 
had sex (there were a number of other dependent vari- 
ables as well, but a discussion of them would take us too 
far afield). 

The results indicated that those interviewed by humans 
reported significantly less sexual activity than those inter- 
viewed by computer. Because the research design was 
experimental, we can make causal inferences. We can 
say confidently that the type of interview had an effect 
on children’s answers. We might also say that a face-to- 
face interview causes children to underreport their activ- 
ity. That statement is a bit shakier than the previous one 
because it assumes that the answers given to the talking 
computer were “true.” It is possible that children overre- 
ported or exaggerated in responding to the computer and 
that their answers to the human interviewer were accu- 
rate, although this interpretation seems rather far-fetched. 

Experimental sex research permits us to make much 
more powerful statements about the causes of various 
kinds of sexual phenomena. That is, it allows us to make 
causal inferences—inferring that the independent variable 
actually influences the dependent variable. As for disad- 
vantages, much of the experimental sex research, includ- 
ing the study described here, still relies on self-reports. 
Experimental sex research is time consuming and costly, 
and it can generally be done only on small samples of 
participants. Sometimes in their efforts to control all vari- 
ables except the independent variable, researchers control 
too much. Finally, experiments cannot address some of 
the most interesting—but most complex—questions in the 
field of sexual behavior, such as what factors cause people 
to develop different sexual orientations. 


——S>SE>E>E>xL>>SESSE=>E=—_—_————ESES EE ————a) 
Meta-Analysis 


At this point in the field of sex research, there can be doz- 
ens or even hundreds of studies investigating a particu- 
lar question. Let’s say our question is whether there are 
differences between males and females in attitudes about 
same-gender sexual behavior 
(Petersen & Hyde, 2010). Studies 
can contradict each other. With 


causes or influences an outcome. 
Meta-analysis: A statistical method 


that allows the researcher to combine 
the results of all prior studies ona 
particular question to see what, taken 
together, they say. 


this example, some might show 
that women are more approving 
than men are and others might 
show that there is no gender dif- 
ference. What is a scientist or a 
student to conclude? 


Meta-analysis is a technique that allows researchers 
to bring order out of the seeming chaos of contradic- 
tory studies (Lipsey & Wilson, 2001). Meta-analysis has 
become the gold standard for research conclusions in 
many fields, including medicine, education, and psychol- 
ogy. Meta-analysis is a statistical technique. Using it, a 
researcher can statistically combine the results from all 
previous studies of the question of interest to determine 
what, taken together, the studies say. In conducting a 
meta-analysis, the researcher goes through three steps: 


1. The researcher locates all previous studies on the ques- 
tion being investigated (e.g., gender differences in atti- 
tudes toward same-gender sexual behavior). This step 
is typically done using searches of databases such as 
PsycINFO or Web of Science. 

2. For each study, the researcher computes a statistic that 
measures how big the difference between males and 
females was, and what the direction of the difference 
was (males scored higher or females scored higher). 
This statistic is called d. The formula for it is 


= Ma 
Ss 


d 


where M,, is the mean or average score for males, M,, 
is the mean or average score for females, and s is the 
average standard deviation of the male scores and the 
female scores. If you’ve studied statistics, you know 
what a standard deviation is. If you haven’t, the stan- 
dard deviation is a measure of how much variability 
there is in a set of scores. For example, if the average 
score for students on Quiz | is 20 and all scores fall 
between 19 and 21, then there is little variability and 
the standard deviation will be small. If, in contrast, the 
average score for students is 20 and scores range from 
0 to 40, then there is great variability and the standard 
deviation will be large. The d statistic, then, tells us, for 
a particular study, how big the difference between the 
male and female means was, relative to the variability 
in scores. If d is a positive number, then males scored 
higher; if d is negative, females scored higher; and if d 
is zero, there was no difference. 


3. The researcher averages all the values of d over all the 
studies that were located. This average d value tells us, 
when all studies are combined, what the direction of 
the gender difference is (whether males score higher or 
females score higher) and how large the difference is. 
Although there is some disagreement among experts, 
a general guide is that a d of 0.20 is a small difference, 
ad of 0.50 is a moderate difference, and a d of 0.80 or 
more is a large difference (Cohen, 1988). 


Many meta-analyses of gender differences are now 
available. In addition, meta-analysis can be used to syn- 
thesize the results of any group of studies that all used 
a two-group design to investigate the same question. 
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For example, meta-analysis could be used for all studies on 
the effectiveness of Viagra compared with a placebo pill. 
Whenever possible in the chapters that follow, I present 
evidence based on meta-analyses. 


mean is the same, but in the first 
there is little variability, and in a Bye IngR abiesPengents 
the second there is a great deal of | jegian: The middle score. 
variability. These two alternatives | Prevalence: The percentage of 

are shown graphically in Figure 6. | people in a population who have 
There is great variability in virtu- 


engaged in a certain behavior or 
have a certain condition at a specific 


Statistical Concepts 


Before you can understand reports of sex research, you 
need to understand some basic statistical concepts. 


Average 

Suppose we get data from a sample of married heterosex- 
ual couples on how many times per week they have sexual 
intercourse. How can we summarize the data? One way to 
do this is to compute some average value; this will tell us 
how often, on the average, these people have intercourse. 
In sex research, the number that is usually calculated is 
either the mean or the median; both of these give us an 
indication of approximately where the average value for 
that group of people is. The mean is simply the average of 
the scores of all the people. The median is the score that 
splits the sample in half, with half the respondents scoring 
below that number and half scoring above it. 


Variability 

In addition to having an indication of the average for the 
sample of respondents, it is also important to know how 
much variability there is from one respondent to the next 
in the numbers reported. That is, it is one thing to say 
that the average couple in a sample had intercourse three 
times per week, with a range in the sample from two to 
four times per week, and it is quite another thing to say 
that the average was three times per week, with a range 
from zero to fifteen times per week. In both cases the 
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point in time. 
Frequency: How often a person does 
something. 


Average versus Normal 
It is interesting and informative 
to report the average frequency of a particular sexual 
behavior, but this also introduces the danger that people 
will confuse “average” with “normal.” That is, there is a 
tendency, when reading a statistic like “the average per- 
son has sex twice per week,” to think of one’s own sexual 
behavior, compare it with that average, and then conclude 
that one is abnormal if one differs much from the aver- 
age. If you read that statistic and your frequency of sex 
is only once a week, you may begin to worry that you are 
undersexed or that you are not getting as much as you 
should. If you are having sex seven times per week, you 
might begin worrying that you are oversexed. Conclusions 
like that are a mistake, first because they can make you 
miserable and second because there is so much variabil- 
ity in sexual behavior that any behavior (or frequency or 
length of time) within a wide range is perfectly normal. 
Don’t confuse average with normal. 


Prevalence and Frequency 

In sex statistics, the terms prevalence and frequency are 
often used. Prevalence is the percentage of people in a 
population who have engaged in a certain behavior (e.g., 
masturbation) or have a certain condition (e.g., gonorrhea 
infection) at a specific time point. Frequency refers to how 
often people do something. Thus, we might say that the 
prevalence of genital herpes in the adult U.S. population 
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Figure 6 Two hypothetical graphs of the frequency of intercourse for heterosexual couples in a sample. In 
both, the average frequency is about three times per week, but in (a) there is little variability (almost every- 
one has a frequency between two and four times per week), whereas in (6) there is great variability (the fre- 
quency ranges from O to 15 or more times per week). The graph for most sexual behavior looks like (6), with 


great variability. 


64 


CHAPTER 3 * SEX RESEARCH 


Correlation: A number that mea- 


sures the relationship between two 
variables. 


is 20 percent. And we might say that the frequency of 
masturbation among 18- to 22-year-old men in the United 
States is, on average, 2 times per week. Prevalence and 
incidence are terms that come from public health, so they 
most often refer to diseases, but they can also refer to 
behaviors. 

A related concept is that of cumulative incidence. If 
we consider a sexual behavior according to the age at 
which each person in the sample first engaged in it, the 
cumulative incidence refers to the percentage of people 
who have engaged in that behavior before a certain age. 
Thus, the cumulative incidence of masturbation in males 
might be 10 percent by age 11, 25 percent by age 12, 
82 percent by age 15, and 95 percent by age 20. Graphs 
of cumulative incidence always begin in the lower left- 
hand corner and move toward the upper right-hand 
corner. An example of a cumulative-incidence curve is 
shown in Figure 7. 


Correlation 

In this chapter the concept of correlation has already 
been mentioned several times—for example, test-retest 
reliability is measured by the correlation between people’s 
answer to a question with their answer to the same ques- 
tion a week or two later—and the concept of correlation 
reappears in later chapters. 

The term correlation is used by laypeople in contexts 
such as the following: “There seems to be a correlation 
here between how warm the days are and how fast the 
corn is growing.” But what do statisticians mean by the 
term correlation? A correlation is a number that measures 
the relationship between two variables. A correlation can 
be positive or negative. A positive correlation occurs when 
there is a positive relationship between the two variables; 
that is, people who have high scores on one variable tend 
to have high scores on the other variable; low scores go 
with low scores. A negative correlation occurs when there 
is an opposite relationship between the two variables; that 
is, people with high scores on one variable tend to have 
low scores on the other variable. We might want to know, 
for example, whether there is a correlation between the 
number of years a couple has been together and the fre- 
quency with which they have sexual intercourse. In this 
case we might expect that there 
would be a negative correlation, 
and that is just what researchers 
have found. That is, the greater 
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Figure 7 A cumulative-incidence curve for mas- 
turbation in males. From the graph, you can read 
off the percentage of males who report having 
masturbated by a given age. For example, about 
82 percent have masturbated to orgasm by age 15. 


the number of years in the relationship, the /ower the fre- 
quency of intercourse. 

Correlations range between +1.0 and —1.0. A cor 
relation of +1.0 indicates a perfect positive relationship 
between two variables, meaning that the person in the sam- 
ple who scores highest on one variable also has the highest 
score on the other variable, the person with the second 
highest score on the first variable also has the second high- 
est score on the other variable, and so on. A correlation 
of 0 indicates no relationship between the two variables. 
Knowing a person’s score on one variable tells us nothing 
about whether the person will have a high or a low score 
on the other variable. Positive correlations between 0 and 
+1.0, for example, +.62, say that the relationship is posi- 
tive but not a perfect relationship. 

Returning to the example of test-retest reliability dis- 
cussed earlier in this chapter, suppose we administer a 
questionnaire to a sample of adults. One of the questions 
asks, “How many times did you masturbate to orgasm 
during the month of September?” We ask this question of 
the sample on October | and again on October 8. If each 
person in the sample gives us the same answer on Octo- 
ber 1 and on October 8, the correlation between the two 
variables (the number given on October 1 and the num- 
ber given on October 8) would be +1.0 and the test-retest 
reliability would be a perfect + 1.0. In fact, test-retest reli- 
abilities for questions about sex typically range between 
+.60 and +.90, indicating that people’s answers on the 
two occasions are not identical but are very similar. 
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Understanding the importance of sampling 


As we have explained in this chapter, recruiting a random or probability sample is an important aspect of high- 
quality sex research. The quality of the sampling has an enormous impact on the conclusions that we can legiti- 
mately reach from a particular study. Consider the following example. 

Researchers were interested in learning about the motivations for extramarital sex among individuals actively 
involved in extramarital relationships (Omarzu et al., 2012). The researchers recruited their sample by posting a 
message on a website aimed at adults who engage in extramarital infidelity. A sample of 22 men and 55 women 
agreed to participate. According to the results, for both women and men, sexual needs, emotional needs, and fall- 
ing in love were the top reasons for beginning affairs. 

The population of interest here is all adults who have engaged in extramarital relationships. Did the researchers 
recruit a random sample of that population? If not, who did they miss? 

What can we conclude from this study? Given that 22 men and 55 women participated, could we conclude 
that women are more than twice as likely as men to engage in extramarital relationships? Could we conclude that 
sexual needs, emotional needs, and falling in love are the top reasons for beginning affairs among the population of 
people who engage in extramarital sex? After you have answered these questions for yourself, read on to the next 
paragraph, which provides some answers. 

The researchers did not recruit a random sample of the population of those who engage in extramarital sex. 
Instead, they recruited a sample of people who participate on a website aimed at this topic. Therefore, we can’t 
reach any statistical conclusions, such as that women are more than twice as likely to engage in extramarital affairs. 
We only know about the people who spend time on that website. It is likely that certain categories of people are 
missing from the sample, such as the person who had an extramarital fling once while away from home and drunk 
at a convention, who feels terribly guilty about it, and never wants to think about it again, much less go to a website 
to discuss it. Therefore, the motives that the researchers found in their sample might not characterize the whole 
population, including all the people who were missed. 

A random, or representative, or probability sample is crucial if we are to make valid conclusions from research. 
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Understanding the importance of experiments 


In this chapter, you learned how it is crucial to have a true experiment—with an independent variable that is manip- 
ulated, and with random assignment of participants to experimental groups—to be able to make causal inferences 
from a study. By causal inference we mean a conclusion that one variable causes or influences another variable. 

Suppose we want to determine whether substantial exposure to pornography as an adolescent leads men to 
commit sex crimes. Notice here that the word “leads” is a causal term. It is equivalent to saying that exposure 
causes or influences men to commit sex crimes. 

To find an answer to the question, we recruit two samples from a prison. One is a group of sex offenders who 
are in prison because they committed a sex crime. The second group is composed of offenders who are in prison 
for some other offense (for example, murder or robbery) but have not committed a sex crime. Both groups fill out 
a questionnaire that asks about their use of pornography while they were adolescents and, sure enough, the sex 
offenders had twice as much exposure to pornography as the other offenders. From this, can we conclude that 
exposure to pornography in adolescence makes men commit sex crimes? Was this a true experiment? 

The answer to both questions is no. It is tempting to conclude that this was a true experiment because there 
were two groups, sex offenders and non-sex offenders. The problem, though, is that men were not randomly 
assigned to be in one group or the other. Moreover, here the hypothesized independent variable, the causal vari- 
able, is pornography exposure, not sex offending, and the men were also not randomly assigned to pornography 
exposure or not. Therefore, this is actually a correlational study, and all we can conclude is that there is an associa- 
tion between pornography exposure and sex offending, not that pornography causes sex offending. 

To clarify why a causal conclusion is not warranted with a correlational study like this, it is often helpful to 
think of another explanation for the findings. Often this is a third-variable explanation; that is, there might be some 
third variable that influences both of the variables that were studied. In this case, the third variable may be expe- 
riences of child sexual abuse that influence men to commit sex offenses and increase their desire to use pornog- 
raphy. This explanation makes it even clearer why we cannot conclude that substantial exposure to pornography 
makes men commit sex crimes. 

The effects of pornography are discussed in detail in the chapter “Sex for Sale.” 


SUMMARY 


Measuring Sex several ways. (3) Ethical issues: Sex researchers, like all 


Researchers measure various aspects of human sexuality Tesearchers, are bound by the rules of informed consent, 
using (1) self-reports, (2) behavioral measures (e.g., direct Protection from harm, and justice. 

observation, eye-tracking), (3) implicit measures (e.g., the 
IAT), and (4) biological measures (e.g., plethysmography, 


The Major Sex Surv 
fMRI, pupil dilation). e Major Sex Surveys 


One major sex survey is the Kinsey report: Based on 
data collected in the 1940s, it was a large-scale interview 


Issues in Sex Research 

Three crucial methodological issues in sex research are 
(1) sampling: Random samples or probability samples 
are best but are difficult to obtain because some people 
refuse to participate. (2) The accuracy of measurement: 
Much sex research relies on people’s reports of their own 
sexual behavior. Research shows that these self-reports 
are generally accurate, but they can also be distorted in 


study of the sexual behavior of Americans. The interview- 
ing techniques were excellent, but the sampling was not. 
The NHSLS, published in 1994, is a large-scale survey, 
based on probability sampling. The more recent NSSHB 
used online methods. Surveys comparable to the NHSLS 
have been conducted in Britain and Australia. Diversity 
science urges researchers to pay more attention to race/ 
ethnicity in their research. 
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Studies of Special Populations 

Studies of special populations involve studies of popula- 
tions defined by their sexual behavior, such as gay people 
or those interested in sadism and masochism. 


Web-Based Surveys 

In web-based surveys, sex researchers recruit the sample 
and collect data online, which is especially useful in tap- 
ping hidden populations. 


Media Content Analysis 

Media content analysis involves a set of scientific proce- 
dures used to make valid inferences about some aspect of 
the media, such as sexuality in prime-time television pro- 
grams or the content of advice columns in Cosmopolitan. 


Qualitative Methods 

Qualitative methods yield results that are conveyed not in 
numbers but in words and aim at an in-depth description of 
people in their natural environment. Participant-observer 


studies are one kind of qualitative method, in which the 
scientist becomes part of the community to be studied 
and makes observations from inside the community. 


Experiments 

Experiments are defined technically as a type of research 
in which one variable (the independent variable) is 
manipulated so that the researcher can study the effects 
of it on the dependent variable. 


Meta-Analysis 

Meta-analysis is a statistical method for combining the 
results from all of the studies that have been done on a 
particular question, such as gender differences in atti- 
tudes about casual sex. 


Statistical Concepts 

Statistical concepts that are important for understanding 
reports of sex research include average, variability, preva- 
lence versus frequency, and correlation. 


SUGGESTIONS FOR FURTHER READING 


Matsumoto, David, & Juang, Linda. (2017). Culture 
and psychology (6th ed.). Cengage Learning. This 
is an authoritative textbook on cultural psychology; 
it includes an excellent chapter on cross-cultural 
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examples. 
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1. Do women ejaculate? 

2. Are there any medical advantages to 
circumcising baby boys? 

3. Are there any cancers of the sex organs 
that affect young men? 


Read this chapter to find out. 
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[: is a well-documented fact that guys will not ask for directions. This is a biological thing. 
This is why it takes several million sperm cells ... to locate a female egg, despite the fact 
that the egg is, relative to them, the size of Wisconsin.* 


*“Dave Barry’s Complete Guide to Guys” by Dave Barry, 1995, Random House. 


Everyone needs more information about their own body. 
The purpose of this chapter is to provide basic informa- 
tion about the structure and functions of the parts of 
the body that are involved in sexuality and reproduction. 
Some readers may anticipate that this will be a boring exer- 
cise. Everyone, after all, knows what a penis is and what a 
vagina is. But even today, we find some bright college stu- 
dents who think a woman’s urine passes out through her 
vagina. And how many know what the epididymis and the 
seminiferous tubules are? If you don’t know, keep reading. 
You may even find out a few interesting things about the 
penis and the vagina that you were not aware of. 


——EEEEEEEE—EE—EEE—EE—EE—>—>e>E>E>L_>_——_—_—_—SSa 
Sex Organs in Female Bodies’ 


To organize the discussion that follows, we will first consider 
the female external organs and then the internal organs. 


External Organs 

The external genitals consist of the clitoris, the mons 
pubis, the inner lips, the outer lips, and the vaginal open- 
ing (see Figure 1 [Ginger & Yang, 2011]). Collectively, 
they are known as the vulva (“crotch”; other terms such as 
“cunt” and “pussy” may refer either to the vulva or to the 
vagina, and some ethnic groups use “cock” for the vulva— 
slang, alas, is not so precise as scientific language).* Vulva 
is a wonderful term, but, unfortunately, it tends to be 
underused—the term, that is. The appearance of the vulva 
varies greatly from one woman to another (see Figure 2). 


The Clitoris 

The clitoris is a sensitive organ that is exceptionally 
important in female sexual response (Figure 3). It con- 
sists of the tip (glans), a knob of tissue situated externally 
in front of the vaginal opening and the urethral opening; 
a shaft consisting of two corpora cavernosa (spongy bod- 
ies similar to those in the penis) that extends perhaps 


'This chapter is about bodies, not identities, so the term “female 


Mons pubis 


Prepuce 


Glans clitoris 


Opening of 
urethra 


Outer lips 


Bartholin gland Inner lips 
Vagina 
Fourchette 
Perineum 
ee -— 


Anus 


Figure 1 The vulva: the external genitals of the 
female body. 


an inch into the body; and two crura (singular “crus”), 
longer spongy bodies that lie deep in the body and run 
from the tip of the clitoris to either side of the vagina, 
under the major lips (Clemente, 1987). Some refer to the 
entire structure as having a “wishbone” shape. Close to 
the crura are the vestibular bulbs, which are discussed in 
the section on internal organs. 

As we will see in the chapter “Sex Hormones, Sexual 
Differentiation, and the Menstrual Cycle,” female sexual 
organs and male sexual organs develop from similar tis- 
sue before birth; thus we can speak of the organs of one 
gender as being homologous (in the sense of developing 
from the same source) to the organs of the other gender. 
The clitoris is homologous to the 
penis; that is, both develop from 
the same embryonic tissue. The 
clitoris has a structure similar to | female. 


Vulva (VULL-vuh): The collective 
term for the external genitals of the 


that of the penis in that both have } Clitoris (KLIT-or-is): A highly sensitive 


body” refers to a body that has all or most of the following organs: 
clitoris, vagina, uterus, and ovaries. A person with a female body 
might have a female identity or some other identity. 

For a discussion of slang terms for female and male genitals, see 
Braun and Kitzinger (2001). 


corpora cavernosa. The clitoris sexual organ; the glans is in front of 
the vaginal entrance, and the rest of 


. . the clitoris extends deeper into the 
the next, much as the penis varies } ,, ody. 


in size from man to man. Also, the 


varies in size from one woman to 
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Mons pubis (PYOO-bis): The fatty 
pad of tissue under the pubic hair. 


(a) 


Figure 2. Genital diversity: The shape of the vulva varies widely from one woman to the next. 


(c) 


(a) John R. Foster/Science Source; (b) H.S. Photos/Alamy; (c) Daniel Sambraus/Science Source 


clitoris, like the penis, is erectile. Its erection is possible 
because its internal structure contains corpora cavernosa 
that fill with blood, as the similar structures in the penis 
do. The corpora cavernosa and the mechanism of erection 
will be considered in more detail in the discussion of male 
sexual organs. Like the penis, the clitoris has a rich sup- 
ply of nerve endings, making it very sensitive to stroking. 
Most women find it to be more sensitive to erotic stimula- 
tion than any other part of the body. 

The clitoris is unique in that it is the only part of the 
sexual anatomy with no known reproductive function. All 
the other sexual organs serve both sexual and reproduc- 
tive functions. For example, not only is the vagina used 
for sexual intercourse, but it also receives the sperm and 
serves as the passageway through which the baby travels 
during childbirth. The penis not only produces sexual 
arousal and pleasure but also is responsible for ejaculation 
and impregnation. The clitoris clearly has an important 
function in producing sexual arousal. Unlike the other sex- 
ual organs, however, it appears to have no direct function 
in reproduction. 


The Mons 

Other parts of the vulva are the mons pubis, the inner lips, 
and the outer lips. The mons pubis (also called the mons) 
is the rounded, fatty pad of tissue, covered with pubic hair, 
at the front of the body. It lies on top of the pubic bones. 


The Labia 

The outer lips (or labia majora, for 
“major lips”) are rounded pads of 
fatty tissue lying along both sides of 


Outer lips: Rounded pads of fatty tis- the vaginal opening; they are cov- 
sue lying on either side of the vaginal ered with pubic hair. The inner lips 


entrance. 
Inner lips: Thin folds of skin lying on 
either side of the vaginal entrance. 


(or labia minora, for “minor lips”) 
are two hairless folds of skin lying 
between the outer lips and running 


right along the edge of the vaginal opening. Sometimes they 
are folded over, concealing the vaginal opening until they 
are spread apart. The inner lips extend forward and come 
together in front, forming the clitoral hood. The inner and 
outer lips are well supplied with nerve endings and thus are 
also important in sexual stimulation and arousal. 

Speaking of pubic hair, people are giving it a lot of 
attention these days. Some women trim theirs and oth- 
ers remove some or all of it, using methods ranging from 
shaving to waxing. In one study, 60 percent of Australian 
undergraduate women reported that they removed some of 
their pubic hair, and 48 percent said they removed most or 
all of it (Tiggemann & Hodgson, 2008). The women gave a 
number of reasons for removing pubic hair, including feel- 
ing cleaner, feeling attractive, feeling sexy, and making the 
sexual experience better. Some experts attribute increases 
in pubic hair removal to increased access to pornography 
on the Internet (Ramsey et al., 2009). Female porn stars 
invariably have some form of pubic hair removal, and they 
therefore show women what they should look like, in addi- 
tion to teaching men what to expect from women. Men, 
too, both gay and straight, are increasingly likely to remove 
pubic hair (Martins et al., 2008). 

In a U.S. national sample, 67 percent of men and 
85 percent of women reported a history of pubic hair 
“grooming” (Truesdale et al., 2017). Unfortunately, there 
seems to be a downside to all this fussing over fur. In 
the same U.S. study, 26 percent of those who groomed 
suffered injuries (Truesdale et al., 2017). Most common 
were lacerations, followed by burns and rashes. As if 
that weren’t enough, the research showed a correlation 
between pubic hair grooming and STIs (Osterberg et 
al., 2017). Those with a history of grooming had roughly 
twice the chance of having had an STI, such as herpes, 
HPV, or chlamydia, compared with those who had never 
groomed. “Extreme” groomers (complete removal of all 
pubic hair more than 11 times per year) had 4 times the 
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Symphysis pubis Suspensory 
ligament of clitoris 


Corpora cavernosa 
of clitoris 


Glans clitoris Prepuce of clitoris 


Frenulum of clitoris 


Crura of clitoris 


Inner lips External urethral 


opening 


Vaginal opening Remnants of hymen 


Vestibular bulb Ischiocavernosus 
muscle 

Greater vestibular 
gland and its 


orifice 


External anal 
sphincter 
muscle 


Vestibule of vagina; 
Frenulum of inner lips 


Anus 


(9) chance of having had an STI. This makes sense because 


even small lacerations around the genitals are a great way 
for STI microbes to enter the body. 

A pair of small glands, the Bartholin glands, lie just 
inside the inner lips (Figure 1). They seem to have no sig- 
nificant function, and they are of interest only because 
they sometimes become infected.’ 

A few more landmarks should be noted (Figure 1). 
The place where the inner lips come together behind the 
vaginal opening is called the fourchette. The area of skin 
between the vaginal opening and 
the anus is called the perineum. . J 

, Bartholin glands: Two tiny glands 
(The analogous area in male bod- located on either side of the vaginal 
ies is also termed the perineum.) | entrance. 
The vaginal opening itself is some- || Perineum (pair-in-NEE-um): The skin 
times called the introitus. Notice || between the vaginal entrance and 
also that the urinary opening lies | the anus- 
: See Introitus: The vaginal entrance. 

about midway between the clitoris 


3And there is a limerick about them: 


There was a young man from Calcutta 


(b) who was heard in his beard to mutter, 
“Tf her Bartholin glands 
Figure 3 (qa) Structure of the clitoris; (b) MRI scan pom i respi ttay Hands, 


; I’m afraid I shall have to use butter.” 
of the same region. 


Actually, there is a biological fallacy in the 
(b) From Clinical Anatomy, Christine M. Vaccaro © 2015 Wiley Peri- limerick. Can you spot it? If not, 
odicals, Inc. Reproduced with permission of John Wiley & Sons Inc. see the chapter “Sexual Arousal.” 
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and the vaginal opening. Thus 
urine does not pass out through 
the clitoris (as might be expected 
from analogy with males) or 
through the vagina, but instead 
through a separate pathway, the 
urethra, with a separate opening. 


Urethra: The tube through which 
urine passes from the bladder out of 
the body. 


Hymen (HYE-men): A thin membrane 
that may partially cover the vaginal 
entrance. 


Self-Knowledge 

One important difference between the male sex organs 
and the female sex organs—and a difference that has some 
important psychological consequences—is that females’ 
external genitals are much less visible than males’. Male 
external genitals can be viewed directly either by looking 
down at them or by looking into a mirror while naked. 
Either of these two strategies for females, however, will 
result at best in a view of the mons. The clitoris, the inner 
and outer lips, and the vaginal opening remain hidden. 
Indeed, many adult women have never taken a direct look 
at their own vulva. This obstacle can be overcome by sim- 
ply using a mirror. The genitals can be viewed either by 
putting a mirror on the floor and sitting in front of it or by 
standing up and putting one foot on the edge of a chair, 
bed, or something similar and holding the mirror up near 
the genitals (see Figure 4). I recommend that all people 
with female bodies use a mirror to identify on their own 
bodies all the parts shown in Figure 1. 


The Hymen 

The hymen (“cherry,” “maidenhead”) is a thin membrane 
which, if present, partially covers the vaginal opening. The 
hymen may be one of a number of different types (see 
Figure 5), although it generally has some openings in it; oth- 
erwise, the menstrual flow would not be able to pass out. 
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‘The rare condition in which the hymen is a tough tissue with no 
opening is called imperforate hymen and can be corrected with fairly 
simple surgery. 


Figure 4 Body education: The mirror exercise 
lets women see their own genitals. 


agefotostock/Alamy Stock Photo 


At the time of first intercourse, the hymen may be broken or 
stretched as the penis moves into the vagina. This may cause 
bleeding and possibly some pain. Typically, though, it is an 
untraumatic occurrence and goes unnoticed in the excite- 
ment of the moment. For a woman who is very concerned 
about her hymen and what will happen to it at first coitus, 
there are two possible approaches. A physician can cut the 
hymen neatly so that it will not tear at the time of first inter- 
course, or the woman herself can stretch it by repeatedly 
inserting a finger into the vagina and pressing on it. 

The hymen, and its destruction at first intercourse, 
has captured the interest of people in many cultures. In 
Europe during the Middle Ages, the lord might claim the 
right to deflower a peasant bride on her wedding night 
before passing her on to her husband (the practice is 
called droit du seigneur for “right of the lord” in French 
and jus primae noctis for “law of the first night” in Latin). 
The hymen has been taken as evidence of virginity. Thus, 
bleeding on the wedding night was proof that the bride 


Annular hymen Septate hymen 


Figure 5 There are several types of hymens. 


Cribriform hymen 


Imperforate hymen 
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oday a worldwide sexual health controversy rages 


Female Genital Cutting 
over female genital cutting (FGC, also known as 
female genital mutilation, or FGM). According 


to UNICEF, 200 million girls and women have been sub- 
jected to FGC in 30 countries, 27 of them in Africa, 
together with Yemen, Iraq, and Indonesia (Andro & Les- 
clingand, 2017; Figure 6). Half of the genitally mutilated 
girls and women live in just three countries: Indonesia, 
Ethiopia, and Egypt. Typically FGC is performed on girls 
between 6 and 10 years of age. Often it is performed by a 
native woman without anesthetic and under unsanitary 
conditions. 

FGC is practiced in several forms, depending on the 
customs of the particular culture. The simplest is clitori- 
dectomy, the partial or total removal of the glans of the cli- 
toris, and sometimes just the prepuce. The World Health 
Organization (WHO) classifies this as Type 1. Excision 
(Type 2) involves the partial or total removal of the clito- 
ris and the inner lips. The most extreme form is infibula- 
tion (Type 3), in which the clitoris and all of the inner lips 
are removed, part of the outer lips are removed, and the 
raw edges of the outer lips are stitched together to cover 
the urethral opening and the vaginal entrance, with only a 
small opening left for the passage of urine and menstrual 
fluid. WHO Type 4 refers to all other female genital pro- 
cedures for nonmedical purposes, including nicking or 
piercing the prepuce, which is favored by some as preserv- 
ing the tradition but injuring the body the least. The term 
female circumcision is also used, although its definition is 
less clear; generally it means the Type 1 procedure. 

All of these procedures pose health risks and infibu- 
lation creates especially severe problems. Hemorrhaging 
may occur, leading to shock and even death. Because of 
unsanitary conditions present during the procedure, teta- 
nus and other infections are risks. The same instrument 
may be used in turn on multiple girls, so HIV and hepati- 
tis B can be transmitted. A common problem is that the 
pain of the wound is so severe and the stitching so tight 
that the girl avoids urinating or cannot urinate properly, 
leading to urinary infections. A tightly infibulated woman 
can only urinate drop by drop, and her menstrual period 
may take 10 days and be extremely painful. Women who 
have undergone FGC are at higher risk of infections such 
as herpes and bacterial vaginosis. 

The sexual and reproductive health consequences 
are no less severe. Infibulation is an effective method 


Figure 6 Twenty-seven African nations practice 
some form of ritualized genital cutting of young 
girls. Clitoridectomy is also practiced in Muslim 
countries outside Africa and was practiced in the 
United States during the Victorian era. Today there 
is a grassroots movement in Africa to end the prac- 
tice. The sign says, “Let’s stop excision!” 


Jamie Carstairs/Alamy Stock Photo 


for ensuring virginity until marriage, but on the wedding 
night the man must force an opening through stitching 
and scar tissue. It is painful and may take days; a midwife 
may be called to cut open the tissue. Orgasm would be 
only a remote possibility for a woman whose clitoris has 
been removed, and women who have experienced FGC 
are at heightened risk for pain during sexual intercourse 
(Connor et al., 2021). Infibulated women have a substan- 
tial risk of complications during childbirth and of new- 
born deaths (WHO, 2012). 

FGC has declined in some nations such as Sierra 
Leone, where the prevalence has gone from 96 percent 
in older cohorts to 70 percent in younger cohorts (Pop- 
ulation Reference Bureau, 2014). Villages across Senegal 
have pledged to end the custom (Dugger, 2011). None- 
theless, it persists in many places. If the procedures 
are so harmful, why do people continue them? Why do 
girls submit to them, and even ask for them, and why do 
their parents permit or 
even encourage it? The 
answer lies in the complex 
and powerful interplay 
of culture and gender. 


Female genital cutting: Cutting or 
removing parts of the clitoris or inner 
and outer lips. Also called female 

genital mutilation. 
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Vagina (vuh-JINE-uh): The tube- 
shaped organ into which the penis 


is inserted during coitus and through 
which a baby passes during birth. 


Infibulation indicates not only virginity but also a wom- 
an’s loyalty to her culture and its traditions, a particularly 
sensitive issue for people long dominated by European 
colonizers. A woman who is not infibulated is not mar- 
riageable in these cultures, in which marriage is the only 
acceptable way of life for an adult woman. When those 
are the rules of the game, it is less surprising that girls sub- 
mit or even want to be circumcised and that their parents 
require them to do it. Some communities may also hold 
certain beliefs that make these procedures seem neces- 
sary. Some Muslims mistakenly believe that it is required 
by their faith, although it is not mentioned in the Koran. 
Research also shows that the more empowered women 
are, the less they favor FGC (Afifi, 2009). 

FGC raises a number of dilemmas for North Americans. 
In universities, we generally encourage the approach of 
cultural relativism, an openness to and appreciation of 
the customs of other cultures. If we apply standards of 
cultural relativism, we should say, “Great, if that’s what 
those people want.” But should there be limits to cultural 
relativism? Can one oppose certain practices that pose 
well-documented, serious health risks, even though they 
are popular in the culture? Medical personnel in North 
America face difficult dilemmas. Immigrant women 
whose daughters are born in North America may request 
that a physician perform an excision, knowing that the 
procedure will be far safer if done by a physician in a hos- 
pital. Should the physician comply, knowing that the real- 
istic alternative is that the procedure will be performed by 
an untrained person from that culture under unsanitary 
conditions? 

On a more hopeful note, a grassroots movement of 
women that is dedicated to eliminating these practices 
has sprung up in a number of African nations, including 
Kenya, Gambia, Senegal, Sudan, Somalia, and Nigeria. 


had been delivered intact to the 
groom; the parading of the bloody 
bedsheets on the wedding night, a 
custom of the Kurds of the Mid- 
dle East, is one ritual based on 
this belief. 

Such practices rest on the assumption that a woman 
without a hymen is not a virgin. However, we now know 
that this is not true. Some girls are simply born without 
a hymen, and others may tear it in active sports such as 
horseback riding. Unfortunately, this means that some 
women have been humiliated unjustly for their lack 
of a hymen. 


And some surgeons in Western nations are developing 
reconstructive surgeries, termed deinfibulation, to restore 
anatomy and function to women who experienced infibu- 
lation; scar tissue is removed and the clitoris is uncovered. 
These procedures seem to be effective in reducing pain 
and restoring pleasure (Brady et al., 2021; Foldés et al., 
2012; Gruenbaum, 2021). 

Several points help to put matters into perspective. 
First, only about 15 percent of cultures that practice FGC 
do the severe form, infibulation. The remaining cultures 
practice the milder forms ranging from a slit in the pre- 
puce to clitoridectomy. Second, far more cultures practice 
male genital modifications than female genital modifica- 
tions. An example is the United States, where male cir- 
cumcision is widespread but FGC is extremely rare. 

Third, currently there is a cult in the United States that 
advocates genital surgeries such as removal of the inner 
or outer lips, because they believe that the vulva is more 
beautiful and erotic that way (Miklos & Moore, 2008). 
More broadly, genital plastic surgery has become widely 
available and is raising controversies in the medical com- 
munity (Liao et al., 2010). For example, some women 
want to have their inner lips trimmed (labiaplasty), saying 
that they don’t like the appearance of their natural ones 
and that surgery will improve their self-confidence (Ozer 
et al., 2018). How should a surgeon respond? Would edu- 
cation and psychotherapy achieve a better result? And, 
why are these genital plastic surgeries legal in Western 
nations where FGC is prohibited (Johnsdotter & Essén, 
2010)? 


Additional sources: Almroth et al. (2001); Morrison et al. (2001); 
Shell-Duncan (2008); Yoder et al. (2004). 


Internal Organs 

The internal sex organs consist of the vagina, the vestibu- 
lar bulbs, the Skene’s glands, the uterus, a pair of ovaries, 
and a pair of fallopian tubes (see Figure 7). 


The Vagina 

The vagina is the tube-shaped organ into which the penis 
is inserted during coitus; it also receives the ejaculate. 
Because it is the passageway through which a baby travels 
during birth, it is sometimes also called the birth canal. 
In the resting or unaroused state, the vagina is about 
8 to 10 centimeters (3 to 4 inches) long and tilts slightly 
backward from the bottom to the top. At the bottom it 
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Figure 7 Internal sexual and reproductive organs from a side view (top) and a front view. 


ends in the vaginal opening, or introitus. At the top it con- 
nects with the cervix (the lower part of the uterus). It is a 
very flexible organ that works somewhat like a balloon. In 
the unaroused state its walls lie against each other like the 
sides of an uninflated balloon; during arousal it expands 
like an inflated balloon, allowing space to accommodate 
the penis. 

The walls of the vagina have three layers. The inner 
layer, the vaginal mucosa, is a mucous membrane similar 


to the inner lining of the mouth. The middle layer is mus- 
cular, and the outer layer forms a covering. The walls 
of the vagina are extremely elastic and are capable of 
expanding to the extent necessary during intercourse and 
childbirth, although with age they become thinner and 
less flexible. 

The nerve supply of the vagina is mostly to the lower 
one-third, near the introitus. That part is sensitive to erotic 
stimulation. The inner two-thirds of the vagina contains 


76 


CHAPTER 4 + SEXUAL ANATOMY 


Pubococcygeus muscle (pyoo-bo- 
cox-ih-GEE-us): A muscle around the 
vaginal entrance. 

Vestibular bulbs: Erectile tissue run- 
ning under the inner lips. 

Skene’s gland: Female prostate, 


located on the front wall of the 
vagina. 

Uterus (YOO-tur-us): The organ in 
which the fetus develops. 

Cervix: The lower part of the uterus, 
which opens to the vagina. 


almost no nerve endings and is 
therefore relatively insensitive 
except to feelings of deep pres- 
sure. Some women have a spot on 
the front wall of the vagina that is 
more sensitive than the rest of the 
vagina, but even it is not nearly so 
sensitive as the inner lips, outer 
lips, or clitoris (Schultz et al., 
1989). This spot is referred to by 


some as the G spot (see discus- 
sion of Skene’s gland). 

The number of slang terms for the vagina (e.g., 
“beaver,” “cunt”) and the frequency of their usage testify 
to its power of fascination across the ages. One concern 
has been with size: whether some vaginas are too small 
or too large. As noted earlier, though, the vagina is highly 
elastic and expandable. Thus, at least in principle, any 
penis can fit into any vagina. The penis is, after all, not 
nearly so large as a baby’s head, which manages to fit 
through the vagina. The part of the vagina that is most 
responsible for a man’s sensation that it is “tight,” “too 
tight,” or “too loose” is the introitus. One of the things 
that can stretch the introitus is childbirth; indeed, there is 
a considerable difference in the appearance of the vulva 
of a woman who has never had a baby (nulliparous) and 
the vulva of a woman who has (parous) (see Figure 8). 

Surrounding the vagina, the urethra, and the anus is a 
set of muscles called the pelvic floor 
muscles. One of these muscles, the 
pubococcygeus muscle, 
is particularly import- 
ant. It may be stretched 
during childbirth, or it may simply 


Do women ejaculate? 


be weak. However, it can be strengthened through exer- 
cise, which is recommended by sex therapists (see the 
chapter “Sexual Disorders and Sex Therapy”) as well as 
by many popular sex manuals. 


The Vestibular Bulbs 

The vestibular bulbs (or clitoral bulbs) are two organs 
about the size and shape of a pea pod. They lie on either 
side of the vaginal wall, near the entrance, under the inner 
lips (O’Connell & DeLancey, 2005). They are erectile tis- 
sue and lie close to the crura of the clitoris. 


The Skene’s Gland or Female Prostate 

The Skene’s gland, or female prostate (also called the 
paraurethral gland), lies between the wall of the urethra 
and the wall of the vagina (Zavia¢ié et al., 2000b). Its 
ducts empty into the urethra, but it can be felt on the 
front wall of the vagina. The evidence indicates that, in 
some women, it secretes fluid that is biochemically sim- 
ilar to male prostate fluid. Many women find it to be 
a region of special erotic sensitivity on the wall of the 
vagina. The size of the female prostate varies consider- 
ably from one woman to the next, as does the amount 
of its secretions. Some women experience no secretion, 
whereas others have an actual ejaculation when they 
orgasm. This is the organ, dubbed the G spot, that is 
responsible for female ejaculation, discussed in the chap- 
ter “Sexual Arousal.” 


The Uterus 

The uterus (womb) is about the size and shape of an 
upside-down pear. It is usually tilted forward and is 
held in place by ligaments. The narrow lower third, 
called the cervix, opens into the vagina. The top is the 


Virginal In the woman who 
has had intercourse 


In the woman 
who has had a baby 


Figure 8 Appearance of the vulva of a woman who is a virgin; a woman 
who has had intercourse but has not had a baby (nulliparous); and a 


woman who has had a baby (parous). 
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fundus, the main part, the body. The entrance to the uterus 
through the cervix is very narrow, about the diameter of 
a drinking straw, and is called the os (or cervical canal). 
The major function of the uterus is to hold and nourish 
a developing fetus. 


became pregnant. Apparently, in 
such cases the egg migrates to the 
tube on the opposite side. 


Fallopian tubes (fuh-LOW-pee-un): 
The tubes extending from the uterus 
to the ovary; also called the oviducts. 


Ovaries: Two organs on either side of 
the uterus that produce eggs and sex 


The uterus, like the vagina, consists of three layers. 
The inner layer, or endometrium, is richly supplied with 
glands and blood vessels. Its state varies according to 
the age of the woman and the phase of the menstrual 
cycle. It is the endometrium that is sloughed off during 
menstruation and creates the menstrual discharge. The 
middle layer, the myometrium, is muscular. The muscles 
are very strong, creating the powerful contractions of 
labor and orgasm, and also highly elastic, capable of 
stretching to accommodate a 9-month-old fetus. The 
outer layer—the perimetrium—forms the external cover of 
the uterus. 


The Fallopian Tubes 

Extending out from the sides of the upper end of the 
uterus are the fallopian tubes, also called the oviducts (“egg 
ducts”). The fallopian tubes are extremely narrow and are 
lined with hairlike projections called cilia. The fallopian 
tubes are the pathway by which the egg travels toward the 
uterus and the sperm reach the egg. Fertilization of the 
egg typically occurs in the infundibulum, the section of 
the tube closest to the ovary; the fertilized egg then travels 
the rest of the way through the tube to the uterus. The 
infundibulum curves around toward the ovary; at its end 
are numerous fingerlike projections called fimbriae that 
extend toward the ovary. 


The Ovaries 

The ovaries are two organs about the size and shape of 
unshelled almonds; they lie on either side of the uterus. 
The ovaries have two important functions: they produce 
eggs (ova), and they manufacture the sex hormones 
estrogen, progesterone, and testosterone. 

Each ovary contains numerous follicles. A follicle 
is a capsule that surrounds an egg (not to be confused 
with hair follicles, which are quite different). A female is 
born with an estimated 1 million immature eggs (Feder- 
man, 2006). Beginning at puberty, one or several of the 
follicles mature during each menstrual cycle. When the 
egg has matured, the follicle bursts open and releases 
the egg. The ovaries do not actually connect directly to 
the fallopian tubes. Rather, the egg is released into the 
body cavity and reaches the tube by moving toward the 
fimbriae. If the egg does not reach the tube, it may be 
fertilized outside the tube, resulting in an abdominal 
pregnancy (see the section on ectopic pregnancy in the 
chapter “Pregnancy and Childbirth”). Cases have been 
recorded of women who, although they were missing 
one ovary and the opposite fallopian tube, nonetheless 


The Breasts 

Although they are not actually sex 
organs, the breasts deserve dis- 
cussion here because of their erotic and reproductive sig- 
nificance. The breast consists of about 15 or 20 clusters 
of mammary glands, each with a separate opening to the 
nipple, and of fatty and fibrous tissues that surround the 
clusters of glands (see Figure 9). The nipple, into which 
the milk ducts open, is at the tip of the breast. It is richly 
supplied with nerve endings and therefore very important 
in erotic stimulation for many women. The nipple consists 
of smooth muscle fibers; when they contract, the nipple 
becomes erect. The darker area surrounding the nipple is 
called the areola. 

There is wide variation among women in the size and 
shape of breasts (Figure 10). One thing is fairly consis- 
tent, though: Few women are satisfied with the size of 
their breasts. Most women think they are either too small, 
too large, or too droopy; few women think theirs are just 
right (Frederick et al., 2008). It is well to remember that 
there are the same number of nerve endings in small 
breasts as in large breasts. It follows that small breasts are 
actually more erotically sensitive per square inch than are 
large ones. 

Breasts may take on enormous psychological meaning; 
they can be a symbol of femininity or a means of attracting 
men. Ours is a very breast-oriented culture. Many Amer- 
ican men develop a powerful interest in, and attraction 
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Figure 9 The internal structure of the breast. 
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to, women’s breasts. The social definition of beauty is a 
compelling force; many women strive to meet the ideal 
and a few overadapt, going too far in their striving (San- 
sone & Sansone, 2007). Breast augmentation surgery has 
increased steadily, while other women have undergone 
breast reduction surgery, in both cases to meet a socially 
defined standard of beauty. 


—— ey 
Sex Organs in Male Bodies 


Externally, the most noticeable parts of the male sexual 
anatomy are the penis and the scrotum, or scrotal sac, 
which contains the testes (see Figure 11). 


External Organs 


The Penis 

The penis (phallus, “prick,” “cock,” “johnson,” and many 
other slang terms too numerous to list) serves important 
functions in sexual pleasure, reproduction, and elimina- 
tion of body wastes by urination. It is a tubular organ with 
an end or tip called the glans. The opening at the end of 
the glans is the meatus, or urethral opening, through which 
urine and semen pass. The main part of the penis is called 
the shaft. The raised ridge at the edge of the glans is called 
the corona (“crown”). While the entire penis is sensitive to 
sexual stimulation, the corona and the rest of the glans are 
the most sexually excitable region. 

Internally, the penis contains three long cylinders of 
spongy tissue running parallel to the urethra, which is the 
pathway through which semen andurine pass (see Figure 12). 
The two spongy bodies lying on top are called the corpora 
cavernosa, and the single one lying on the bottom of the 
penis is called the corpus spongiosum (the urethra runs 
through the middle of it). During erection, the corpus 
spongiosum can be seen as a raised column on the lower 
side of the penis. As the names suggest, these bodies are 
tissues filled with many spaces and cavities, much like a 
sponge. They are richly supplied with blood vessels and 
nerves. In the flaccid (unaroused, not erect) state, they con- 
tain little blood. Erection, or tumes- 
cence, occurs when they become 


Penis: The male external sexual 
organ, which functions both in sexual 
activity and in urination. 

Corpora cavernosa: Two spongy 
bodies running the length of the top 
of the penis. 


Corpus spongiosum: A spongy body 
running the length of the underside 
of the penis. 

Foreskin: A layer of skin covering 
the glans or tip of the penis in an 
uncircumcised male; also called the 
prepuce. 


filled with blood (engorged) and 
expand, making the penis stiff. 
Erection is purely a vascular 
phenomenon; that is, it results 
entirely from blood flow. Some 
people believe that the penis in 
humans contains a bone. This is 
not true, although in some other 
species—for example, dogs—the 
penis does contain a bone, which 
aids in intromission (insertion 


(c) 


Figure 10 Breasts come in many 
sizes and shapes. 


(a) Jessica Abad de Gail/AGE Fotostock; (b) Chris Rout/Alamy Stock 
Photo; (c) Dr. Marazzi/Science Source 


of the penis into the vagina). In human males, however, 
there is none. 

The skin of the penis usually is hairless and is arranged 
in loose folds, permitting expansion during erection. The 
foreskin, or prepuce, is an additional layer of skin that 
forms a sheathlike covering over the glans; it may be pres- 
ent or absent in adult males, depending on whether they 
have been circumcised (see Figure 13). Under the 
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Figure 11. The male sexual and reproductive organs from a side view. 
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Figure 12 The internal structure of the penis. 


foreskin are small glands (Tyson’s glands) that produce a 
substance called smegma, which is cheesy in texture. The 
foreskin is easily retractable,’ this being extremely import- 
ant for proper hygiene. If the foreskin is not pulled back 
and the glans washed thoroughly, the smegma may accu- 
mulate, producing an unpleasant smell. 


5In a rare condition, the foreskin is so tight that it cannot be pulled back; 
this condition, called phimosis, requires correction by circumcision. 


Circumcision refers to the 
surgical cutting away or removal 
of the foreskin. Circumcision is 
practiced in many parts of the 
world and, when parents so choose, is done to boys in the 
United States within a few days after birth. 

Circumcision may be done for cultural and religious 
reasons. Circumcision has been a part of Jewish reli- 
gious practice for thousands of years. It symbolizes the 


foreskin of the penis. 


Circumcision: Surgical removal of the 
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(a) 


(6) 


Figure 13 (a) A circumcised penis and (6) an uncircumcised penis, showing the 


foreskin. 


(a) Medicshots/Alamy Stock Photo (b) Dr. P. Marazzi/Science Source 


covenant between God and the Jewish people and is 
done on the eighth day after birth, according to scriptural 
teaching (Genesis 17: 9-27). Circumcision is also com- 
mon in Muslim cultures. In some cultures circumcision is 
done at puberty as an initiation ritual, or rite de passage. 
The ability of the young boy to stand the pain may be seen 
as a proof of manhood. 

Today 80 percent of American men and boys between 
the ages of 14 and 59 are circumcised (Introcaso et al., 
2013). Yet circumcision is controversial in the United States 
and in many other nations. Both the American Academy of 
Pediatrics (2012) and the Centers for Disease Control and 
Prevention (Morris et al., 2017) recommend circumcision, 
stating that there are medical benefits and advantages to 
circumcisions that outweigh potential risks. The evidence 
indicates, for example, that uncircumcised male babies are 
11 times more likely to get urinary tract infections than 
are circumcised babies (Wiswell et al., 1987). There is 
also evidence that uncircumcised men have a higher risk 
of infection with HIV, the AIDS virus. It is thought that 
the foreskin can harbor HIV and other viruses. In a five- 
nation study, including Spain, Colombia, Brazil, Thailand, 
and the Philippines, cir- 
cumcised men showed 

lower rates of HPV 
infection (Castellsagué 
et al., 2002). HPV is the 
virus that causes genital 
warts and predisposes 


Are there any medical 


advantages to 
circumcising baby boys? 


women to cervical cancer (see the chapter “Sexually Trans- 
mitted Infections”). In this same study, the monogamous 
women partners of the circumcised men had lower rates 
of cervical cancer. Circumcision also reduces the risk of 
prostate cancer (Wright et al., 2012). In a randomized con- 
trolled trial in Kenya and Uganda, adult men who wanted 
to be circumcised were circumcised (or not in the control 
group) (Bailey et al., 2007; Roehr, 2007). Over the next 
two years, the circumcised men had half the rate of HIV 
infection of the uncircumcised men. The trial was actually 
halted over ethical concerns about withholding circumci- 
sion from those who wanted it. 

Opponents of male circumcision cite biomedical ethics 
concerns about surgical interventions with minors per- 
formed prior to the age of consent (Svoboda & Van Howe, 
2013). They argue that the foreskin is an erotic, functional 
piece of human tissue that should not be removed without 
good reason (Earp, 2015). They criticize the cost-benefit 
analysis of the AAP and the CDC (Frisch & Earp, 2016). 
One concern is whether trials of the effectiveness of circum- 
cision conducted in Africa, where HIV is highly prevalent, 
are relevant to the United States, where HIV is less preva- 
lent. And yet in some urban centers in the United States, in 
some sexual networks, the prevalence of HIV is high. 

Other arguments have focused on whether the circum- 
cised or the uncircumcised man receives more pleasure 
from sexual intercourse. In fact, Masters and Johnson 
(1966) found that there is no difference in excitability 
between the circumcised and the uncircumcised penis. 
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Other forms of male genital cutting are done through- 
out the world. In fact, male genital cutting is done in more 
cultures than is female genital cutting (Gregersen, 1996). 
A common form, across most of Polynesia, is supercision 
(also known as superincision), which involves making a slit 
the length of the foreskin on the top, with the foreskin other- 
wise remaining intact (Gregersen, 1996). With subincision, 
which is common in some tribes in central Australia, a slit 
is made on the lower side of the penis along its entire length 
and to the depth of the urethra. Urine is then excreted at the 
base rather than at the tip of the penis. 

To say the least, the penis has been the focus of quite 
a lot of attention throughout history. Not surprisingly, the 
male genitals were often seen as symbols of fertility and 
thus were worshipped for their powers of procreativity. In 
ancient Greece, phallic worship centered on Priapus, the 
son of Aphrodite (the goddess of love) and Dionysus (the 
god of fertility and wine). Priapus is usually represented 
as a grinning man with a huge penis. 

In contemporary American society, phallic concern 
often focuses on the size of the penis. E-mail spam leers 
at us with products that ostensibly increase penis size. 
While there is variation in the length of the penis from 
one man to the next—the average penis is generally some- 
where between 7 centimeters (3 inches) and 10 centime- 
ters (4 inches) in length when flaccid (not erect; Veale 
et al., 2015)—there is a tendency for the small penis to 
grow more in erection than one that starts out large. As a 
result, there is little correlation between the length of the 
penis when flaccid and its length when erect. As the say- 
ing has it, “Erection is the great equalizer.” The average 
erect penis is about 13 centimeters (5 inches) long and 
11-12 cm (4.5 inches) in circumference. 

Phallic concern has also included an interest in the 
variations in the shape of the penis when flaccid and 
when erect, as reflected in this limerick: 


There was a young man of Kent 
Whose kirp in the middle was bent. 
To save himself trouble 

He put it in double, 

And instead of coming, he went. 


For an interesting take on the shape of penises in some 
other species, see Figure 14. 


The Scrotum 

The other major external genital structure in males is the 
scrotum; this is a loose pouch of skin, lightly covered with 
hair, that contains the testes (“balls” or “nuts” in slang).° 


‘This brings to mind another limerick: 


There once was a pirate named Gates 
Who thought he could rhumba on skates. 
He slipped on his cutlass 

And now he is nutless 

And practically useless on dates. 


Figure 14 Insome species of ducks, the penis is 
shaped like a corkscrew. Can you see the tiny pink 
corkscrew penis hanging down below the duck’s 
tail? In those species, the vagina curves around, too, 
to accommodate the shape of the penis. 


Avico Ltd/Alamy Stock Photo 


Internal Organs 

The testes are the gonads, or reproductive glands, of 
males, which are analogous to ovaries in females. Like the 
ovaries, they serve two major functions: to manufacture 
germ cells (sperm) and sex hormones, in particular festos- 
terone. Both testes are about the same size, although the 
left one usually hangs lower than the right one. 

In the internal structure of the testes, two parts are 
important: the seminiferous tubules and the interstitial 
cells (see Figure 15). The seminiferous tubules carry out 
the important function of manufacturing and storing 
sperm, a process called spermatogenesis. They are a long 
series of threadlike tubes curled and packed densely into 
the testes. There are about 1,000 of these tubules, which if 
they were stretched out end to end would be several hun- 


dred feet in length. 

The interstitial cells carry out 
the second important function of 
the testes, the production of tes- 
tosterone. These cells are found 
in the connective tissue lying 
between the seminiferous tubules. 
The cells lie close to the blood ves- 
sels in the testes and pour the hor- 
mones they manufacture directly 
into the blood vessels. Thus, the 
testes are endocrine (hormone- 
secreting) glands. 

One of the clever tricks that 
the scrotum and testes can per- 
form, as any man will testify, is 
to move up close to the body or 
down away from it. These changes 
are brought about mainly by 
changes in temperature (although 


Supercision (superincision): A form 
of male genital cutting in which a slit 
is made along the length of the fore- 
skin on top. 

Subincision: A form of male genital 
cutting in which a slit is made on 

the lower side of the penis along its 
entire length. 

Scrotum (SKROH-tum): The pouch 
of skin that contains the testes in the 
male. 

Testes: The pair of glands in the scro- 
tum that manufacture sperm and sex 
hormones. 

Seminiferous tubules (sem-ih-NIFF- 
ur-us): Tubes in the testes that manu- 
facture sperm. 

Interstitial cells (int-er-STIH-shul): 
Cells in the testes that manufacture 
testosterone. 
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Figure 15 Schematic cross-section of the 
internal structure of the testis. 


emotional factors may also produce them). If a man 
plunges into a cold lake, the scrotum will shrivel and move 
close to the body. If the man is working in an extremely 
hot place, the scrotum will hang down and away from the 
body. This mechanism is important because the testes 
should remain at a fairly constant temperature, slightly 
lower than normal body temperature. This constancy of 
temperature is necessary to protect the sperm, which may 
be injured by extremes of temperature. Thus, if the air 
is cold, the testes move closer to the body to maintain 
warmth, but if the air is too hot, they move away from it 
to keep cool. The mechanics of this movement are made 
possible by the cremasteric reflex, named for the cremaster 
muscle connecting the scrotum to the body wall. Reflex 
contraction of this muscle pulls the testes up. 

Many people believe that taking hot baths, wearing 
tight athletic supporters, or having a high fever can cause 
infertility. Indeed, in some countries the men take long, hot 
baths as a method of contraception. Such a practice has 
some basis in biological fact because sperm can be dam- 
aged by heat (Paul et al., 2008). 


Sperm: The mature male reproduc- 


tive cell, capable of fertilizing an egg. 


Epididymis (ep-ih-DIH-dih-mus): 

A highly coiled tube located on the 
edge of the testis, where sperm 
mature. 

Vas deferens: The tube through 
which sperm pass on their way from 
the testes and epididymis, out of the 
scrotum, and to the urethra. 
Seminal vesicles: Saclike structures 
that lie above the prostate and 
produce about 60 percent of the 
seminal fluid. 

Prostate: The gland, located below 
the bladder, that secretes some of 
the fluid in semen. 


As a method of contraception, this 
practice has not been particularly 
effective; however, men with prob- 
lems of infertility can sometimes 
cure them by getting out of their 
tight jockstraps and jockey shorts. 

Following initial cell division 
in the seminiferous tubules, the 
male germ cells go through sev- 
eral stages of maturation. At the 
earliest stage, the cell is called a 
spermatogonium. Then it becomes 
a spermatocyte (first primary and 
then secondary) and then a sper- 
matid. Finally, when fully mature 


it is a spermatozoan, or sperm. Spermatogenesis, the man- 
ufacture of sperm, occurs continuously in adult men. An 
average ejaculate contains about 200 million sperm (Bang 
et al., 2005). This number is down, in Western nations, by 
roughly 50 percent compared with data from the 1970s 
(Levine et al., 2017). 

A mature sperm is very tiny—about 60 micrometers, 
or 60/10,000 millimeter (0.0024 inch), long. A normal 
human sperm carries 23 chromosomes in the head. These 
23 are half the normal number in the other cells of the 
human body. When the sperm unites with the egg, which 
also carries 23 chromosomes, the full complement of 46 
for the offspring is produced. 

After the sperm are manufactured in the seminiferous 
tubules, they proceed into the rete testes, a converging net- 
work of tubes on the surface of the testis toward the top. 
The sperm then pass out of the testis and into a single 
tube, the epididymis. The epididymis is a long tube (about 
6 meters, or 20 feet, in length) coiled into a small cres- 
cent-shaped region on the top and side of the testis. The 
sperm are stored in the epididymis, in which they mature, 
possibly for as long as six weeks. 

Upon ejaculation, the sperm pass from the epididymis 
into the vas deferens (it is the vas that is cut in a vasec- 
tomy). The vas passes up and out of the scrotum and 
then follows a peculiar circular path as it loops over the 
pubic bone, crosses beside the urinary bladder, and then 
turns downward toward the prostate. As the tube passes 
through the prostate, it narrows and at this point is called 
the ejaculatory duct. The ejaculatory duct opens into the 
urethra, which has the dual function of conveying sperm 
and transporting urine; sperm are ejaculated out through 
the penis via the urethra. 

Sperm have little motility (capability of movement) of 
their own while in the epididymis and vas. Not until they 
mix with the secretions of the prostate are they capable of 
movement on their own (Breton et al., 1996). Up to this 
point, they are conveyed by the cilia and by contractions 
of the epididymis and vas. 

The seminal vesicles are two saclike structures that lie 
above the prostate, behind the bladder, and in front of the 
rectum (see Figure 11). They produce about 60 percent of 
the seminal fluid, or ejaculate. The remaining 40 percent 
is produced by the prostate (Ndovi et al., 2007). They 
empty their fluid into the ejaculatory duct to combine 
with the sperm. 

The prostate lies below the bladder and is about the 
size and shape of a chestnut. It is composed of both mus- 
cle and glandular tissue. The prostate secretes a milky 
alkaline fluid that is part of the ejaculate. The alkalinity 
of the secretion provides a favorable environment for the 
sperm and helps prevent their destruction by the acidity 
of the vagina. The prostate is fairly small at birth, enlarges 
at puberty, and typically shrinks in old age. It may become 
enlarged enough so that it interferes with urination, 
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monitored closely, and if it is not 
found, she can feel relieved! Cowper’s glands: Glands that secrete 
; a clear alkaline fluid into the urethra. 
Some women carrying the 


in which case surgery or drug therapy is required. Its size 
can be determined by rectal examination. 
Cowper’s glands, or the bulbourethral glands, are 


located just below the prostate and empty into the ure- 
thra. During sexual arousal these glands secrete a small 
amount of a clear alkaline fluid, which appears as drop- 
lets at the tip of the penis before ejaculation occurs. It is 
thought that the function of this secretion is to neutralize 
the acidic urethra, allowing safe passage of the sperm. 
Generally it is not produced in sufficient quantity to serve 
as a lubricant in intercourse. The fluid often contains 
some stray sperm. Thus, it is possible (though not likely) 
for a woman to become pregnant from the sperm in this 
fluid even though the man has not ejaculated. 
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Cancer of the Sex Organs 


Breast Cancer 

Cancer of the breast is the most common form of can- 
cer in women. About 13 percent of American women 
have breast cancer at some time in their lives. Every year, 
43,000 women in the United States die of breast cancer 
(American Cancer Society, 2021a). The risk is higher for 
a woman whose mother, sister, or grandmother has had 
breast cancer. 


Causes 

Approximately 5 to 10 percent of the cases of breast can- 
cer in women are due to genetic factors (American Can- 
cer Society, 2014). Other risk factors include long-term 
use of menopausal hormone therapy (MHT) and obesity 
(American Cancer Society, 2014). The evidence indicates 
that abortion does not increase risk. 

Great breakthroughs have been made in research into 
the genetics of breast cancer (Balasubramanian, Rajesh, et 
al., 2019). Scientists have identified two especially import- 
ant breast cancer genes: BRCA1 (for BReast CAncer 1) on 
chromosome 17 and BRCA2 on chromosome 13 (Ezzell, 
1994; Shattuck-Eidens et al., 1995). Mutations of these 
genes create a high risk of breast cancer. Other genes for 
breast cancer have been identified as well, but the BRCA 
genes are the most common and most likely to increase 
risk, so we will focus on them. BRCA1 and BRCA2 muta- 
tions also increase susceptibility to ovarian cancer. The 
breast cancer risk is 60% in BRCA1 carriers and 55% in 
BRCA2 carriers; the risk of ovarian cancer is estimated 
to be 59% in BRCA1 carriers and 16.5% in BRCA2 carri- 
ers (Mavaddat et al., 2013). In fact, among men carrying 
mutations of these genes, 16 percent develop prostate can- 
cer. Genetic screening tests are available that detect BRCA 
mutations in women who have a family history of breast 
cancer. If a BRCA mutation is found, the woman can be 


BRCA mutation choose to have a 

mastectomy before they develop cancer, as a preventive 
measure. Research indicates that this approach is highly 
effective (Domchek et al., 2010). Other research indicates 
that some of the drugs used to treat breast cancer, such 
as tamoxifen, can also be used to prevent it in high-risk 
individuals (Balasubramanian et al., 2019). 


Diagnosis 

Women can do breast self-exams, and it is good for all 
women to know how their breasts feel normally so that 
they can detect any changes. The website of the American 
Cancer Society has instructions. However, self-exams are 
no substitute for mammograms. 

There are three kinds of breast lumps: cysts (fluid-filled 
sacs, also called fibrocystic or cystic mastitis), fibroadeno- 
mas, and malignant tumors. The important thing to realize 
is that 80 percent of breast lumps are cysts or fibroadeno- 
mas and are benign—that is, not dangerous. Therefore, if 
a lump is found in your breast, the chances are fairly good 
that it is not malignant; of course, you cannot be sure of 
this until a doctor has performed a biopsy. 

The main technique available for early detection of 
breast cancer is mammography. Basically, mammogra- 
phy involves taking an X ray of the breast. This tech- 
nique is highly accurate, although some errors are still 
made. The major advantage, though, is that it is capable 
of detecting tumors that are so small that they cannot 
yet be felt; thus it can detect cancer in very early stages, 
making complete recovery more likely. Nonetheless, 
mammography involves some exposure to radiation, 
which itself may increase the risk of cancer. There- 
fore, the benefits of early detection need to be weighed 
against the risks of radiation. Moreover, mammograms 
sometimes give false positives, looking like a tumor is 
there when there isn’t one. The result can be overdiag- 
nosis and overtreatment. Taking all of this into account, 
the American Cancer Society recommends that women 
between the ages of 45 and 54 should receive annual 
screening mammograms, and women ages 40 to 44 
should receive it if they choose to do so (American 
Cancer Society, 202la). Beginning at age 55, women 
should receive screening mammograms every two years. 
These recommendations are for women who are at aver- 
age risk. Women who have close relatives who have had 
breast cancer, or who know they are carrying the BRCA 
gene, are treated in a different way. 

Recently, MRI scans and other imaging methods have 
been developed to detect breast tumors. They are gener- 
ally recommended only for high-risk cases. 

Once a lump is discovered, one of several diagnostic 
procedures may be carried out. One is needle aspiration, in 
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Lumpectomy: A surgical treatment 
for breast cancer in which only the 


which a fine needle is inserted into the breast; if the lump 
is a cyst, the fluid in the cyst will be drained out. If the 
lump disappears after this procedure, then it was a cyst; 
the cyst is gone, and there is no need for further concern. 
If the lump remains, it must be either a fibroadenoma or 
a malignant tumor. 

Most physicians feel that the only definitive way to dif- 
ferentiate between a fibroadenoma and a malignant tumor 
is to do a biopsy. A small slit is made in the breast and 
the lump is removed. A pathologist then examines it to 
determine whether it is cancerous. If it is simply a fibroad- 
enoma, it has been removed and there is no further need 
for concern. 


Treatment 

Several forms of surgery may be performed when a breast 
lump is found to be malignant. Traditional therapies 
include lumpectomy, mastectomy, chemotherapy, and 
radiation therapy. If the lump is small and has not spread 
(a condition called ductal carcinoma in situ or DCIS), the 
surgery may involve only a lumpectomy, in which the lump 
and a small bit of surrounding tissues are removed. The 
breast is thus preserved. Research indicates that in cases 
of early breast cancer when the cancer has not spread 
beyond the breast (to places such as the lymph nodes in 
the armpit), lumpectomy followed by radiation therapy is 
highly effective (American Cancer Society, 2014). 

If the cancer has spread beyond the one milk duct, it 
is called metastatic breast cancer and requires more seri- 
ous treatment. In simple mastectomy, the breast and pos- 
sibly a few lymph nodes are removed. In modified radical 
mastectomy, the breast and the underarm lymph nodes are 
removed; this procedure is used when there is evidence 
that the cancer has spread to the lymph nodes. If the can- 
cer has spread more, the surgery is radical mastectomy, in 
which the entire breast, the underlying pectoral muscle, 
and the underarm lymph nodes are removed. 

Following surgery, radiation therapy and/or chemo- 
therapy are used. These may be followed by drug therapy 
such as tamoxifen. 

Treatments generally are highly effective. If the cancer 
is localized, the survival rate is more than 98 percent five 
years after treatment (American Cancer Society, 2014). 

Today, more advanced treatments are also available, 
reflecting the approach of precision medicine, which 
matches the treatment to the person’s cancer genetics 
and other biological markers. In short, different people 
receive different drugs, matched 
to their biological characteris- 
tics. These approaches have rev- 


lump and a small bit of surrounding 
tissue are removed. 


Radical mastectomy (mast-ECT-uh- 
mee): A surgical treatment for breast 
cancer in which the entire breast is 
removed, along with underlying mus- 
cles and lymph nodes. 


olutionized treatments for breast 
cancer because so much is known 
about the biology of the multiple 
types of breast cancer. 

One problem with traditional 
treatments for breast cancer, 


such as surgery and chemotherapy, is that they are hard 
on the body. Medical researchers have therefore tried to 
develop alternative therapies that are not as harsh. One 
of the discoveries is immunotherapy, which is considered 
the most revolutionary cancer treatment discovery in the 
last decade (Skala et al., 2022). Immunotherapy is such a 
breakthrough that James P. Allison and Tasuku Honjo won 
the Nobel Prize in 2018 for their scientific discoveries that 
led to immunotherapy. Tumor cells suppress the body’s 
natural immune response, which allows the tumor cells 
to grow out of control. Immunotherapy drugs block the 
tumor cells’ ability to suppress immune response, allowing 
the body’s immune system to attack the cancer cells, so 
that the good guys can win the battle against the bad guys. 

Another advanced approach concerns treatment for 
early-stage breast cancer, DCIS. Because methods for 
breast cancer detection are so excellent now, most cases 
of DCIS are found and diagnosed. The woman may then 
go on to treatments such as lumpectomy and radiation 
therapy. Some experts say that these cases are over- 
identified and overtreated (Ropri et al., 2021). Some DCIS 
tumors just sit there for years and don’t spread. They are 
noninvasive and they probably don’t need to be treated at 
all, and yet they are. Other DCIS tumors spread or metas- 
tasize and definitely do require treatment. The question is, 
how can physicians tell the difference between the two? 
Scientists are beginning to discover some of the differ- 
ences, which will lead to the identification of which cases 
of DCIS do not require treatment (Ropri et al., 2021). 


Psychological Aspects 

A lot more is at stake with breast cancer than technical 
details about diagnosis and surgery. The psychological 
impact of breast cancer and mastectomy can be enor- 
mous. There seem to be two sources of the trauma: Find- 
ing out that one has cancer of any kind is traumatic, and 
the surgery and possibly amputation of the breast is addi- 
tionally stressful. 

The typical emotional response of breast cancer 
patients is depression, often associated with anxiety (Com- 
pas & Luecken, 2002; Montazeri, 2008). These responses 
are so common that they can be considered normal. The 
woman who has had a mastectomy must make a number 
of physical and psychological adaptations, including differ- 
ent positions for sleeping and lovemaking and, for many 
women, a change to less revealing clothing. Reconstruc- 
tion surgery is available, though (Figure 16). Scientists are 
exploring the possibility of using stem cells so that breast 
tissue can be regrown in the body (Findlay et al., 2011). 

It is common for women to have difficulty showing 
their incisions to their sexual partners. Relationship ten- 
sions and sexual problems may increase. 

Long-term studies, however, indicate that most women 
gradually adapt to the stresses they have experienced. One 
study found that breast cancer survivors did not differ 
from controls on measures of depression (Cordova et al., 
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Figure 16 Appearance of a breast reconstructed 
after a mastectomy. 


David J. Green - lifestyle themes/Alamy Stock Photo 


2001). Many women manage to find meaning in the can- 
cer experience and some show posttraumatic growth, such 
as finding new meaning in relationships and appreciating 
life more. 

Educational classes providing relevant information can 
be very helpful. However, peer support groups, though 
popular, have not fared well in tests of their effectiveness 
in improving mental health (Helgeson et al., 2001). For 
women who are more severely distressed, cognitive behay- 
ioral therapy with a trained therapist can be very effective 
(Antoni et al., 2001). 


Cancer of the Cervix, Endometrium, 
and Ovaries 

Cancers of the cervix, endometrium, and ovaries are the 
most common cancers in women after breast cancer, 
accounting for about 11 percent of all new cancers in 
women. Each year about 30,000 U.S. women die of these 
cancers (Siegel et al., 2018). Other cancers of the female 
sexual-reproductive organs include cancer of the vulva, 
vagina, and fallopian tubes; these are all relatively rare. 

Approximately 95 percent of cases of cervical cancer 
are caused by the human papillomavirus, HPV (Janicek 
& Averette, 2001). Early initiation of heterosexual inter- 
course during the teenage years is a known risk factor for 
cervical cancer, as is intercourse with multiple partners. 
Both early intercourse and multiple partners, of course, 
increase the risk of HPV infection. Research shows that 
tumor suppressor genes are active in normal cells, pre- 
venting them from becoming cancerous. HPV interferes 
with the activity of those tumor suppressor genes (Janicek 
& Averette, 2001). 

It is encouraging to note that the death rate from cervical 
cancer has decreased sharply since the mid-1960s, mainly 
as a result of the Pap test (invented by G. N. Papanicolaou) 
and the availability of a vaccine against HPV. For those 
with no symptoms and low risk for cancer, routine annual 
pelvic exams are no longer recommended, but testing for 


cervical cancer and for HPV should be performed every 
5 years between the ages of 25 and 65 (American Cancer 
Society, 2022; American College of Obstetrics and Gyne- 
cology, 2018). 

The best news is that a vaccine is available that pre- 
vents the most common HPV infections that cause cer- 
vical cancer. It is approved for use between the ages of 
9 and 26, and everyone in this group should receive the 
vaccine, ideally at age 11 or 12. 

Cancers of the ovaries and the uterine corpus (most 
of which is endometrial cancer) have multiple symptoms, 
making diagnosis difficult. Endometrial cancer may be 
suspected when a woman has vaginal bleeding during 
times in the menstrual cycle other than her period, or 
after menopause. Ovarian cancer symptoms—abdominal 
bloating and cramping, vomiting, and diarrhea—can be, 
and usually are, indicative of much less serious conditions 
like a stomach virus or irritable bowel syndrome. Imaging 
techniques such as pelvic sonogram and MRI, and mini- 
mally invasive surgical techniques such as hysteroscopy, 
can help diagnose these cancers. 

Treatment for cervical cancer varies according to how 
advanced it is when diagnosed. One common treatment is 
cone biopsy, in which a segment of the cervix is surgically 
removed, leaving the cervix largely intact. For women 
with advanced cervical cancer that has spread beyond a 
small, localized spot, hysterectomy (surgical removal of 
the uterus) is the usual treatment, although radiation ther- 
apy may be an alternative. 

For women with endometrial cancer, hysterectomy 
is the standard treatment. Ovarian cancer is treated by 
oophorectomy (surgical removal of the ovaries), often 
accompanied by hysterectomy. These surgeries are typi- 
cally followed by radiation treatments or chemotherapy. 

It is important to note some facts about hysterectomy. 
Although it carries risks similar to those of any major 
surgery, hysterectomy does not leave a woman “masculin- 
ized,” with a beard and deep voice. Beard growth is influ- 
enced by testosterone, not estrogen or progesterone. And 
it is the ovaries that manufacture estrogen and progester- 
one. They are not removed in a hysterectomy except in 
rare cases when the cancer has spread to them. Women 
who have their ovaries removed before age 50 usually take 
hormone replacement therapy (HRT) to avoid the effects 
of premature menopause. Another fallacy about hysterec- 
tomy is that it prevents a woman from enjoying, or even 
having, sex. In fact, though, the vagina is left intact, so 
intercourse is quite possible (for more detail, see the chap- 
ter “Sexuality and the Life Cycle: Adulthood”). 


Cancer of the Prostate 
Cancer of the prostate is the most common cancer in men 
and is the second leading cause 


of cancer death in men, the most 
; Hysterectomy (his-tuh-REK-tuh- 
common being lung cancer. Most f 
mee): Surgical removal of the uterus. 
cases are not lethal, however, 
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Testicular Examination 


octors agree that examination of a man’s testi- 
DI cles is an important part of a general physical 

examination. The American Cancer Society 
includes the examination in its recommendations for rou- 
tine cancer-related checkups. The issue of regular testicu- 
lar self-examination is more controversial. Many experts 
recommend monthly self-exams. The choice of whether 
to perform this examination should be made by each 
man, so instructions for testicular examination are pro- 
vided here. 

The best time to perform the self-exam is during or 
after a bath or shower, when the skin of the scrotum is 
relaxed (Figure 17). Stand in front of a mirror and hold 
the penis out of the way. Examine each testicle separately. 
Hold the testicle between the thumbs and fingers with 
both hands and roll it gently between the fingers. Look 
and feel for any hard lumps or nodules (smooth rounded 
masses) or any change in the size, shape, or consistency 
of the testes. Contact your doctor if you detect any trou- 
blesome signs. Be aware that the testicles contain blood 
vessels, supporting tissues, and the epididymis and that 
some men may confuse these with a cancerous lump. If 
you have any doubts, ask your doctor. 

These are warning signs of testicular cancer: 


1. A painless or an uncomfortable lump on a testicle 
2. A testicular enlargement or swelling 


3. A sensation of heaviness or aching in the lower abdo- 
men or scrotum 


4. In rare cases, men with germ cell cancer notice breast 
tenderness or breast growth 


and survival rates are high because most of the tumors 
are small and spread (metastasize) only very slowly. On 
the other hand, a certain percentage of prostate tumors 
do spread and are lethal. Prostate cancer causes 34,000 
deaths a year (American Cancer Society, 2021b). A num- 
ber of genes contribute to prostate cancer and how aggres- 
sive it is (Alvarez-Cubero et al., 2015). 

Early symptoms of prostate cancer are frequent uri- 
nation (especially at night), difficulty in urination, and 
difficulty emptying the bladder. These are also symptoms 
of benign prostate enlargement, which itself may require 
treatment by surgery or drugs. These symptoms result 


Figure 17 The technique used in the testicular 
self-exam. 


Teri L. Stratford/Science Source 


See a physician promptly if you have any of these 
symptoms. 


from the pressure of the prostate tumor on the urethra. 
In the early stages there may be frequent erections and an 
increase in sex drive; however, as the disease progresses, 
there are often problems with sexual functioning. 

Men who are 50 or older should have a discussion with 
their health care provider about whether to be screened 
for prostate cancer (American Cancer Society, 2021b). 
If they decide to proceed with screening, the prostate- 
specific antigen (PSA) blood test is used. 

Treatment often involves surgical removal of some or all 
of the prostate, plus some type of hormone therapy, radia- 
tion therapy, or anticancer drugs. Because prostate cancer 


CANCER OF THE SEX ORGANS. 


87 


is often a slow-growing cancer, it may be left untreated, 
particularly if the man is elderly. Surgery may result in 
erection problems (Perez et al., 2002). Just as research has 
found that a greater number of sexual partners increases 
women’s risk of cervical cancer, research indicates that 
men with a greater number of female sex partners have an 
increased risk of prostate cancer (Rosenblatt et al., 2001). 
Cancer of the penis is another cancer of the male sexu- 
al-reproductive system, but it is rare compared with prostate 
cancer. It seems to be much more com- 
mon among uncircum- 
cised men than among 
circumcised men, sug- 
gesting that the accumu- 
lation of smegma under 
the foreskin may be related to its cause. 
Treatment may consist of surgery or radiation therapy. 


Are there any can 
of the sex organs that 
affect young men? 


Cancer of the Testes 

Cancer of the testes is not a particularly common form of 
cancer. About 9,000 new cases are diagnosed each year 
(American Cancer Society, 2021c). However, it tends to 
be a disease of young men, and about half the cases occur 
between the ages of 20 and 34. White Americans are at 
higher risk than Black Americans and Asian Americans. 


The first sign is usually a painless lump in the testes, 
or a slight enlargement or change in consistency of the 
testes. There may be pain in the lower abdomen or groin. 
Unfortunately, many men do not discover the tumor, or 
if they do they do not see a physician soon, so that in 
most cases the cancer has spread to other organs by the 
time a physician is consulted. When a lump is reported 
to a physician early and is localized, the five-year survival 
rate is 99 percent. However, if the lump is not discovered 
or the man waits to see a physician and the cancer has 
progressed to Stage III, the survival rate is 70 percent 
(American Cancer Society, 2015b). 

It is also true that not every lump in the testes is cancer- 
ous. Some lumps are varicoceles, that is, varicose veins. 

Diagnosis is made by a physician’s examination of the 
testes (see First Person: Testicular Examination) and by 
ultrasound. Final diagnosis involves surgical removal of 
the entire testis. This is also the first step in treatment. 
Fortunately, the other testicle remains, so that hormone 
production and sexual functioning can continue unim- 
paired. An artificial, gel-filled testicle can be implanted to 
restore a normal appearance. 

The cause of testicular cancer is not known for certain. 
An undescended testis has a much greater risk of devel- 
oping cancer. 


Understanding the difference between anecdotal 
evidence and scientific evidence 


Maria is 50 years old. According to the American Cancer Society, she should have a mammogram every year to 
screen for breast cancer. Maria’s doctor has told her that she needs to start having mammograms. Maria’s best 
friend, Dashni, is 52 and had a small, cancerous lump in her breast a year ago. The lump was not detected on a 
mammogram, but Dashni found it herself, received prompt treatment, and is healthy. Dashni says that mammo- 
grams are worthless because they did not detect her lump, and she tells Maria not to bother with them. What 
should Maria do? 

In this case, Dashni’s experience, although real, represents a single case or an anecdote. The sample size is 1. 
Dashni’s evidence, then, is anecdotal evidence, which stands in contrast to scientific evidence, based on carefully 
conducted research with large samples. Maria needs to find out what the scientific evidence is on the effectiveness 
of mammograms. One approach would be trust an expert, such as her doctor, or trust a well-respected organiza- 
tion such as the American Cancer Society. She could also ask her doctor about the scientific information. How 
accurate are mammograms? What is their rate of false positives (saying you have a tumor when you don’t)? What 
is their rate of false negatives (saying you have no tumor when you actually do)? 

With access to the Internet, Maria could also dig out the scientific evidence herself. One strategy would be to 
visit the website of the National Institutes of Health (www.nih.gov), the major health research agency of the United 
States. I did that just now, and quickly found an article that examined the accuracy of a large sample of mammo- 
grams (Lehman et al., 2017). Among 1,680,000 screening mammograms, read by 359 radiologists, the false nega- 
tive rate was less than | percent (0.8 percent, to be exact). Cases such as Dashni’s false negative do occur, but they 
are very, very rare, occurring less than 1 percent of the time. 

If Maria goes with the anecdotal evidence from her friend, she will conclude that mammograms are inaccurate 
and worthless. If Maria goes with the scientific evidence, she will conclude that they are highly accurate. Good 
critical thinking involves going with the scientific evidence. 
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SUMMARY 


Sex Organs in Female Bodies 

The external female sexual organs are the clitoris, mons, 
inner lips, outer lips, and vaginal opening. Collectively 
these are referred to as the vulva. The clitoris is highly sen- 
sitive and is very important in sexual response. Clitoridec- 
tomy and infibulation are rituals that involve cutting of the 
clitoris and inner and outer lips and are widely practiced 
in some African nations and elsewhere. The important 
internal structures are the vagina, which receives the penis 
during coitus; the uterus, which houses the developing 
fetus; the ovaries, which produce eggs and manufacture sex 
hormones; and the fallopian tubes, which convey the egg 
to the uterus. The breasts also function in sexual arousal. 


Sex Organs in Male Bodies 

The external male sexual organs are the penis and the 
scrotum. The penis contains the corpora cavernosa and 
corpus spongiosum, which when filled with blood pro- 
duce an erection. Circumcision, or surgical removal of the 


foreskin of the penis, is a practice debated in the United 
States but has some health advantages. The scrotum con- 
tains the testes, which are responsible for the manufacture 
of sperm (in the seminiferous tubules) and sex hormones 
(in the interstitial cells). Sperm pass out of the testes 
during ejaculation via the vas deferens, the ejaculatory 
duct, and the urethra. The seminal vesicles and prostate 
manufacture the fluid that mixes with sperm to form 
semen. 


Cancer of the Sex Organs 

Breast cancer is the most common form of cancer in 
women. Women should do a monthly self-exam, and, 
beginning at age 45, have annual mammograms. The Pap 
test is used to detect cervical cancer. Prostate cancer is 
the most common form of cancer in men, but it generally 
affects older men. Cancer of the testes, although rare, is 
most common between the ages of 20 and 34. Men can do 
a monthly testicular self-exam. 
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1. Can chemicals in our environment affect 
sexual development? 

2. What is an “intersex” condition, and 
what does it mean if you have it? 

3. How does the body regulate sex 
hormone levels over the menstrual 
cycle? 


Read this chapter to find out. 


Arno Massee/Science Source 
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| his Way 


| have AIS, | guess, 
because there is a god, 
and he or she or both, 
peered deep into my heart 


to see 


that all that | can be 


is best expressed 
in female form. 


The alternative for me 
would be XY, and | 

would be virilized; 

so all that’s soft and tender 
would instead surrender 
to a strand of DNA. 

In the lie of X and Y 

| came to challenge the 


immutability 


of “he” and the certainty 
of “she.” Blended and infused, 


a ruse of gender 


that upends 


a different fate. 


Non-functioning receptors 


have rescued me 
Not a failed mess 


But a smashing success of nature!* 


*“This Way” by Sherri Groveman. Reprinted with permis- 
sion of the author. Sherri Groveman is an intersex individual 
who has complete androgen insensitivity syndrome (AIS). 
In Hermaphrodites with attitude, 1995, p. 2. 


Prenatal period (pree-NAY-tul): The 
time from conception to birth. 
Hormones: Chemical substances 
secreted by the endocrine glands 
into the bloodstream. 

Testosterone: A hormone secreted 
by the testes in males (and also pres- 


ent at lower levels in females). 
Androgens: A group of sex hor- 
mones, one of which is testosterone. 
Estrogens (ESS-troh-jens): A group of 


sex hormones, one of which is estradiol. 


Progesterone (pro-JES-tur-ohn): A 
sex hormone secreted by the ovaries 
as well as the testes. 


One of the marvels of human biol- 
ogy is that the complex and different 
male and female anatomies'—males 
with a penis and scrotum, and 
females with a vagina, uterus, and 
breasts—arise from a single cell, the 
fertilized egg, which varies only in 
whether it carries two X chromo- 
somes (XX) or one X and one Y 
(XY). Many of the anatomical dif- 
ferences between males and females 
arise before birth, during the 
prenatal period, in a complex and 


‘As with the chapter on sexual anatomy, this chapter is about bodies, 
not identities, so “male body” refers to a body that has all or most of 
the following organs: penis, scrotum, testes, and prostate. A person 
with a male body might have a male identity or some other identity. 


delicate process called prenatal sexual differentiation. Further 
differences develop during puberty. 

Yet as the chapter-opening poem suggests, gender 
is not always a simple matter. Sex and gender and their 
development are complex and variable. Further diversity 
in the human condition results. 

In this chapter, we examine the process of sexual 
differentiation—both prenatally and during puberty. We 
also consider the biological and psychological aspects 
of the menstrual cycle. Let’s start, however, with a basic 
biological system, the endocrine or hormonal system, pay- 
ing particular attention to the sex hormones. They play a 
major role in the differentiation process. 


| 
Sex Hormones 


Hormones are powerful chemical substances manufac- 
tured by the endocrine glands and secreted directly into 
the bloodstream. Because they go into the blood, their 
effects are felt fairly rapidly and at places in the body 
quite distant from where they were manufactured. The 
most important sex hormones are testosterone (one of a 
group of hormones called androgens) and estrogens and 
progesterone. The thyroid, the adrenals, and the pituitary 
are examples of endocrine glands. We are interested here 
in the gonads, or sex glands: the testes and the ovaries. 

The pituitary gland and a closely related region of the 
brain, the hypothalamus, are also important to our discus- 
sion because the hypothalamus regulates the pituitary, 
which regulates the other glands, in particular the testes 
and ovaries. Because of its role, the pituitary has been 
called the master gland of the endocrine system. The pitu- 
itary is a small gland, about the size of a pea, that projects 
down from the lower side of the brain. It is divided into 
two lobes: the anterior and the posterior. The anterior 
lobe interacts with the gonads. The hypothalamus is a 
region at the base of the brain just above the pituitary (see 
Figure 1). It plays a part in regulating many vital behav- 
iors, such as eating, drinking, and sexual behavior.’ It is 
important in regulating the pituitary. 

These three structures—the hypothalamus, the pitu- 
itary, and gonads (testes or ovaries)—function together. 
They influence such important sexual functions as the 
menstrual cycle, pregnancy, the changes of puberty, and 
sexual behavior. 


Sex Hormone Systems in Male Bodies 

The pituitary and the testes both produce hormones. The 
important hormone produced by testes is ‘testosterone. 
A masculinizing sex hormone, testosterone has important 


?One psychologist summarized the functions of the hypothalamus 
as being the four Fs: fighting, feeding, fleeing, and, ahem, sexual 
behavior. 
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FSH and LH Estrogen and 
progesterone 
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Figure 2 Schematic diagram of hormonal control 
of testosterone secretion and sperm production by 
the testes. The negative signs indicate that testos- 
terone inhibits LH production, in both the pituitary 


Endometrium 


Figure 1 The hypothalamus-pituitary-gonad feed- 
back loop in female bodies regulates production of 
sex hormones. 


functions in stimulating and maintaining the secondary 
sex characteristics (such as beard growth), maintaining 
the genitals and their sperm-producing capability, and 
stimulating the growth of bone and muscle. 

The pituitary produces several hormones, two of 
which are important in this discussion: follicle-stimulating 
hormone (FSH) and luteinizing hormone (LH). These 
hormones affect the functioning of the testes. FSH con- 
trols sperm production, and LH controls testosterone 
production. 

Testosterone levels in males are relatively constant. 
The hypothalamus, pituitary, and testes operate in a neg- 
ative feedback loop that maintains these constant levels 
(Figure 2). The levels of LH are regulated by a substance 
called GnRH (gonadotropin-releasing hormone), which 
is secreted by the hypothalamus. (FSH levels are simi- 
larly regulated by GnRH.) The system comes full circle 
because the hypothalamus monitors the levels of testos- 
terone present, and in this way testosterone influences the 
output of GnRH. This feedback loop is sometimes called 
the HPG axis, for hypothalamus-pituitary-gonad axis. 


and the hypothalamus. 


This negative feedback loop 
operates much like a thermostat- 
controlled heating system. When 
a room cools down, certain 
changes occur in the thermostat, 
which then signals the furnace to 
turn on. The action of the furnace 
warms the air in the room. Even- 
tually the air becomes so warm 
that another change is produced 
in the thermostat, which sends a 
signal to the furnace to turn off. 
The temperature in the room then 
gradually falls until it triggers 
another change in the thermostat, 
which turns on the furnace, and 
the cycle is repeated. This cycle is 
a negative feedback loop because 
increases in temperature turn off 
the furnace, and decreases in tem- 
perature turn on the furnace. 

The hypothalamus, pituitary, 
and testes work together in a 
similar negative feedback loop, 


Pituitary gland (pih-TOO-ih-tair-ee): A 
small endocrine gland located on the 
lower side of the brain below the hypo- 
thalamus; the pituitary is important in 
regulating levels of sex hormones. 
Hypothalamus (hy-poh-THAL-ah- 
mus): A small region of the brain that 
is important in regulating many body 
functions, including the functioning of 
the sex hormones. 

Follicle-stimulating hormone (FSH): 

A hormone secreted by the pituitary; 

it stimulates follicle development in 
females and sperm production in males. 
Luteinizing hormone (LH): A hormone 
secreted by the pituitary; it regulates 
estrogen secretion, ovum develop- 
ment, and testosterone production. 
GnRH (gonadotropin-releasing hor- 
mone): A hormone secreted by the 
hypothalamus that regulates the pitu- 
itary’s secretion of gonad-stimulating 
hormones. 

HPG axis: Hypothalamus-pituitary- 
gonad axis, the negative feedback 
loop that regulates sex-hormone 
production. 
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Inhibin: A hormone secreted by the 
testes and ovaries that regulates FSH 


levels. 


GnlH (gonadotropin-inhibitory hor- 
mone): A hormone manufactured by 
the hypothalamus; acts in opposition 


to GnRH. 


Prolactin: A pituitary hormone that 
stimulates milk production by the 
mammary glands. 

Oxytocin: A pituitary hormone that 
stimulates milk ejection from the nip- 
ples and contractions of the uterus 
during childbirth. 


ensuring that testosterone is maintained at a fairly constant 
level, just as a thermostat can keep room temperature fairly 
constant. The pituitary’s production of LH stimulates the 
testes to produce testosterone. But when testosterone lev- 
els get high, the hypothalamus reduces its production of 
GnRH, in turn causing the pituitary to reduce production 
of LH, and consequently decreasing production of tes- 
tosterone by the testes. When testosterone levels fall, the 
hypothalamus again increases the production of GnRH, 
and the process starts again. Although the level of testos- 
terone in men is fairly constant, there is some cycling, with 
variations according to the time of day, and possibly to the 
time of month, as we discuss later in this chapter. 

Inhibin is another hormone produced in the testes (by 
cells called Sertoli cells). It acts to regulate FSH levels in 
a negative feedback loop, just as testosterone does with 
LH. Interest in inhibin has been intense because the hor- 
mone shows great promise, at least theoretically, as a male 
contraceptive. In other words, because inhibin suppresses 
FSH production, sperm production in turn is inhibited. 

As part of this system of checks and balances, in addi- 
tion to GnRH there is also GnIH (gonadotropin-inhibitory 
hormone), which is produced by the hypothalamus (Teo 
et al., 2021). As its name implies, it acts in opposition to 
GnRH. So, for example, GnIH lowers production of LH, 
FSH, and testosterone. This hormone was discovered just 
in 2000, and most of the research so far has involved ani- 
mals, so it is too early to give a full account of its effects 
in humans. 


Sex Hormone Systems in Female Bodies 
The ovaries produce two important hormones, estrogen’ 
and progesterone. Estrogen brings about many of the 
changes of puberty (stimulating the growth of the uterus 
and vagina, enlarging the pelvis, and stimulating breast 
growth). Estrogen is also responsible for maintaining the 
mucous membranes of the vagina and stopping the growth 
of bone and muscle, which accounts for females being on 
average shorter than males. 

In adult women the levels of 
estrogen and progesterone fluc- 
tuate according to the phases of 
the menstrual cycle and during 
various other stages such as preg- 
nancy and menopause. The two 
pituitary hormones, FSH and LH, 
regulate the levels of estrogen and 
progesterone. In this way the levels 
of estrogen and progesterone are 
controlled by a negative feedback 
loop of the hypothalamus, pitu- 
itary, and ovaries that is similar to 


3We really should say estrogens because they are a group of hor- 
mones like the androgens. Estradiol is one of the estrogens. To keep 
things simple, we will just use the term estrogen. 


Hypothalamus 


GnRH 


Pituitary 


Inhibin Ovary Ovary 


Figure 3 Schematic diagram of hormonal control 
of estrogen secretion and ovum production by the 

ovaries (during the follicular phase of the menstrual 
cycle). Note how similar the feedback loop is to the 
one in males. 


the negative feedback loop in males (see Figures | and 3). 
For example, as shown on the right side of Figure 3, 
increases in the level of GnRH increase the level of LH, 
and the increases in LH produce increases in the output 
of estrogen. Finally, the increases in the level of estrogen 
inhibit (decrease) the production of GnRH and LH. 

Inhibin is produced by the ovaries, just as it is by the 
testes. It inhibits FSH production and participates in the 
feedback loop that controls the menstrual cycle. 

The pituitary produces two other hormones, prolactin 
and oxytocin. Prolactin stimulates secretion of milk by 
the mammary glands after a woman has given birth to 
a child. Oxytocin stimulates ejection of that milk from 
the nipples. Oxytocin also stimulates contractions of the 
uterus during childbirth. In addition, oxytocin has gained 
a popular reputation as the “snuggle chemical,” because it 
seems to promote affectionate bonding, for example, with 
one’s newborn baby (Feldman et al., 2007). Oxytocin is 
produced in both males and females. In fact, in cotton-top 
tamarins, a species of monogamous monkeys, males and 
females have similar oxytocin levels, and oxytocin secre- 
tion is stimulated by touching, grooming, and sex (Snow- 
don et al., 2010). 

In some fascinating research with humans, heterosex- 
ual couples were brought to the lab for a study of their 
discussions of sexual and nonsexual topics (Roels et al., 
2021). Each person’s oxytocin level was measured before 
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the discussions. The results indicated that oxytocin lev- 
els were positively associated with validating one’s part- 
ner during sexual discussions, but not during nonsexual 
discussions (for a detailed discussion of validating during 
sexual communication, see the chapter “Attraction, Love, 
and Communication”). And the correlation was found for 
both women and men. This study provides an intriguing 
glimpse into the role that oxytocin may play in our most 
intimate interactions. 

The female sex hormone system functions much like 
the male sex hormone system. The ovaries and testes pro- 
duce many of the same hormones. In fact, contrary to ste- 
reotypes, levels of estradiol and progesterone do not differ 
between adult men and women (Liening et al., 2010; van 
Anders, 2010). Only testosterone levels differ between 
men and women, with men having more. We consider the 
functioning of the female sex hormone system and the 
menstrual cycle in more detail later in this chapter. 


_———— eee 
Prenatal Sexual Differentiation 


Sex Chromosomes 
At the time of conception the future human being con- 
sists of only a single cell, the fertilized egg. The specific 
sex chromosomes carried in that fertilized egg are the 
deciding factor in whether development proceeds in 
a male direction or female direction. If there are two X 
chromosomes, the result will typically be a female, but 
if there are one X and one Y, the result will typically be 
a male. Although incredibly tiny, the sex chromosomes 
carry a wealth of information that they transmit to various 
organs throughout the body, giving instructions on how to 
differentiate in the course of development. Because the Y 
chromosome is smaller, it has fewer genes and carries less 
information than the X. The Y chromosome has about 80 
genes, compared with 1,090 on the X (Federman, 2006). 
Occasionally, individuals receive at conception a sex 
chromosome combination other than XX or XY. Such 
atypical sex chromosome complements may lead to a vari- 
ety of clinical syndromes, such as K/inefelter’s syndrome. In 
this syndrome, a genetic male has an extra X chromosome 
(XXY). As a result, the testes are small, no sperm are pro- 
duced, and testosterone levels are low (Pacenza et al., 2012). 
During development, the single cell divides repeatedly, 
becoming a two-celled organism, then a four-celled organ- 
ism, then an eight-celled organism, and so on. By 28 days 
after conception, the embryo is about | centimeter (less 
than a half inch) long, but male and female embryos are 
still identical, except for the sex chromosomes. In other 
words, the embryo is still in the undifferentiated state. 
However, by the 7th week after conception, some basic 
structures have been formed that will eventually become 
either a male or a female reproductive system. At this 
point, the embryo has a pair of gonads, two sets of ducts 


(the Miillerian ducts and the Wolffian ducts), and rudimen- 
tary external genitals (the genital tubercle, the urethral 
folds, and the genital swelling) (see Figure 4, top). 


Gonads 

In the 7th week after conception, the sex chromosomes 
direct the gonads to begin differentiation. In males, the 
undifferentiated gonads develop into testes at about 
7 weeks. In females, the process occurs somewhat later, 
with the ovaries developing at around 13 or 14 weeks. 

An important gene that directs the differentiation 
of the gonads, located on the Y chromosome, is called 
SRY, for sex-determining region, Y chromosome (Skaletsky 
et al., 2003). The SRY gene causes the manufacture of 
a substance called testis-determining factor (TDF), which 
makes the gonads differentiate into testes, and male devel- 
opment occurs. (See Figure 6 for a summary of all the 
genes that regulate sexual differentiation.) The Y chromo- 
some also has genes that control the production of sperm 
and therefore affect male fertility or infertility (Colaco & 
Modi, 2018). The X chromosome carries genes that con- 
trol normal functioning of the ovaries (Winter & Couch, 
1995). Surprisingly, a number of genes on the X chromo- 
some also affect cells in the testes that manufacture sperm 
(Wang et al., 2001). 


Prenatal Hormones and the Genitals 
Once the ovaries and testes have differentiated, they begin 
to produce sex hormones, which then direct the differen- 
tiation of the rest of the internal and external genital sys- 
tem (see Figure 4, middle). 

In the female the Wolffian ducts degenerate, and the 
Miillerian ducts turn into the fallopian tubes, the uterus, 
and the upper part of the vagina. The tubercle becomes 
the clitoris, the folds become the inner lips, and the swell- 
ing develops into the outer lips. 

The testes secrete anti-Miillerian hormone (AMH) 
(Brunello & Rey, 2021). AMH causes the Miillerian 
ducts to degenerate, and the Wolffian ducts, supported by 
testosterone, turn into the epididymis, the vas deferens, 
and the ejaculatory duct. The tubercle becomes the glans 
penis, the folds form the shaft of the penis, and the swell- 
ing develops into the scrotum. 

The process by which the inter- 


nal and external genitals differenti- 
ate is the subject of much exciting 
new research. At least six different 
genes are involved in prenatal sex- 
ual differentiation (Figure 6), and 
a mutation in any one of them can 
cause atypical development. 

By 12 weeks after conception, 
the gender of the fetus is clear 
from the appearance of the exter- 
nal genitals (Figure 4, bottom). 


SRY: Stands for sex-determining 
region, Y chromosome. 

Miillerian ducts: Ducts found in both 
male and female fetuses; in males 
they degenerate, and in females they 
develop into the fallopian tubes, the 


uterus, and the upper part of the 
vagina. 

Wolffian ducts: Ducts found in both 
male and female fetuses; in females 
they degenerate, and in males they 
develop into the epididymis, the vas 
deferens, and the ejaculatory duct. 
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Figure 4 Development of the male and female external genitals from the undifferentiated stage during 
prenatal development. Note homologous organs in the female and male. 


Descent of the Testes and Ovaries moved down to the level of the upper edge of the pelvis. 
As these developmental changes are taking place, the The ovaries remain there until after birth, and later they 
ovaries and testes are changing in shape and position. At shift to their adult position in the pelvis. 

first, the ovaries and testes lie near the top of the abdom- The testes must make a much longer journey, down 
inal cavity. By the 10th week they have grown and have into the scrotum via a passageway called the inguinal 


Milestones in Sex Research 


Endocrine Disrupters 


ale Florida panthers have low sperm counts. 
Frogs are born hermaphroditic, with mixed 

male and female organs. Male turtledoves dis- 
play reduced courtship and nesting behaviors. A pre- 
school girl begins growing pubic hair. These cases and 
dozens of others have appeared in the news in the last 
decade. Are they unrelated bizarre occurrences, or is 
there a common link? 

Scientists believe that underlying all these troubling 
cases is the phenomenon of endocrine disrupters (some- 
times called endocrine-disrupting chemicals or EDCs), 
which are chemicals found in the envi- 
ronment that affect the 
endocrine system and 
cause adverse effects 
on animals, including 
humans. Evidence of 

the effects of endocrine disrupters 
comes both from studies of animals in the wild and from 
carefully controlled laboratory experiments. 

What chemicals are the culprits? Some are pesticides 
such as atrazine and DDT, used by farmers and others 
to kill unwanted insects and weeds. Bisphenol A (BPA) 
is used in making plastics such as baby bottles. More 
BPA is produced every year than any other chemical—15 
billion pounds in 2013 (Gore et al., 2015). PCBs, which 
were banned from production in the United States in 1976, 
were used in making products such as paints, plastics, and 
printing ink. Some have a half-life of over 1,000 years 
and thus are still abundant in the environment despite 
being banned. 

Fracking (hydraulic fracturing to extract oil from the 
earth) involves the use of fracking chemicals, 35 percent 
of which are endocrine disrupters (Alcid & Miller, 2014). 
These chemicals have been linked to infertility, mis- 
carriage, birth defects, and cancers of the reproductive 
organs. 

How do these chemicals exert their effects on sexual 
biology and behavior? All of them affect the endocrine 
system and, specifically, the sex hormone system. Many 
have multiple effects. Atrazine, for example, affects both 
estrogen and testosterone and inhibits their binding 
to estrogen receptors and androgen receptors. It also 
depresses the LH surge that causes ovulation, described 
later in this chapter in the discussion of the menstrual 
cycle. The insecticide DDT affects estrogen, progester- 
one, and testosterone by mimicking estrogen and binding 
to estrogen receptors, as well as by altering the metab- 
olism of both progesterone and testosterone. PCBs are 
both anti-estrogens and anti-androgens. Endocrine dis- 
rupters can cause epigenetic changes that result in effects 
later in the individual’s life and can be passed down to 


Can chemicals in our 
environment affect 


sexual development? 


Survey 
Excellent: 
Geod: 17 


their offspring. These chemicals are in the food we eat 
and the water and milk that we drink. 

Why should we care about a few hermaphroditic frogs 
or preschoolers with pubic hair? Scientists see these cases 
as examples of the proverbial canary in the mine shaft— 
that is, they are small signs that something terribly dan- 
gerous is happening. The European Union is taking steps 
to regulate these chemicals, but we have seen little action 
on the issue in the United States. 

Meanwhile, a carefully controlled study shows that 
pregnant women with high exposure to phthalates (found 
in plastics) are more likely to give birth to baby boys 
with undescended testes, hydroceles, and hypospadias, a 
condition in which the urethral opening is not at the tip 
of the penis, but somewhere else along it (see Figure 5) 
(Sathyanarayana et al., 2016). Studies in both the United 
States and Denmark show that breast development 
in girls is occurring one year earlier now than it did a 
few decades ago (Aksglaede et al., 2009). The pesticide 
residues in fruits and vegetables have been linked to lower 
sperm counts in men (Chiu et al., 2015). DDT, atrazine, 
BPA, and PFAS have all been linked to breast cancer 
(Wan et al., 2021). And according to an official state- 
ment by the Endocrine Society, “The [research] identifies 
EDCs as contributing to outcomes related to impaired 
reproduction, neurodevelopment, thyroid function, and 
metabolism and increased propensity for hormone-sensitive 
cancers” (Gore et al., 2015). 


Endocrine disrupters: Chemicals 
in the environment that affect the 

endocrine system and cause adverse 
effects on animals, including humans. 


Figure 5 An example of hypospadia, in which the 
urethral opening is not at the tip of the penis. 
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Figure 6 The genes, proteins, and receptors involved in prenatal sexual differen- 
tiation in humans. Some of the acronyms: AR is androgen receptor; AMH is anti-mul- 
lerian hormone; and SOX9 is transcription factor 9 associated with the SRY gene. 


canal. Normally this movement occurs around the 7th 
month after conception. The inguinal canal closes off 
after the testes descend. 

Two problems may occur in this process. First, one or 
both testes may fail to descend into the scrotum by the 
time of birth, a condition known as undescended testes, or 
cryptorchidism. This condition occurs in about 3 percent of 
all males. Most frequently, only one testis is undescended, 
and the other is in the normal position. In most of these 
cases, the testes do descend by the first birthday. If the 
testes do not descend spontaneously, however, the con- 
dition is usually corrected by surgery. The optimum time 
for doing this is soon after the first birthday. Otherwise, if 
both testes fail to descend, the man will be sterile, because, 
as we discussed in the chapter “Sexual Anatomy,” the high 
temperature of the testes inside the body inhibits the pro- 
duction of sperm. Undescended testes are also more likely 
to develop cancer (American Cancer Society, 2012). 

The second possible problem occurs when the inguinal 
canal does not close off completely. It may then reopen 
later in life, creating a passageway 


Cryptorchidism: Undescended testes; | through which loops of the intes- 


the condition in which the testes do 


not descend to the scrotum as they 
should during prenatal development. 


tine can enter the scrotum. This 
condition, called inguinal hernia, 
can be remedied by simple surgery. 


Brain Differentiation 

During the prenatal period, when sex hormones are hav- 
ing a big impact on genital anatomy, they are also acting 
on the brain (Arnold, 2003). The results of many experi- 
ments with animals indicate that in certain regions there 
are differences between male and female brains. The pri- 
mary sex-differentiated structure is the hypothalamus, 
in particular a region of it called the preoptic area. The 
hypothalamus is gender-differentiated in humans as well 
(Campbell & Herbison, 2014). 

One of the most important effects of this early sexual dif- 
ferentiation is the determination of the estrogen sensitivity 
of certain cells in the hypothalamus, cells that have estrogen 
receptors (Choi et al., 2001; McEwen, 2001). If testoster- 
one is present during fetal development, these specialized 
cells in the hypothalamus become insensitive to estrogen. 
If estrogen is present, these cells become highly sensitive 
to levels of estrogen in the bloodstream. This sensitivity is 
crucial to the hypothalamic-pituitary-gonad feedback loop 
discussed earlier. Male hypothalamic cells are relatively 
insensitive to estrogen levels, but female hypothalamic cells 
are highly sensitive to them. Male hypothalamic cells have 
more androgen receptors (Donahue et al., 2000). 

A major new study in 2015 reported evidence of epi- 
genetic changes during prenatal sexual differentiation of 
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Table 1 Homologous and Analogous Organs of the Male and Female Reproductive Systems 


Homologous Organs 


Analogous Organs 


Embryonic 
Source In Adult Males In Adult Females In Adult Males In Adult Females 
Gonad (medulla Testes (from medulla) Ovaries (from cortex) Testes Ovaries 
plus cortex) 
Genital tubercle Glans penis Glans clitoris Glans penis Clitoris 
Genital swelling Scrotum Outer lips 


Mullerian duct Degenerates, leaving 
only remnants 

Epididymis, vas defer- 
ens, seminal vesicles 

Urethral Prostate, Cowper’s 


primordia glands 


Wolffian duct 


Fallopian tubes, uterus, 
part of vagina 

Degenerates, leaving 
only remnants 

Skene’s glands, 
Bartholin glands glands 


Prostate, Cowper’s — Skene’s glands, 
Bartholin glands 


the brain (Spiers et al., 2015). Epigenetics refers to a func- 
tional change to DNA that does not alter the genetic code 
itself but leads to changes in gene expression. Often an 
epigenetic change involves methylation, that is, a methyl 
group is attached to the base cytosine in the DNA. Dif- 
ferences between male and female brains in DNA meth- 
ylation were found for a number of genes. These results 
suggest that prenatal sexual differentiation of the brain 
may involve more than anatomical differences in struc- 
tures and androgen receptors; it may also involve epigene- 
tic factors that can lead genes to be expressed or silenced. 
The researchers hope that this research will eventually 
help to explain why, for example, autism affects so many 
more males than females. 

The brains of men and women are actually quite 
similar in most regions, but a few brain structures show 
gender differentiation (Eliot, 2009; Joel, 2011). These 
structures include the hypothalamus, which we have 
already discussed, and the amygdala, which is important 
in emotion (Cahill, 2005; Ngun et al., 2011). Modern 
neuroscientists, however, reject the notion that these rep- 
resent “hardwired” differences present from birth (Eliot, 
2009). Instead, neuroscientists emphasize the plasticity 
of the brain, which is constantly changing in response to 
experiences that the person has. For example, an 8-year- 
old boy has a father who practices tossing footballs with 
him every day, whereas the father of the 8-year-old girl 
next door doesn’t toss footballs with her. Within weeks, 
the neural circuits in the boy’s brain involved in catching 
and throwing will have strengthened, whereas the same 
circuits in the girl’s brain will not. Their brains will now 
be different in that region, but as a result of their different 
experiences, not hardwiring present from birth. 


Homologous Organs 
Our discussion of sexual differentiation highlights the 
fact that the reproductive organs of men and women have 


similar origins, even though adult men and women appear 
to have very different reproductive anatomies. When an 
organ in males and an organ in females both develop 
from the same embryonic tissue, the organs are said to be 
homologous. When the two organs have similar functions, 
they are said to be analogous. Table | summarizes the 
major homologies (similar origins) and analogies (similar 
functions) of the male and female reproductive systems. 
For example, ovaries and testes are homologous (because 
they develop from an undifferentiated gonad) and analo- 
gous (because they produce gametes and sex hormones). 


Atypical Prenatal Gender Differentiation 
Gender is not a simple matter, as you may have noticed 
from the preceding discussion. Most people, however, 
assume that it is. In other words, people typically assume 
that if a person is female, she will be feminine; will think 
of herself as a woman; will be sexually attracted to men; 
will have a clitoris, vagina, uterus, and ovaries; and will 
have sex chromosomes XX. They also assume that all 
males are masculine; think of themselves as male; are 
sexually attracted to women; have 
a penis, testes, and scrotum; and 


have sex chromosomes XY. 

A great deal of research over 
the last several decades challenges 
these assumptions and provides 
much information about sexuality 
and gender and their development. 
Before we consider the results of 
this research, however, some back- 
ground information is helpful. 

We can distinguish among the 
following eight variables of gender 
(adapted from Money, 1987)*: 


Epigenetics: The study of functional 
changes to DNA that do not alter 

the genetic code itself but leads to 
changes in gene expression. Often an 
epigenetic change involves methyla- 
tion—that is, a methyl group is attached 
to the base cytosine in the DNA. 


Homologous organs (huh-MOLL- 
uh-gus): Organs in the male and 
female that develop from the same 
embryonic tissue. 

Analogous organs (an-AL-uh-gus): 
Organs in the male and female that 
have similar functions. 


‘The distinction between the terms gender and sex, discussed in the 
chapter “Sexuality in Perspective,” is being maintained here. 
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Intersex: A condition in which the 
individual has a mixture of male and 
female reproductive structures, so 


Chromosomal gender. XX in females; XY in males. 
2. Gonadal gender. Ovaries in females; testes in males. 


3a. Prenatal hormonal gender. Testosterone and AMH in 
males but not females before birth. 


3b. Prenatal and neonatal brain differentiation. Testosterone 
present for masculinization, absent for feminization. 


4. Internal organs. Fallopian tubes, uterus, and upper vagina 
in females; prostate, vas, and seminal vesicles in males. 


5. External genital appearance. Clitoris, inner and outer 
lips, and vaginal opening in females; penis and scro- 
tum in males. 


6. Pubertal hormonal gender. At puberty, estrogen and 
progesterone in females; testosterone in males. 


7. Gender assigned at birth. The announcement at birth, 
“It’s a girl” or “It’s a boy,” based on the appearance 
of the external genitals; the gender the parents and 
the rest of society believe the child to be. 


8. Gender identity. The person’s private, internal sense 
of maleness or femaleness or something else, such as 
nonbinary. 


These variables might be subdivided into biological vari- 
ables (the first six) and psychological variables (the last 
two). 

In most cases, of course, all the variables are in agreement 
in an individual. In other words, the person is a “consistent” 
female or male. If the person is a female, she has XX chro- 
mosomes, ovaries, a uterus and vagina, and a clitoris; she is 
reared as a female; and she thinks of herself as a female. 

However, as a result of any one of a number of factors 
during the course of prenatal sexual development, the gen- 
der indicated by one or more of these variables may disagree 
with the gender indicated by others. When the contradictions 
occur among several of the biological variables (1 through 
6), the person is said to have an intersex condition. (The 
I in LGBTQIA stands for intersex.) A heated debate has 
been waged over the terminology used for these conditions. 
A medical term is disorders of sex development (DSD) (Ber- 
enbaum, 2006), but some believe that term pathologizes the 
conditions and prefer a term such as differences in sex devel- 
opment or diverse sex development (Roen, 2019). Biologi- 
cally, the gender of such a person is 
ambiguous. The reproductive struc- 
tures may be partly male and partly 


that it is not clear at birth whether the female, or they may be incompletely 


individual is a male or a female. 
Congenital adrenal hyperplasia 


male or female. Approximately 
2 percent of births have an intersex 


(CAH): A condition in which a genetic condition (Blackless et al., 2000). 


female produces excess levels of 
androgens prenatally and therefore 
has male-appearing genitals at birth. 
Androgen-insensitivity syndrome 
(AIS): A genetic condition in which 
the body is unresponsive to andro- 
gens so that a genetic male may be 
born with a female-appearing body. 


We can distinguish between an 
intersex condition and an intersex 
identity. “Condition” refers to the 
anatomical condition of having gen- 
der-ambiguous genitals, whereas 
“identity” refers to how the person 
thinks about themselves. 


Figure 7 Diversity in prenatal sexual differenti- 
ation. The female spotted hyena has a clitoris as 
large as a penis and no vaginal opening because 
the labia fuse together like a scrotum. Urine passes 
out through the clitoris and she gives birth through 
the clitoris. Pregnant female hyenas produce high 
levels of an androgen (a,), and the hyena placenta 
produces an enzyme that converts the a, to tes- 
tosterone, leading to the masculinized genitals of 
daughters (Drea, 2009). 


Ingram Publishing/Alamy Stock Photo 


A number of syndromes can cause an intersex con- 
dition. Two of the most common are congenital adrenal 
hyperplasia and the androgen-insensitivity syndrome. In 
congenital adrenal hyperplasia (CAH), a genetic female 
develops ovaries normally as a fetus, but later in the course 
of prenatal development, the adrenal gland begins to func- 
tion abnormally (as a result of a recessive genetic condition 
unconnected with the sex chromosomes) and produces an 
excess amount of androgens. Prenatal sexual differentia- 
tion then does not follow the typical female course. As a 
result, the external genitals are partly or completely male 
in appearance. The labia are partly or totally fused (so 
there is no vaginal opening), and the clitoris is enlarged 
to the size of a small penis or even a full-sized one. For 
this reason, at birth these genetic females are sometimes 
identified as males. Long-term follow-ups indicate that 
CAH girls have a female gender identity, tend toward male- 
stereotyped interests and activities, and generally function 
well as girls and women (Berenbaum, 2018). 

The reverse case occurs in androgen-insensitivity 
syndrome (AIS) (Wisniewski et al., 2000). With AIS a genetic 
male produces typical levels of testosterone, but as a result of a 
genetic condition, the body tissues are insensitive to the testos- 
terone, and prenatal development is fem- 
inized. For this reason, 


the individual is born What is an “intersex” 

with the external appear- [ieeyareliaceyaMrslaremdatsl ae (el=ss 
ance of a female: a small [iSite Ta MiAYZol Ui ty eu eg 
vagina (but no uterus) 
and undescended testes. The individual 
whose poem appeared at the beginning of this chapter has AIS. 
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Intersex persons provide strong evidence of the great 
complexity of sex and gender and their development. 
Many variables are involved in gender and sex, and there 
are many steps in gender differentiation, even before 
birth. Because the process is complex, it is vulnerable to 
disturbances, creating conditions such as intersex. 

Indeed, the research serves to question our basic 
notions of what it means to be male or female. In CAH, is 
the genetic female who is born with male external genitals 
a male or a female? What makes a person male or female— 
chromosomal gender? External genital appearance? Gen- 
der identity? 

A related phenomenon was first studied in a small com- 
munity in the Dominican Republic (Imperato-McGinley 
et al., 1974). Due to a genetic-endocrine condition, a large 
number of genetic males there appeared to be females at 
birth. The syndrome is called 5-alpha reductase deficiency 
syndrome. These infants had a vaginal pouch instead of a 
scrotum and a clitoris-sized penis. The uneducated parents, 
according to the researchers, were unaware that there were 
any problems, and these genetic males were treated as typ- 
ical females. At puberty, a spontaneous biological change 
caused a penis to develop. Significantly, the psychological 
identity of these individuals also changed. Despite their rear- 
ing as females, their gender identity switched to male, and 
they developed heterosexual interests. In their culture, these 
people are called Guevodoces (“penis at 12”). 

Anthropologist Gilbert Herdt (1990) is critical of the 
research and interpretations about the Guevodoces. The 
major criticism is that the Western researchers assumed 
that this culture is a two-gender society, like the United 
States, and that people have to fall into one of only two 
categories, either male or female. Anthropologists, how- 
ever, have documented the existence of three-gender 
societies—that is, societies in which there are three, not 
two, gender categories—and the society in which the 
Guevodoces grow up is a three-gender society. The third 
gender is the Guevodoces. Their gender identity is not 
male or female but Guevodoce. The 5-alpha reductase 
deficiency syndrome has also been found among the Sam- 
bia of New Guinea, who also have a three-gender culture. 
Again we see the profound effect of culture on our most 
basic ideas about sex and gender. 


Sexual Differentiation during 
Puberty 


Puberty is not a point in time but rather a process during 
which there is further sexual differentiation. It is the stage in 
life during which the body changes from that of a child into 
that of an adult, with secondary sexual characteristics (such 
as breasts or a beard) and the ability to reproduce sexually. 
Puberty can be scientifically defined as the time 
during which there is sudden enlargement and maturation 


of the gonads, other genitalia, and secondary sex charac- 
teristics, leading to reproductive capacity (Tanner, 1967). 
It is the second important period—the first being the pre- 
natal period—during which sexual differentiation takes 
place. Perhaps the most memorable single event in the 
process is the first ejaculation for boys and the first men- 
struation for girls. First menstruation is not necessarily a 
sign of reproductive capability because girls typically do 
not produce mature eggs until a year or two after the first 
menstruation. 

The physiological process that underlies puberty in 
both genders is a marked increase in levels of sex hor- 
mones. For this reason, the hypothalamus, pituitary, and 
gonads control the changes. 

Adolescence is a socially defined period of development 
that bears some relationship to puberty. Adolescence rep- 
resents a psychological transition from the behavior and 
attitudes of a child to the behavior, attitudes, and respon- 
sibilities of an adult. In the United States it corresponds 
roughly to the years from age 10 to age 20. Modern Amer- 
ican culture has an unusually long period of adolescence 
(Steinberg, 2020). A century ago, adolescence was much 
shorter. The lengthening of the educational process has 
served to prolong adolescence. In some cultures, in fact, 
adolescence does not exist. Instead, the child shifts to being 
an adult directly, with only a rite of passage in between. 

Before describing the changes that take place during 
puberty, we should note two points. First, the timing of 
the pubertal process differs considerably for males and 
females. Girls begin the change around 8 to 12 years of 
age, and boys do so about 2 years later. Girls reach their 
full height by about age 16, whereas boys continue grow- 
ing until age 18 or later. The phenomenon of males and 
females being out of step with each other at this stage 
creates no small number of crises. Girls are interested in 
boys long before boys are aware that girls exist. A girl may 
be stuck with a date who barely reaches her armpits, and 
a boy may have to cope with someone who is better quali- 
fied to be on his basketball team than he is. 

Second, there are large individual differences (differ- 
ences from one person to the next) in the age at which the 
processes of puberty take place. For this reason there is 
no one “normal” time to begin menstruating or growing a 
beard. Instead, I give age ranges in describing the timing 
of the process. 


Changes in Girls 
A summary of the physical changes of puberty in males 
and females is provided in Table 2. The first sign of 
puberty in girls is the beginning 


of breast development, on average | puberty: The time during which there 


around 8 to 9 years of age. The }| is sudden enlargement and matura- 
ducts in the nipple area swell, and | tion of the gonads, other genitalia, 


there is growth of fatty and con- and secondary sex characteristics, so 


nective tissue, causing the small, 


: : rr of reproduction. 
conical buds to increase in size. 


that the individual becomes capable 
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hen Chris was born, her clitoris was 1.7 cm long. 
That’s about halfway between the length of the 

average newborn clitoris and the average new- 
born penis. She had a scrotum but no testes in it, and the 
physician was unsure whether she was a girl or a boy. A 
blood test revealed that her sex chromosomes were XY. 
After 24 hours of consultations, during which her parents 
were in agony, the physician decided that Chris should be 
a girl because it would be impossible for her to function as 
a boy with such strange genitals. While a baby, she had 
several surgeries, one to remove her testes, which were 
still in her abdomen. Her clitoris was surgically reduced in 
size when she was age 5, old enough to remember it. 
Today she is 27 and angry about what she considers the 
mutilations of her body. She now knows that she has 
androgen-insensitivity syndrome. So much of her clitoris 
was removed that she is not able to orgasm. 

Chris (a composite of several case histories in the sci- 
entific literature) is an intersex individual; that is, her gen- 
itals have combined male, female, or ambiguous elements. 
She was treated according to a protocol that became stan- 
dard beginning in the 1960s. This protocol was based on 
the pioneering research of Dr. John Money and others. 
According to him, individuals such as Chris, whom he 
called “pseudohermaphrodites,” could successfully be 
assigned to either gender, provided that it was done before 
18 months of age and that the necessary surgeries and 
follow-up medical treatments (such as hormone treat- 
ment) occurred. Money’s research indicated that indi- 
viduals treated with the standard protocol grew up to be 
healthy and well adjusted. 

More recently, however, intersex individuals have 
come out of the closet and formed an activist organiza- 
tion, the Intersex Society of North America (ISNA). That 
organization ended in 2008 and was replaced by Accord 
Alliance, which promotes integrated care for those with 
disorders of sex development and their families. Intersex 
activists argue that they have cases of genital variability, 
not genital abnormality. The medical standard is that 
an infant’s organ that is 0.9 cm or less is a clitoris and 
2.5 cm or more is a penis. Activists argue that these cut- 
offs are arbitrary. What is wrong with a clitoris that is 
1.7 cm long? Perhaps the only thing wrong with it is that 
it makes doctors, and perhaps parents, embarrassed. 
Issues of medical ethics are raised: Should essentially 
cosmetic surgery be performed on a baby who cannot 


The Debate over the Treatment of Intersex Individuals 


give informed consent? When is surgery medically nec- 
essary (Hegarty et al., 2021)? Should parents be encour- 
aged to lie to their child? 

Sex researcher Milton Diamond conducted long-term 
follow-ups on several individuals treated using Money’s 
standard protocol. He found that, contrary to the glow- 
ing picture of perfect adjustment painted by Money and 
others, these individuals had serious adjustment problems 
that they traced directly to the medical “management” 
of their condition. Diamond’s research sparked a debate 
over the proper treatment of disorders of sex development 
(DSD), which activists say should be called differences 
in sexual development or diverse sexual development. 
Diamond proposed a protocol in which he urges physi- 
cians, in cases of infants with these disorders, (1) to make 
their most informed judgment about the child’s eventual 
gender identity (CAH girls, for example, almost invari- 
ably have a female identity) and counsel the parents to 
rear the child in that gender; (2) not to perform surgeries 
that might later need to be reversed; and (3) to provide 
honest counseling and education to the parents and child 
as they grow up so that the child can eventually make an 
informed decision regarding treatment. 

Diamond’s research was quickly followed by more 
systematic studies. Micropenis is a condition in which 
a genetic XY male is born with a very small penis. One 
study followed up 18 of these individuals in adulthood; 
13 had been reared as boys and 5 as girls (Wisniewski 
et al., 2001). All of the individuals raised as men 
reported good or fair erections, but 50 percent were dis- 
satisfied with their genitals. In contrast, 80 percent of 
the individuals raised as women were dissatisfied with 
their genitals, and 40 percent had no sexual interest or 
experience. In this case, it seems that rearing as a male 
worked better. 

Another study examined the success of “feminizing” 
genital surgery—that is, performing surgery to reduce 
the size of an overlarge clitoris or to create or enlarge 
a vagina, as might happen with CAH girls (Creighton et 
al., 2001). Of the surgeries done in childhood, 41 percent 
were judged as having a poor outcome, supporting 
Diamond’s recommendations against these early surger- 
ies. Another study of women with DSD—many of them 
with CAH—who had had clitoral surgery in childhood indi- 
cated approximately twice as many of them (39 percent) 
being unable to orgasm, compared with a control group 


SEXUAL DIFFERENTIATION DURING PUBERTY 


101 


Figure 8 Cheryl Chase, an activist for those with 
diverse sex development. 


Catherine Opie 


These changes are produced by increases in the levels of 
the sex hormones by a process that is described in the 
following pages. 

As the growth of fatty and supporting tissue increases 
in the breasts, a similar increase takes place at the hips 
and buttocks, leading to the rounded contours that distin- 
guish adult female bodies from adult male bodies. Individ- 
ual females have unique patterns of fat deposits, so there 
are also considerable individual differences in the result- 
ing female shapes. 

Another visible sign of puberty is the growth of pubic 
hair, which occurs shortly after breast development begins. 
About two years later, axillary (underarm) hair appears. 

Body growth increases sharply during puberty, during 
the approximate age range of 9.5 to 14.5 years. The 
growth spurt for girls occurs about two years before the 
growth spurt for boys (Figure 9). This timing is consistent 
with girls’ general pattern of maturing earlier than boys. 
Even prenatally, girls show an earlier hardening of the 
structures that become bones. 


(20 percent) of women with DSD who had not had 
clitoral surgery (Minto et al., 2003). (For a summary 
of medical recommendations for the wide variety of 
conditions falling in the DSD category, see Moriquand 
et al., 2016.) 

Recognizing these new developments, the American 
Academy of Pediatrics (2000; Lee et al., 2006) issued 
guidelines for primary care pediatricians on how to care 
for newborns with ambiguous genitals. They include what 
tests to run to determine the cause of the ambiguous geni- 
tals, when the baby should be referred to a center special- 
izing in DSD, and what factors should be used to decide 
the sex of rearing. These factors include fertility potential 
(for example, a CAH girl is potentially fertile and should 
be raised as a girl) and capacity for sexual functioning. 
Only with long-term studies will we learn whether these 
new treatments will yield better results for individuals 
with intersex conditions. 


Sources: American Academy of Pediatrics (2000); Meyer-Bahlburg 
(2013); Creighton et al. (2001); Creighton & Minto (2001); Dia- 
mond (1996, 1999); Diamond & Beh (2008); Diamond & Sigmund- 
son (1997); Kessler (1998); Lee et al. (2006); Meyer-Bahlburg et al. 
(2004); Money & Ehrhardt (1972); Wisniewski et al. (2000, 2001). 


Estrogen eventually stops the growth spurt in girls. The 
presence of estrogen also causes the growth period to end 
sooner in girls than in boys, in this way accounting for the 
lesser average height of adult women as compared with 
adult men. 

At about 12 years of age, the menarche (first menstrua- 
tion) occurs. The girl, however, is not capable of becoming 
pregnant until ovulation begins, typically about two years 
after the menarche. The first menstruation is not only an 
important biological event but also a significant psycho- 
logical one. Various cultures have ceremonies recognizing 
its importance. In some families, it is a piece of news that 
spreads quickly to the relatives. Girls themselves display 
a wide range of reactions to the event, ranging from nega- 
tive ones, such as fear, shame, or disgust, to positive ones, 
such as pride and a sense of maturity and womanliness. 

Some of the most negative reac- 


tions occur when the girl has not ; 

b A fee th h Menarche (MEN-ar-key): First 
sa prepare or the menare ee ete cianetien: 

which is still the case surprisingly 
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Table 2 Summary of the Changes of Puberty and Their Sequence 


Girls Boys 
Average 
Average Age of Age of First Major 
First Appearance Major Hormonal Appearance Hormonal 
Characteristic (Years) Influence Characteristic (Years) Influence 
1. Growth of breasts 8-9 Pituitary growth 1. Growth of testes, 9-10 Pituitary growth 
hormone, scrotal sac hormone, 
estrogens, testosterone 
progesterone, 
thyroxine 
2. Growth of pubic 9-10 Adrenal androgens 2. Growth of pubic 10-11 Testosterone 
hair hair 
3. Body growth 9.5-14.5 Pituitary growth 3. Body growth 10.5-16 Pituitary growth 
hormone, adrenal hormone, 
androgens, testosterone 
estrogens 
4. Menarche 12-12.5 (Gilat stal, Al, 4. Growth of penis 11-14.5 Testosterone 
estrogens, 
progesterone 
5. Underarm hair 10-11 Adrenal 5. Change in voice About the same Testosterone 
androgens (growth of larynx) time as penis 
growth 
6. Oil- and sweat- About the same Adrenal 6. Facial and About 2 years Testosterone 
producing glands time as underarm androgens underarm hair after pubic hair 
(acne occurs hair 
when glands are 
clogged) 
7. Oil- and About the same Testosterone 


sweat-producing 
glands, acne 


time as 
underarm hair 


Sources: Tanner (1967), updated with Biro et al. (2013); Herman-Giddens et al. (1997, 2012). 


Leptin: A hormone related to the 
onset of puberty. 


Kisspeptin: A hormone involved 
in the initiation of pubertal 
development. 


often. Parents who are concerned about preparing their 
daughters for the first menstruation should remember that 
there is a wide range in the age at which it occurs. It is not 
unusual for a girl to start menstruating in the fifth grade, 
and instances of the menarche during the fourth grade, 
while rare, do occur. 

What determines the age at which a girl first menstru- 
ates? One explanation is the percent body fat hypothesis 
(Frisch & McArthur, 1974; Kaplowitz, 2008; Lassek & 
Gaulin, 2007). During puberty, deposits of body fat increase 
in girls. According to the percent body fat hypothesis, the 
percentage of body weight that is fat must rise to a certain 
level for menstruation to occur for the first time and for it to 
be maintained. For this reason, very skinny adolescent girls 
would tend to be late in the timing of first menstruation. 
Leptin, a hormone, is related to the 
onset of puberty in both girls and 
boys (Israel et al., 2012; Terasawa 
et al., 2012). In prepubertal girls 
and boys, leptin levels rise as body 
fat increases. Leptin stimulates the 


growth of skeletal bone and the release of LH. And leptin 
stimulates the secretion of kisspeptin. 

The hot new hormone that is involved in the initiation 
of puberty is kisspeptin (Ojeda & Lomniczi, 2014). It is 
encoded by a gene called KISS1. Don’t you just love the 
way these biologists name things! Other genes control when 
the KISS1 gene starts to be expressed so that it produces 
kisspeptin. Kisspeptin then stimulates the hypothalamus to 
produce more GnRH and to produce it in a “pulsatile” fash- 
ion—that is, in pulses. This initiates a cascade of secretion 
of hormones, including LH and FSH, which stimulates the 
ovaries to produce estrogen, and the pubertal race is on! 

The percent body fat hypothesis also helps to make 
sense of two related phenomena: the cessation of men- 
struation in anorexics and the cessation of menstruation 
in women distance runners. Anorexia nervosa is a condi- 
tion in which the person—most commonly an adolescent 
girl-engages in compulsive, extreme dieting, perhaps to 
the point of starving herself to death. As anorexia pro- 
gresses, the percentage of body fat declines and menstrua- 
tion ceases. It is also fairly common for women who are 
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Figure 9 The adolescent spurt of growth for boys 
and girls. Note that girls experience their growth 
spurt earlier than boys do. 


runners, and all women who exercise seriously to the 
point where their body fat is substantially reduced, to 
cease menstruating. For both anorexics and runners, it 
seems that when the percentage of body fat falls below a 
critical value, the biological processes that control the 
menstrual cycle shut down menstruation.° 

Before leaving the topic of running, we should note that 
there is some evidence that serious exercise also affects 
the male reproductive system. One study of male distance 
runners found that their testosterone levels were only about 
68 percent as high, on average, as a control group’s testos- 
terone levels, and other studies have found similar effects 
(Hackney, 2008; Wheeler et al., 1984). There are some 
reports of male long-distance runners complaining of a 
loss of sex drive, but it is unclear whether this results from 
reduced testosterone levels or from the perpetual feelings of 
fatigue that such runners have from their intensive training. 

Other body changes in girls during puberty include a 
development of the blood supply to the clitoris, a thicken- 
ing of the walls of the vagina, and a rapid growth of the 
uterus, which doubles in size between ages 10 and 18. The 
pelvic bone structure grows and widens, contributing to 


produce estrogen. Estrogen is responsible for many of the 
changes that occur. It stimulates breast growth and the 
growth of the uterus and vagina. 

Also involved in puberty are the paired adrenal glands, 
which are located just above the kidneys. In females, the 
adrenal glands are a major producer of androgens. Adre- 
nal androgens stimulate the growth of pubic and axillary 
hair and are related to the female sex drive. Adrenarche—the 
time of increasing secretion of adrenal androgens—generally 
begins slightly before age 8 (Styne & Grumbach, 2008). 


Changes in Boys 
As noted earlier, puberty begins at about 10 or 11 years of 
age in boys, a year or two later than it does in girls. The 
physical causes of puberty in boys parallel those in girls. 
They are initiated by the hypothalamus producing pulses 
of GnRH, which stimulates increased secretion of LH and 
FSH by the pituitary (Livadas & Chrousos, 2019). At the 
beginning of puberty, the increase in LH stimulates the 
testes to produce testosterone, which is responsible for 
most of the changes of puberty in males. 

The first noticeable pubertal change in boys is the 
growth of the testes and scrotal sac, which begins on 
average at around 9 to 10 years of age as a result of tes- 
tosterone stimulation. The growth of pubic hair begins at 
about the same time. About a year later the penis begins 
to enlarge, first thickening and then lengthening. This 
change also results from testosterone stimulation. As the 
testes enlarge, their production of testosterone increases 
even more, leading to rapid growth of the penis, testes, 
and pubic hair at ages 13 and 14. 

The growth of facial and axillary hair begins about 
two years after the beginning of pubic hair growth. The 
growth of facial hair begins with the appearance of fuzz on 
the upper lip, but adult beards do not appear until two or 
three years later. Indeed, by age 17, 50 percent of Ameri- 
can males have not yet shaved. These changes also result 
from testosterone stimulation, which continues to produce 
growth of facial and chest hair beyond 20 years of age. 

Erections increase in frequency. The organs that pro- 
duce the fluid of semen, particularly the prostate, enlarge 
considerably at about the same time the other organs are 
growing. By age 13 or 14, the boy is capable of ejaculation.® 
By about age 15, the ejaculate con- 
tains mature sperm and the boy is 


Adrenal glands (uh-DREE-nul): 
Endocrine glands located just above 


now fertile. The pituitary hormone 
FSH is responsible for initiating 
and maintaining the production of || Adrenarche (AD-ren-ar-key): 
mature sperm. In childhood, the maturation of the 

is aes adrenal glands, resulting in increased 

Beginning about a year after ; 
: . i secretion of androgens. 

the first ejaculation, many boys 


the rounded shape of females and creating a passageway 
large enough for an infant to move through during birth. 
The dramatic changes that occur during puberty are 
produced, basically, by the endocrine system and its 
upsurge in sex hormone production during puberty. The 
process begins with the hypothalamus releasing pulses of 
GnRH, which triggers an increase in secretion of FSH by 
the pituitary gland. FSH in turn stimulates the ovaries to 


the kidneys; in females they are 
major producers of androgens. 


*Note that orgasm and ejaculation are two separate processes, even 
though they generally occur together, at least in males after puberty. 
But orgasm may occur without ejaculation, and ejaculation may 
occur without orgasm. 


5On the other hand, moderate exercise has been associated with 
reduced menstrual problems such as cramps (Hightower, 1997). 
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(6) 


Figure 10 There is great variability in the onset of puberty and its growth spurt. Both girls (a) are the 


same age. Both boys (b) are the same age. 


(a) Peathegee Inc/Getty Images; (b) Wavebreakmedia/Getty Images 


begin having nocturnal emissions, or “wet dreams.” For 
the boy who has never masturbated, a wet dream may be 
his first ejaculation. 

At about the same time penis growth occurs, the larynx 
(“voice box”) also begins to grow in response to testosterone. 
As the larynx enlarges, the boy’s voice drops, or “changes.” 
Typically the transition occurs at around age 13 or 14. 

A great spurt of body growth begins in males at around 
11 to 16 years of age (Figure 9). Height increases rapidly. 
Body contours also change. Although the changes in girls 
involve mainly the increase in fatty tissue in the breasts 
and hips, the changes in boys involve mainly an increase 
in muscle mass. Eventually testosterone brings the growth 
process to an end, although it permits the growth period 
in boys to continue longer than it does in girls. 

Puberty brings both changes and problems. One prob- 
lem is acne, a distressing skin condition that is stimulated 
by androgens and affects boys more frequently than girls. 
It is caused by a clogging of the sebaceous (oil-producing) 
glands, resulting in pustules, blackheads, and redness on 
the face and possibly the chest and back. 

Gynecomastia (breast enlargement) may occur tempo- 
rarily and embarrassingly in boys. About 80 percent of 
boys in puberty experience this growth, which is proba- 
bly caused by small amounts of feminizing sex hormones 
being produced by the testes. 

In various cultures around the world, puberty rites are 
performed to signify the adolescent’s passage to adult- 
hood (Figure 11). In the United States the only remaining 
vestiges of such ceremonies are the Jewish bar mitzvah for 
boys and bat mitzvah for girls. In a sense, it is unfortunate 
that we do not give more formal recognition to puberty. 
Puberty rites probably serve an important psychologi- 
cal function in that they are a formal, public announce- 
ment of the fact that the boy or girl is passing through an 
important and difficult period of change. In the absence 
of such rituals, the young person may think that their 
body is doing strange things. The lack of recognition may 


be particularly problematic for boys, who lack an obvious 
sign of puberty like the first menstruation (the first ejacu- 
lation is probably the closest analogy) to help them iden- 
tify the stage they are in. 


Changes in Behavior 

Puberty brings not only changes in the body but changes 
in behavior as well (Forbes & Dahl, 2010; Galvan, 2021). 
To use terminology introduced earlier in this chapter, 
puberty has both organizing effects and activating effects. 
Pubertal development results in changes in the brain and 
genitals (organizing effects) and also activates certain 
behaviors. The research evidence indicates that puberty 
increases sensation-seeking behaviors—that is, wanting 
high-intensity, exciting experiences—and sex is one sensa- 
tion that might be sought. Puberty also reorients social 
behavior, so that adolescents are motivated to seek social 
experiences with their peers and with potential romantic 
partners. Indeed, forming and maintaining friendships 
and navigating complex social networks are some of the 
important developmental tasks of adolescence. The devel- 
oping adolescent brain supports these new behavioral 
capabilities (Galvan, 2021). 


a! 
The Menstrual Cycle 


Women’s sexual and reproductive lives have a rhythm of 
changes. One notable sign that marks the changes is men- 
struation. The events surrounding it are not only biologi- 
cal but psychological as well. 


Biology of the Menstrual Cycle 

The menstrual cycle is regulated by fluctuating levels of 
sex hormones, which produce certain changes in the ova- 
ries and uterus. The hormone cycles are regulated by the 
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(6) 


Figure 11 Most cultures celebrate puberty, but 
cultures vary widely in the nature of the celebration. 
(a) American Jewish youth celebrate a bar mitzvah 
(for boys) or bat mitzvah (for girls). (6) In Sudan, boys 
between the ages of 8 and 13 gather to celebrate a 
rite of passage, the male circumcision. 


(a) Nancy Louie/E+/Getty Images; (b) RichardBakerSudan/Alamy 
Stock Photo 


HPG axis and by means of the negative feedback loop dis- 
cussed earlier in this chapter. 

Humans are nearly unique among species in having a 
menstrual cycle. Only a few other species of apes and mon- 
keys also have menstrual cycles. All other species of mam- 
mals (for example, horses and dogs) have estrous cycles. 
There are several differences between estrous cycles and 


menstrual cycles, and it is 


important to note them How does the body 
because some people BRTiEicwx-yane luteal 
mistakenly believe that PUPAE Mela tal 


OMREAGetsiicss menstrual cycle? 
those of a dog or a cat, 
when in fact the cycles 
are quite different. 

First, in animals that have estrous cycles there is no 
menstruation. There is either no bleeding or only a slight 
spotting of blood, which is not a real menstruation. Sec- 
ond, the timing of ovulation in relation to bleeding is differ- 
ent in the two cycles. For estrous animals, ovulation occurs 
while the animal is in “heat,” or estrus, which is also the 
time of slight spotting. In the menstrual cycle, however, 
ovulation occurs about midway between the periods of 
menstruation. A third difference is that female animals 
with estrous cycles engage in sexual behavior only when 
they are in heat, that is, during the estrus phase of the 
cycle. In contrast, females with menstrual cycles are capa- 
ble of engaging in sexual behavior throughout the cycle. 


The Phases of the Menstrual Cycle 

The menstrual cycle has four phases, each characterized 
by a set of hormonal, ovarian, and uterine changes (see 
Figure 12). Because menstruation is the easiest phase to 
identify, it is tempting to call it the first phase, but biolog- 
ically, it is actually the last phase. (Note, however, that in 
numbering the days of the menstrual cycle, the first day 
of menstruation is counted as day | because it is the most 
identifiable day of the cycle.) 

The first phase of the menstrual cycle is called the 
follicular phase (also called the proliferative phase). At the 
beginning of this phase, the pituitary secretes relatively 
high levels of FSH (follicle-stimulating hormone). As the 
name of this hormone implies, its function is to stimulate 
follicles in the ovaries. At the beginning of the follicular 
phase, it signals one follicle (occasionally more than one) 
to begin to bring an egg to the final stage of maturity. 
At the same time, the follicle secretes estrogen. 

The second phase of the cycle is ovulation, during which the 
follicle ruptures open, releasing the mature egg (see Figure 13). 
By this time, estrogen has risen to a 
high level, which inhibits FSH pro- 
duction, and so FSH has fallen back 


Follicular phase (fuh-LIK- 


; you-lur): The first phase of the men- 
to a low level. The high levels of } strual cycle, beginning just after 


estrogen also stimulate the hypothal- || menstruation, during which an egg 


amus to produce GnRH, which } Matures in preparation for ovulation. 


causes the pituitary to begin produc- 
tion of LH (luteinizing hormone).’ 


menstrual cycle. 
A surge of LH triggers ovulation. 


’This statement may seem to contradict the earlier statement that 
high estrogen levels cause a decline in LH. Both of these effects 
occur, but at different times in the menstrual cycle (Molitch, 1995). 
There are two centers in the hypothalamus: One produces a nega- 
tive feedback loop between estrogen and LH; the other produces a 
positive feedback loop between the two. 


Ovulation: Release of an egg from 
the ovaries; the second phase of the 
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(a) Levels of hormones produced by the pituitary 


Pituitary 
hormones 


Plasma concentrations of 
pituitary hormones, arbitrary units 


(b) Levels of hormones produced by the ovaries 


hormones 


Estrogen 


Plasma concentrations of 
ovarian hormones, arbitrary units 


Progesterone 


(c) Changes in ovarian follicles and uterine endometrium 
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Ovarian Follicular Ovulation Luteal 
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Figure 12 The biological events of the menstrual cycle. Changes in the lev- 
els of hormones produced by the pituitary (a) and the ovaries (6) bring about 
changes (c) in the ovarian follicles and the endometrium of the uterus. 


The third phase of the cycle is (hence the names /uteal phase and luteinizing hormone). 
called the luteal phase (also called The corpus luteum manufactures progesterone, so proges- 
jakowinenoullaton: the secretory phase). After releasing terone levels rise dueing tHE tateal phan. But high levels of 
Corpus luteum: The mass of cells an egg, the follicle, under stimulation progesterone also inhibit the pituitary’s secretion of LH, 


of the follicle remaining after ovula- of LH, turns into a glandular mass and as LH levels decline, the corpus luteum degenerates. 
tion; it secretes progesterone. With this degeneration comes a sharp decline in estrogen 


and progesterone levels at the end of the luteal phase. The 


SCorpus luteum is Latin for “yellow body.” The corpus luteum is so falling levels of estrogen stimulate the pituitary to begin pro- 
named because the mass of cells is yellowish in appearance. duction of FSH, and the whole cycle begins again. 


Luteal phase (LOO-tee-uhl): The 
third phase of the menstrual cycle, 


of cells called the corpus luteum® 
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Figure 13 Ovulation, showing the egg bursting 
forth from the wall of the ovary. 


C. Edelmann/Science Source 


The fourth and final phase of the cycle is menstruation. 
Physiologically, menstruation is a shedding of the inner lin- 
ing of the uterus (the endometrium), which then passes out 
through the cervix and the vagina. During this phase, estro- 
gen and progesterone levels are low and FSH levels are rising. 
Menstruation is triggered by the sharp decline in estrogen 
and progesterone levels at the end of the luteal phase. 

What has been happening in the uterus while the 
ovaries and endocrine system were going through the 
four phases that we just described? During the first, or 
follicular, phase, the high levels of estrogen stimulate the 
endometrium of the uterus to grow, thicken, and form 
glands that will eventually secrete substances to nourish 
the embryo. In other words, the endometrium prolifer- 
ates (giving us the alternative name for this first phase, 
the proliferative phase). Then, during the luteal phase, the 
progesterone secreted by the corpus luteum stimulates the 
glands of the endometrium to start secreting the nourish- 
ing substances (giving it the name secretory phase). If the 
egg is fertilized and the timing goes properly, about 6 days 
after ovulation the embryo arrives in a uterus that is well 
prepared to cradle and nourish it. 

The corpus luteum continues to produce estrogen and 
progesterone for about 10 to 12 days. If pregnancy has not 
occurred, its hormone output declines sharply at the end 
of this period. The uterine lining cannot be maintained and 
is shed, resulting in menstruation. Immediately afterward, 
a new lining starts forming in the next proliferative phase. 

The menstrual fluid itself is a combination of blood 
(from the endometrium), degenerated cells, and mucus from 
the cervix and vagina. Normally the discharge for an entire 
period is only about 2 to 4 tablespoons. Common practice 
is to use sanitary napkins, which are worn externally, or tam- 
pons, which are worn inside the vagina, to absorb the fluid. 


Length and Timing of the Cycle 
How long is a normal menstrual cycle? Generally, any- 
where from 21 to 36 days is considered within the normal 


range. The average is about 28 days, but somehow this 
number has taken on more significance than it deserves. 
There is enormous variation from one person to the next 
in the average length of the cycle, and for a given person 
there can be considerable variation in length from one 
cycle to the next. 

What is the timing of the four phases of the cycle? In 
a perfectly regular 28-day cycle, menstruation begins on 
day | and continues until about day 4 or 5. The follicular 
phase extends from about day 5 to about day 13. Ovula- 
tion occurs on day 14, and the luteal phase extends from 
day 15 to the end of the cycle, day 28 (see Figure 12c). 

But what if the cycle is not a perfect 28-day one? In 
cycles that are shorter or longer than 28 days, the prin- 
ciple is that the length of the /uteal phase is relatively 
constant. In other words, the time from ovulation to 
menstruation is always 14 days, give or take only a day or 
two. It is the follicular phase that varies in length. For this 
reason, if a woman has a 44-day cycle, for example, she 
ovulates on about day 30. If she has a 22-day cycle, she 
ovulates on about day 8. 

Some women report that they can actually feel them- 
selves ovulate, a phenomenon called Mittelschmerz (“mid- 
dle pain”). The sensation described is a cramping on one 
or both sides of the lower abdomen, lasting for about a 
day, which is sometimes confused with appendicitis. 

It is also true that ovulation does not occur in every 
menstrual cycle. In other words, menstruation may take 
place without ovulation. When this happens, the woman 
is said to have an anovulatory cycle. Such cycles occur 
once or twice a year in women in their twenties and thir- 
ties and are fairly common among girls during puberty 
and among women in their forties. 


Other Cyclic Changes 
Two other biological processes fluctuate with the men- 
strual cycle: the cervical mucus cycle and the basal body 
temperature cycle. 

The cervical mucus cycle involves glands in the cervix 
that secrete mucus throughout the menstrual cycle. One 
function of the mucus is to protect the entrance to the cer- 
vix, helping to keep bacteria out. These glands respond to 
the changing levels of estrogen during the cycle. As estro- 
gen increases at the start of a new cycle, the mucus is alka- 
line, thick, and viscous. When LH production begins, just 
before ovulation, the cervical mucus changes markedly. 
It becomes even more alkaline, thin, and watery. These 
changes make the environment for sperm passage most 
hospitable just at ovulation. After ovulation, the mucus 
returns to its former viscous, less alkaline state. 

If a sample of mucus is taken 
just before ovulation and allowed 
to dry, the dried mucus takes on 
a fern-shaped pattern. After ovula- 
tion, during the luteal phase, the 


discharge. 
fernlike patterning will not occur. 


the endometrium of the uterus 
is sloughed off in the menstrual 


Menstruation: The fourth phase of 
the menstrual cycle, during which 
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Figure 14 A basal body temperature graph. Note the dip in temperature, indicating ovulation on day 14. 


For this reason, the “fern test” is one method for detecting 
ovulation. 

A woman’s basal body temperature, taken with a ther- 
mometer, also fluctuates with the phases of the menstrual 
cycle. The temperature is low during the follicular phase 
and takes a dip on the day of ovulation. Then, on the day 
after ovulation, it rises noticeably, generally by 0.4°F or 
more, and then continues at the higher level for the rest of 
the cycle (Figure 14). Progesterone raises body temperature, 
so the higher temperature during the luteal phase is due to 
the increased production of progesterone during that time 
(Baker et al., 2002). This change in basal body temperature 
is important when a couple are using the rhythm method 
of birth control (discussed in the chapter “Contraception 
and Abortion”) and when a woman is trying to determine 
the time of ovulation so that she may become pregnant (dis- 
cussed in the chapter “Pregnancy and Childbirth”). 


Menstrual Problems 
The most common menstrual problem is painful men- 
struation, called dysmenorrhea. Almost every woman 
experiences at least some menstrual discomfort at various 
times in her life, but the frequency and severity of the dis- 
comfort vary considerably from one woman to the next. 
Cramping pains in the pelvic region are the most common 
discomfort. Other symptoms may 


Dysmenorrhea (dis-men-oh- 
REE-uh): Painful menstruation. 
Prostaglandins: Chemicals secreted 
by the uterus that cause the uterine 
muscles to contract; they are the 
cause of painful menstruation. 


Endometriosis: A condition in which 
the endometrium grows abnormally 
outside the uterus; the symptom is 
unusually painful periods with exces- 
sive bleeding. 

Amenorrhea: The absence of 
menstruation. 


include headaches, backaches, 
nausea, and a feeling of pressure 
and bloating in the pelvis. 
Dysmenorrhea is caused by 
prostaglandins, hormonelike sub- 
stances produced by many tissues 
of the body, including the lining of 
the uterus (Deligeoroglou, 2000). 
Prostaglandins can cause smooth 
muscle to contract and can affect 
the size of blood vessels. Women 
with severe menstrual pain have 


unusually high levels of prostaglandins. The high levels 
cause intense uterine contractions, which in turn choke 
off some of the supply of oxygen-carrying blood to the 
uterus. Prostaglandins may also cause greater sensitivity 
in nerve endings. The combination of the uterine con- 
tractions, lack of oxygen, and heightened nerve sensitivity 
produces menstrual cramps. 

The best treatment for menstrual cramps is nonsteroi- 
dal anti-inflammatory drugs (NSAIDs), such as ibuprofen 
(Motrin) or naproxen (Aleve) (Hatcher et al., 2018). These 
drugs are antiprostaglandins, so they interrupt the basic 
cause of cramps. Regular exercise can also be helpful. 

A more provocative remedy suggested by, among oth- 
ers, Masters and Johnson is masturbation. This makes 
good physiological sense because part of the discomfort 
of menstruation—the pressure and bloating—results from 
pelvic edema. During sexual arousal and orgasm, pelvic 
edema increases, but after orgasm, the edema dissipates. 
For this reason, orgasm, whether produced by masturba- 
tion or some other means, should help to relieve the pel- 
vic edema causing menstrual discomfort. And it’s a lot 
more fun than taking medicine! 

A menstrual problem that may be mistaken for dys- 
menorrhea is endometriosis. The endometrium, or the lin- 
ing of the uterus, grows during each menstrual cycle and is 
sloughed off in menstruation. Endometriosis occurs when 
the endometrium grows in a place other than the uterus— 
for example, the ovaries, fallopian tubes, rectum, bladder, 
vagina, vulva, cervix, or lymph glands. The symptoms vary, 
depending on the location of the growth, but very painful 
periods that last an unusually long time are the most com- 
mon symptom. Endometriosis is fairly serious and should 
be treated by a physician. If left untreated, it can lead to 
sterility. Hormones are generally used in treatment, but if 
the problem is severe, surgery may be required. 

Another menstrual problem is amenorrhea, or the 
absence of menstruation. It is called primary amenorrhea 
in girls who have not yet menstruated by about age 18. 
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It is called secondary amenorrhea in girls who have had 
at least one period. Some of the causes of amenorrhea 
include pregnancy, hormonal imbalance, cysts or tumors, 
disease, and stress. As we discussed earlier in this chapter, 
amenorrhea can also result from programs of strenuous 
exercise and from anorexia. 


Psychological Aspects of the 
Menstrual Cycle 
It is part of the folk wisdom of our culture that women 
experience fluctuations in mood over the phases of the 
menstrual cycle. In particular, women are supposed to be 
especially cranky and depressed just before and during 
their periods. An analysis of tweets indicated that both 
women and men complained about women’s negative emo- 
tions during “that time of the month” (Thornton, 2013). 
What is the scientific evidence concerning the occur- 
rence of such fluctuations in mood, and, if they do occur, 
what causes them? 


Fluctuations in Mood: Do Women Become 

Extra Emotional? 

The term premenstrual syndrome (PMS) refers to cases in 
which the woman has a particularly severe combination of 
physical and psychological symptoms that occur premen- 
strually. These symptoms may include depression, irritabil- 
ity, breast pain, and water retention (Stanton et al., 2002). 
To be clear, PMS is not a medical term; it is a term used by 
laypeople. In the last several decades much research has 
been done on moods during the premenstrual period and 
on whether moods fluctuate during the cycle. 

Of the numerous studies that have been conducted, 
many offer contradictory results, and many have used 
weak methods. We focus on one study that used the best 
design of any to date. The researchers collected data from 
a random sample of Canadian women daily for 6 months 
(Romans et al., 2013). Notice that by collecting data every 
day, the researchers overcame problems of memory dis- 
tortion in self-report. Each participant received a hand- 
held Palm device loaded with mental health telemetry 
software. Telemetry refers to a method in which data are 
collected at remote locations and transmitted to a cen- 
tral computer for data storage and analysis. This method 
allows researchers to verify that each woman actually 
completed the questionnaire each day, and it allows the 
women to go about their usual daily routines without 
having to go to a lab. The questionnaire—which had to be 
kept short so participants would cooperate and complete 
it daily—included 4 negative mood items, 4 positive mood 
items, 9 items assessing physical activity, health, social 
support, and stress, and one item about whether they had 
their menstrual period that day. 

The results were surprising. No positive mood items 
showed cycle fluctuations. Only 2 negative mood items, 
sadness and irritability, showed significant variations 


across the cycle. Irritability was greater both premenstru- 
ally and during menses, compared with midcycle. Notice 
that greater irritability was not just premenstrual, challeng- 
ing the basic concept of PMS. Overall, mood was more 
strongly associated with stress, physical health, and social 
support than it was with cycle phase. 

Another, similar study also found no fluctuations in 
mood (Hengartner et al., 2017). This study also measured 
hormone levels (estrogen, progesterone, testosterone, 
LH, and FSH) across the cycle and found no association 
between mood and levels of any of those hormones. 

According to these studies, there is no scientific evi- 
dence of PMS, although there are plenty of stereotypes 
about it. That said, it may be that a small percentage of 
women do experience PMS. Averaging across data from a 
random sample of women, there are too few with PMS to 
produce average mood fluctuations. The best conclusion 
seems to be that the great majority of women do not expe- 
rience menstrual cycle fluctuations in mood, but a small 
percentage may. 

Despite these studies and similar ones, the American 
Psychiatric Association has formalized PMS with the 
diagnosis premenstrual dysphoric disorder (PMDD) in the 
DSM-5 (American Psychiatric Association, 2013). Symp- 
toms must occur during the last week of the luteal phase 
and include feeling sad or hopeless, tense or anxious, tear- 
fulness, irritability, difficulty concentrating, and changes 
in appetite. The symptoms have to have occurred most 
months for the past year. This diagnostic category is very 
controversial, however (Caplan, 1995). Some argue that it 
represents nothing but a medicalizing of women’s experi- 
ence. Others point out that the scientific basis for PMDD 
is nonexistent and that many studies, including the ones 
described earlier, fail to confirm it (Romans et al., 2013). 


Fluctuations in Performance 
So far our discussion has concentrated on fluctuations in 
psychological characteristics such as depression, anxiety, 
and irritability. However, in some situations performance is 
of more practical importance than mood. For example, is a 
woman’s work as an accountant less accurate premenstru- 
ally and menstrually? Is an athlete’s coordination or speed 
impaired during the premenstrual-menstrual period? 

Research on performance—such as performance on 
cognitive tests—produces contradictory results but, over- 
all, mainly evidence of no cycle fluctuations in perfor- 
mance (Le et al., 2020; Poromaa 
& Gingnell, 2014). 


One study of elite and nonelite combination of severe physical and 
psychological symptoms, such as 


depression and irritability, occurring 
just before menstruation. 


women athletes showed that, for 
the elite athletes, competitiveness 


was associated not with estrogen | Premenstrual dysphoric disorder 


Premenstrual syndrome (PMS): A 


and progesterone levels over the | (PMDD): A diagnostic category in the 


cycle but with fluctuations in |) OSM, characterized by symptoms 
such as sadness, anxiety, and irritabil- 


ity in the week before menstruation. 


testosterone levels (Brewther & 
Cook, 2018). The elite athletes 
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had higher testosterone levels at the time of ovulation 
than at other times in the cycle, and that is when they 
reported the strongest feelings of competitiveness. The 
elite athletes had higher testosterone levels than the 
nonelite athletes, but we can’t know which is cause and 
which is effect. That is, do women with higher testoster- 
one levels have an advantage, making them more likely 
to become extraordinary athletes? Or do the experiences 
of being an elite athlete-such as many victories—raise 
their testosterone levels? 


Fluctuations in Sex Drive 

Another psychological characteristic that has been inves- 
tigated for fluctuations over the cycle is women’s sex 
drive or arousability. Studies have yielded contradictory 
results. Some have found a peak frequency of intercourse 
around ovulation, which would be biologically functional. 
But others have found peaks just before and just after 
menstruation. 

Moreover, we should be cautious about using fre- 
quency of intercourse as a measure of a woman’s sex 
drive. Intercourse requires some agreement between 
partners, and for this reason reflects not only a woman’s 
desires but her partner’s as well. 

In a sophisticated study, women kept daily diaries on 
a website, reporting their sexual fantasies each day (Daw- 
son et al., 2012). They also completed self-administered 
urine tests for LH to determine the day of ovulation. The 
fantasies were content analyzed, using methods like those 
described in the chapter “Sex Research.” The results indi- 
cated that both the frequency and the arousability of sex- 
ual fantasies were highest at ovulation. There was even an 
increase in the number of males in the fantasies at the 
time of ovulation. These results seem to indicate that max- 
imum sexual arousability does occur at the time of peak 
fertility. 

In another study, women participated in weekly test 
sessions for 5 weeks (Jones et al., 2018). During each ses- 
sion, they rated their sexual desire and provided a saliva 
sample so that hormone levels could be assayed. The 
results indicated a negative relationship between proges- 
terone and desire. That is, higher levels of progesterone 
were correlated with less desire. No relationship was 
found between sexual desire and either estrogen or testos- 
terone levels. 

As you can see, the studies are contradictory. It is 
therefore unclear whether sexual desire fluctuates across 
the menstrual cycle or whether sexual desire is associated 
with levels of sex hormones. With humans, psychological 
and social factors—such as some couples’ dislike of inter- 
course when the woman is menstruating—probably play 
the strongest role (Allen & Goldberg, 2009). 


Why Do We Believe in PMS? 
Researchers note the widespread cultural expectations 
and taboos surrounding menstruation (Johnston-Robledo 


& Chrisler, 2013; Stubbs, 2008). In some nonindustrial- 
ized cultures, women who are menstruating are isolated 
from the community and may have to stay in a menstrual 
hut at the edge of town during their period. Often the 
menstrual blood itself is thought to have supernatural, 
dangerous powers, and the woman’s isolation is consid- 
ered necessary for the safety of the community. 

In rural Nepal, for example, religious Hindus consider 
a menstruating woman to be toxic; if she handles her fam- 
ily’s food, everyone would become sick, and if she enters a 
temple, she pollutes it (Sharma & Gettleman, 2018). Ina 
custom called chhaupadi, women are not allowed to sleep 
in the family home during their periods. They therefore 
often go to crude animal sheds, where they are exposed 
to harsh weather. In recent years, dozens of women have 
died from the practice. The Nepalese government out- 
lawed it in 2017, but it is still widely practiced. 

Such practices are not limited to non-Western people. 
Note that there is a history of similar practices in our own 
culture as well. For example, the following passage is from 
the book of Leviticus in the Bible: 


When a woman has a discharge of blood which is her reg- 
ular discharge from her body, she shall be in her impurity 
for seven days, and whoever touches her shall be unclean 
until the evening. .. . And whoever touches her bed shall 
wash his clothes, and bathe himself in water, and be 
unclean until the evening; whether it is the bed or any- 
thing upon which she sits, when he touches it he shall be 
unclean until the evening. (Leviticus 15:19-23) 


Among the most common menstrual taboos are 
those prohibiting sexual intercourse with a menstruating 
woman. For example, the passage from Leviticus quoted 
above continues, 


And if any man lies with her, and her impurity is on him, 
he shall be unclean seven days; and every bed on which he 
lies shall be unclean. (Leviticus 15:24) 


To this day, Orthodox Jews abstain from sex during the 
woman’s period and for seven days afterward. At the end 
of this time the woman goes to the mikvah (ritual bath) to 
be cleansed, and only after this cleansing may she resume 
sexual relations (Guterman, 2008). There is also a Mod- 
ern Mikvah Movement, which seeks to counter some of 
the oppressive characteristics of the Orthodox practice 
and instead provide ritual spiritual cleansing for those 
who feel moved to do so (Oppenheimer, 2014). 

The argument, then, is that we believe in PMS because 
of a long tradition of many cultural forces, such as men- 
strual taboos, that create negative attitudes toward men- 
struation. In addition, women’s expectations may play 
a role (Stanton et al., 2002). Our culture is filled with 
teachings that women are supposed to behave strangely 
just before and during their periods. According to this 
line of reasoning, women are taught that they should be 
depressed around the time of menstruation, and because 
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Figure 15 Does advertising for menstrual drugs 
contribute to negative stereotypes about women 
and PMS? 
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they expect to become depressed, they interpret any 
small mood disturbance as meaning that they have PMS 
(Figure 15). In addition, women who experience painful 
cramps and other uncomfortable symptoms might quite 
reasonably feel irritable (Kiesner, 2009). 

Surely such forces do exist in our culture. But is there 
any evidence that they really have an effect on women’s 
moods and behavior? Psychologist Diane Ruble did a 
clever experiment to determine whether women’s cul- 
turally induced expectations influence their reporting 
of premenstrual symptoms (1977; see also Klebanov 
& Jemmott, 1992; Kues et al., 2018). College students 
were tested on the sixth or seventh day before the onset 
of their next menstrual period. They were told that they 
would participate in a study on a new technique for 
predicting the expected date of menstruation using an 


electroencephalogram (EEG), a method that had already 
been successfully tested with older women. After the 
EEG had been run (it actually wasn’t), each woman was 
informed of when her next period was to occur, depend- 
ing on which of three experimental groups she had ran- 
domly been assigned to: (1) the woman was told she was 
“premenstrual” and her period was due in 1 or 2 days; (2) 
the woman was told she was “intermenstrual” or “midcy- 
cle” and her period was not expected for at least a week to 
10 days; or (3) she was given no information at all about 
the predicted date of menstruation (control group). The 
women then completed a self-report menstrual distress 
questionnaire. 

The results indicated that women who had been led 
to believe they were in the premenstrual phase reported 
significantly more water retention, pain, and changes in 
eating habits than did women who had been led to believe 
they were around midcycle. (In fact, women in these 
groups did not differ significantly in when their periods 
actually arrived.) There were no significant differences 
between the groups in ratings of negative moods, however. 
This study indicates that, probably because of learned 
beliefs, women overstate the changes in body experiences 
that occur over the menstrual cycle. When they think they 
are in the premenstrual phase, they report more problems 
than when they think they are at midcycle. 


Cycles in Men 

The traditional assumption, of both laypeople and scien- 
tists, has been that monthly biological and psychological 
cycles are for women only and that men experience no 
monthly cycles. These assumptions are made, at least in 
part, because men have no obvious signs like menstrua- 
tion to call attention to the fact that some kind of peri- 
odic change is occurring. One study, in fact, found no 
differences between men and women in day-to-day mood 
changes. Men were neither more nor less changeable than 
women (McFarlane et al., 1988; see also McFarlane & 
Williams, 1994). 

Another study found that men’s testosterone levels 
displayed weekly fluctuations, peaking on weekends 
(Hirschenhauser et al., 2002). Men who had a female 
partner and wished to have a child with her displayed a 
28-day cycle of testosterone levels, leading the research- 
ers to hypothesize that the men’s hormone cycles might 
have synchronized with their partner’s. Strikingly, men’s 
testosterone levels also respond to sexual activity. In this 
same study, men who had sex with an unfamiliar partner 
showed a 100 percent increase in their testosterone levels 
the following morning! 
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Understanding how scientific research can be 
applied to making policy decisions 


Environmental activists want to do much to clean up the environment, including banning the use of certain sub- 
stances in manufacturing. Manufacturers often oppose these efforts, arguing that they are too costly, that they 
will handicap American business, and that the risks are minimal or nonexistent anyway. How should the average 
person, or a government official, decide? 

The best way to make a good decision is to use the best available scientific evidence and think clearly about it. 
The evidence might come from field studies as well as laboratory experiments. Suppose that the substance that 
is causing concern is the pesticide atrazine and the worry is that it inhibits sperm production. In a field study, 
scientists might recruit a sample of men who live in different locations, both urban and rural. The scientists would 
take a sample of soil from each man’s location and also get a sperm count from each one. The researchers would 
then see if there is a correlation between atrazine levels and sperm count. Suppose that the correlation is negative 
and significant—that is, the higher the atrazine level, the lower the sperm count. That result is consistent with the 
hypothesis, but the problem is that it is a correlational study. 

Another way to get at the question would be with a laboratory experiment. Scientists would expose the exper- 
imental group of rats to atrazine in a concentration equivalent to what is found in the natural environment, while 
the control group of rats does not receive atrazine. After two months of exposure (or not, for the control group), 
the sperm counts of the rats are measured. Suppose that the rats in the experimental group have significantly lower 
average sperm counts than those in the control group. From that result, we can make a causal inference, that atra- 
zine decreases sperm count. The problem here is that it is a laboratory experiment with rats. Perhaps it does not 
apply to humans in a natural environment. 

We can be most confident of a conclusion if there is converging evidence from multiple studies, both field stud- 
ies and laboratory experiments. Putting these two hypothetical studies together gives us more confidence in the 
conclusion that atrazine has real negative effects. Each study addresses some of the limitations of the other. 

How can these studies inform a policy decision? The manufacturers and farmers are still saying that it would be 
way too expensive to eliminate atrazine. Without it, the pests will gobble up the crops. At this point, a good policy 
decision would involve a cost-benefit analysis. The costs of eliminating atrazine have already been calculated. We 
would also want to calculate the costs of the lower sperm counts. How many cases of infertility do they cause? 
What is the cost of the infertility treatments? We might also want to compute the benefit, over many years, of the 
elimination of atrazine. 

In general, when making policy decisions where scientific evidence is available, we should evaluate the quality 
of that evidence and then weigh the costs and benefits of implementing policies based on the evidence. 
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Sex Hormones 

The major sex hormones are testosterone, estrogen, and 
progesterone, all of which are manufactured by both testes 
and ovaries. Levels of the sex hormones are regulated by 
two hormones secreted by the pituitary: FSH (follicle- 
stimulating hormone) and LH (luteinizing hormone), 
which in turn are regulated by GnRH (gonadotropin- 
releasing hormone) secreted by the hypothalamus. The 
gonads, pituitary, and hypothalamus regulate one anoth- 
er’s output through a negative feedback loop. 


Prenatal Sexual Differentiation 

At conception males and females differ only in the sex 
chromosomes (XX in females and XY in males). As the 
XY fetus grows, the SRY gene on the Y chromosome 
directs the gonads to differentiate into testes. In the 
absence of the SRY gene, ovaries develop. The ovaries 
and testes then secrete different hormones in females and 
males, respectively, and these hormones stimulate further 
differentiation of the internal and external reproductive 
structures. A male organ and a female organ that derive 
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from the same embryonic tissue are said to be homolo- 
gous to each other. Epigenetic changes are also involved. 

Intersex conditions (disorders of sex development or 
differences in sex development) are generally the result of 
various syndromes (such as CAH) that alter the course of 
prenatal sexual differentiation. Currently there is a debate 
over the best medical treatment for these individuals or 
whether to treat them at all. 


Sexual Differentiation during Puberty 
Puberty is characterized by a great increase in the produc- 
tion of sex hormones. Pubertal changes in both males and 
females include body growth and the development of pubic 
and underarm hair. Changes in females include breast 
development and menarche (the beginning of menstrua- 
tion). Changes in males include growth of the penis and 
testes, the beginning of ejaculation, and a deepening of the 
voice. The hormones leptin and kisspeptin are involved. 


The Menstrual Cycle 

Biologically, the menstrual cycle is divided into four 
phases: the follicular phase, ovulation, the luteal phase, 
and menstruation. Corresponding to these phases, there 
are changes in the levels of pituitary hormones (FSH and 
LH) and in the levels of ovarian hormones (estrogen and 
progesterone), as well as changes in the ovaries and the 
uterus. A fairly common menstrual problem is dysmenor- 
rhea (painful menstruation). 

Research questions whether PMS is a real phenom- 
enon. Averaged across a sample of women, there are no 
mood fluctuations, although individual women might 
experience them. Research indicates that there are no 
fluctuations in performance over the cycle. Research 
attempting to document whether men experience monthly 
biological and/or psychological cycles is limited. 
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Read this chapter to find out. 
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1. What substances, if taken during 
pregnancy, threaten the fetus? 


2. How does sexual activity change in the 


months following childbirth? 


3. What reproductive problem can result 


from untreated STIs? 
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CONCEPTION 


was very sexy during pregnancy and enjoyed looking at myself and felt | was looking 


good in spite of becoming heavier.... 


Then you are... big and fat, just like a whale, and you do not feel very sexy.* 


*Bender, Soley S., et al. (2018). “You stop thinking about yourself as a woman.” An interpretive phenomenological study of the 
meaning of sexuality for Icelandic women during pregnancy and after birth. Midwifery, 62, 14-19. 


The chapter “Sex Hormones, Sexual Differentiation, and 
the Menstrual Cycle” describes the remarkable biological 
process by which a single fertilized egg develops into a 
male or a female human being. This chapter is about some 
equally remarkable processes involved in creating human 
beings: conception, pregnancy, and childbirth. 


SSSPSSSSSSsaq7] 
Conception 


Sperm Meets Egg: The Incredible 
Journey 

On about day 14 of an average menstrual cycle the 
woman! ovulates. The egg is released from the ovary into 
the body cavity. Typically it is then picked up by the fim- 
briae (long, fingerlike structures at the end of the fallo- 
pian tube—see Figure 1) and enters the fallopian tube. It 
then begins a leisurely trip down the tube toward the 
uterus, reaching it in about five days if it has been fertil- 
ized. Otherwise, it disintegrates in about 48 hours. The 
egg, unlike the sperm, has no means of moving itself and 
is propelled by the cilia (hairlike structures) lining the fal- 
lopian tube. The egg has begun its part of the journey 
toward conception. 

Meanwhile, the couple have been having intercourse. 
The woman’s cervix secretes mucus that flushes the pas- 
sageways to prepare for the arrival of the sperm. The man 
has an orgasm and ejaculates inside the woman’s vagina. 
The sperm are deposited in the vagina, there to begin 
their journey toward the egg. Actually, they have made an 
incredible trip even before reaching the vagina. Initially 
they were manufactured in the seminiferous tubules of 
the testes (see the chapter “Sexual Anatomy”). They then 
collected and were stored in the epididymis. During ejac- 
ulation they moved up and over the top of the bladder 
in the vas deferens; then they traveled down through the 
ejaculatory duct, mixed with seminal fluid, and went out 
through the urethra. 


‘Here as elsewhere in this book, the term “woman” is used, not to 
denote the person’s identity, but instead to denote their body type— 
that is, a person with all or most of these organs: uterus, ovaries, 
fallopian tubes, and vagina. The term “man” is used similarly to 
denote a person with all or most of these organs: penis, testes, pros- 
tate, epididymis, and seminal vesicles. 


The sperm is one of the tiniest cells in the human 
body. It is composed of a head, a midpiece, and a tail (see 
Figure 2). The head is about 5 micrometers long, and the 
total length, from the tip of the head to the tip of the tail, 
is about 60 micrometers (about 2/1,000 inch, or 0.06 mil- 
limeter). The DNA, which is the sperm’s most important 
contribution when it unites with the egg, is contained in 
the nucleus, which is in the head of the sperm. The acro- 
some, a chemical reservoir, is in the head of the sperm. 
The midpiece contains mitochondria, tiny structures 
that generate energy. This energy is used when the sperm 
lashes its tail back and forth. The lashing action (called 


flagellation) propels the sperm forward. 


A typical ejaculate has a volume of about 3 milliliters, 
or about a teaspoonful, and contains about 200 million 
sperm. Although this might seem to be a wasteful amount 
of sperm if only one is needed for fertilization, the great 
majority of the sperm never even get close to the egg. 
Some of the ejaculate, including one-half of the sperm, 
will flow out of the vagina as a result of gravity. Other 
sperm may be killed by the acidity of the vagina, to which 
they are very sensitive. Of those that make it safely into 
the uterus, half swim up the wrong fallopian tube (the one 
containing no egg). 

But here we are, several hours later, with a hearty band 
of sperm swimming up the fallopian tube toward the egg, 
against the currents that are bringing the egg down. Sperm 
are capable of swimming | to 3 centimeters (about 1 inch) 
per hour, although it has been documented that sperm 
may arrive at the egg within 1% hours after ejaculation. 
By the time a sperm reaches the egg, it has swum approx- 
imately 3,000 times its own length. This would be compa- 
rable to a swim of more than 3 miles for a human being. 

Contrary to the popular belief that conception occurs 
in the uterus, typically it occurs in the outer third (the part 
near the ovary) of the fallopian tube. Of the original 200 
million sperm, only about 2,000 reach the tube containing 
the egg. As they approach, a chemical secreted by the egg 
attracts the sperm to the egg. Chemical receptors on the 
surface of the sperm respond to the attractant, and the 
sperm swims toward the egg (Spehr et al., 2003). The egg 
is surrounded by a thin, gelatinous layer called the zona 
pellucida. Sperm swarm around 


the egg and secrete an enzyme Hyaluronidase: An enzyme secreted 


called hyaluronidase (produced by 
the acrosome located in the head 


by the sperm that allows one sperm 
to penetrate the egg. 
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Figure 1 Sexual intercourse in the man-on-top position, showing the pathway of sperm and egg from 
manufacture in the testes and ovary to conception, which typically occurs in the fallopian tube. 


Soactes iaieca of the sperm—see Figure 2); this 
Sore ene ee enzyme dissolves the zona pellu- 


cida, permitting one sperm to pen- 

etrate the egg.? Conception has occurred (see Figure 3). 
The fertilized egg, called the zygote, continues to travel 
down the fallopian tube. About 36 hours after conception, 
it begins the process of cell division, by which the original 
one cell becomes a mass of two cells, then four cells, then 
eight cells, and so on. About five to seven days after con- 
ception, the mass of cells implants itself in the lining of the 
uterus, there to be nourished and grow. For the first eight 
weeks of gestation, the conceptus (product of conception) 
is called an embryo; from then until birth it is called a fetus. 


?Although only one sperm is necessary to accomplish fertilization, 
it is important for it to have a lot of buddies along to help it get into 
the egg by secreting hyaluronidase. Therefore, maintaining a high 
sperm count is important for conception. 


Improving the Chances of Conception: 
Making a Baby 
While this topic may seem rather remote to a 20-year- 
old college student, whose principal concern is probably 
avoiding conception, some couples do want to have a 
baby. The following are points for them to keep in mind. 
The whole trick, of course, is to time intercourse so 
that it occurs around the time of ovulation. To do this, it is 
necessary to determine when the woman ovulates. If she 
is that idealized woman with the perfectly regular 28-day 
cycle, then she ovulates on day 14. But for the vast major- 
ity of women, the time of ovulation can best be deter- 
mined by keeping a basal body temperature chart (see the 
chapter “Sex Hormones, Sexual Differentiation, and the 
Menstrual Cycle”). To do this, the woman takes her tem- 
perature every morning immediately upon waking (that 
means before getting up and moving around or drinking a 
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Figure 2 The structure of a mature human sperm. 


Figure 3 The egg is fertilized by one sperm as 
many sperm cluster about. 


David M. Phillips/Science Source 


cup of coffee). She then keeps a graph of her temperature. 
During the preovulatory phase, temperature will be rela- 
tively constant (the temperature is below 98.6°F because 
temperature is low in the early morning). On the day of 
ovulation the temperature drops, and on the day follow- 
ing ovulation it rises sharply, by 0.4° to 1.0°F above the 
preovulatory level. The temperature should then stay at 


that high level until just before menstruation. The most 
reliable indicator of ovulation is the rise in temperature 
the day after it occurs. From this, the person can deter- 
mine the day of ovulation, and that determination should 
be consistent with menstruation occurring about 14 days 
later. After doing this for a couple of cycles, the woman 
should have a fairly good idea of the day in her cycle on 
which she ovulates. Two other methods for determining 
when ovulation occurs are the cervical mucus and 
sympto-thermal methods, described in the chapter “Con- 
traception and Abortion.” 

Sperm live inside the woman’s body for up to five days 
(Wilcox et al., 1995). The egg is capable of being fertilized 
for about the first 12 to 24 hours after ovulation. Allowing 
the sperm some swimming time, this means that inter- 
course should be timed right at ovulation or within the 
five days before ovulation (Wilcox et al., 1995). 

Fertility websites and apps are available that tell the 
user the best time to have sex if the goal is to achieve preg- 
nancy. A scientific evaluation of their accuracy showed, 
sadly, that most of them are inaccurate relative to the 
scientifically determined standard of the five days before 
ovulation plus the day of ovulation (Setton et al., 2016). 
Of the 40 apps tested, only 3 correctly identified the win- 
dow of fertility. 

Assuming you have some idea of the time of ovulation, 
how frequent should intercourse be? Although more may be 
merrier, more is not necessarily more effective. The reason 
for this is that it is important for the man’s sperm count to 
be maintained. It takes a while to manufacture 200 million 
sperm—at least 24 hours. For purposes of conceiving, then, 
it is probably best to have intercourse about every 24 to 
48 hours, or two to three times during the six days of maxi- 
mum fertility. Abstaining for more than 48 hours may lead 
to a low sperm count (Mayo Clinic, 2012b). 

For purposes of conceiving, the best position for inter- 
course is with the woman on her back (man-on-top, or 
“missionary,” position—see the chapter “Sexual Arousal”). 
If the woman is on top, much of the ejaculate may run out 
of the vagina because of the pull of gravity. 


SSS ee ey 
Development of the Conceptus 


For the nine months of pregnancy, two organisms—the 
conceptus and the pregnant woman—coexist and undergo 
parallel, dramatic changes. The changes that occur in the 
developing conceptus are discussed in this section; a later 
section discusses the changes that take place in the preg- 
nant woman. 

Typically the nine months of pregnancy are divided 
into three equal periods of three months, called trimesters. 
Thus the first trimester is months | to 3, the second tri- 
mester is months 4 to 6, and the third (or last) trimester 
is months 7 to 9. 
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(a) 


(c) 


(d) 

Figure 4 (a) This embryo has divided into four cells and would still be traveling down the fallopian tube. 
(b) The embryo after 4 weeks of development. The major organs are forming; the bright red, blood-filled 
heart is just below the lower jaw. (c) At 9 weeks the human fetus is recognizable as a primate. Limbs have 
formed and ears are clearly visible. (cd) By about 3 months the fetus is approximately 10 centimeters long 
and weighs about 19 grams. Muscles have formed, which move the limbs and body. 


(a) Claude Edelmann/Science Source; (b) Petit Format/Science Source; (c) Science Pictures Ltd./Science Source; (d) Claude Edelmann/ 


Science Source 


The Embryo and Its Support Systems 
We left the conceptus, which began as a single fertilized 
egg cell, dividing into many cells as it passed down the fal- 
lopian tube, finally arriving in the uterus and implanting 
itself in the uterine wall. 

During the embryonic period of development (the 
first eight weeks), most of the fetus’s major organ systems 


are formed with amazing speed (see Figure 4a and b). 
The inner part of the ball of cells, implanted in the 
uterus now, differentiates into two layers, the endo- 
derm and the ectoderm. Later a third layer, the meso- 
derm, forms between them. The various organs of 
the body differentiate themselves out of these layers. 
The ectoderm will form the entire nervous system and 
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the skin. The endoderm differentiates into the digestive 
system and the respiratory system. The muscles, skele- 
ton, connective tissues, and reproductive and circulatory 
systems derive from the mesoderm. Fetal development 
generally proceeds in a cephalocaudal order—that is, the 
head develops first, the lower body last. For this reason 
the head of a fetus is enormous compared with the rest 
of the body. 

Meanwhile, another group of cells has differentiated 
and will eventually become the placenta. The placenta is 
the mass of tissues that surrounds the conceptus early in 
development and nurtures its growth. Later it moves to 
the side of the fetus. The placenta has a number of import- 
ant functions, perhaps the most important being that it 
serves as a site for the exchange of substances between 
the woman’s blood and the fetus’s blood. It is import- 
ant to note that the woman’s circulatory system and the 
fetus’s circulatory system are completely separate. That 
is, with only rare exceptions, the woman’s blood never 
circulates inside the fetus, nor does the fetus’s blood cir- 
culate in the woman’s blood vessels. Instead, the fetus’s 
blood passes out of its body through the umbilical cord 
to the placenta. There it circulates in the numerous villi 
(tiny fingerlike projections in the placenta). The woman’s 
blood circulates around the outside of these villi. Thus 
there is a membrane barrier between the two blood sys- 
tems. Some substances are capable of passing through 
this barrier, whereas others are not. Oxygen and nutri- 
ents can pass through the barrier, and thus the woman’s 
blood supplies oxygen and nutrients to the fetus, provid- 
ing substitutes for breathing and eating. Carbon dioxide 
and waste products pass back from the fetal blood to the 
woman’s blood. Some viruses can pass through the bar- 
rier. But some other organisms cannot pass through the 
barrier; for instance, the woman may have a terrible cold, 
but the fetus will remain completely healthy. Various 
drugs can also cross the placental barrier, and one should 
therefore be careful about drugs taken during pregnancy 
(see Effects of Substances Taken during Pregnancy, later 
in this chapter). 

Another major function of the placenta is that it 
secretes hormones. The placenta produces large quanti- 
ties of estrogen and progesterone. Many of the physical 
symptoms of pregnancy are caused by these elevated lev- 


Table 1 Milestones of Fetal Development 


First Trimester 


Weeks 3 and 4 Development of the head 


Nervous system begins to form 
Backbone is constructed 
Week 5 Formation of the umbilical cord 


Weeks 4 to 8 External body parts develop— 
eyes, ears, arms, hands, 
fingers, legs, feet, and toes 
Liver, lungs, pancreas, kidneys, 
and intestines form and begin 


limited functioning 


Second Trimester 


Week 14 Fetal movement, or quickening 

Week 18 Fetal heartbeat detected by 
examiner 

Week 24 Fetus is sensitive to light 


and sound in utero 


Third Trimester 


Week 28 Fat deposits form—gains 
chubby baby appearance 


Weeks 29 to birth Rapid growth 


Fetal Development 
Table 1 lists the major milestones of fetal development. 
The development of the fetus during the first trimester 
is more remarkable than its development during the sec- 
ond and third trimesters. That’s because during the first 
trimester the small mass of cells implanted in the uterus 
develops into a fetus with most of the major organ 
systems present and with recognizable human features. 

At the end of week 12 (end of the first trimester), the 
fetus is unmistakably human and looks like a tiny infant 
(see Figure 4d). It is about 10 centimeters (4 inches) long 
and weighs about 19 grams (% ounce). From this point 
on, development consists mainly of the enlargement and 
differentiation of structures that are already present. 

By week 18, the woman has been able to feel move- 
ment for two to four weeks, and 
the physician can detect the fetal 


els of hormones. Another hormone manufactured by the Piacente (plab-SeN tal} Arolgan 


placenta is human chorionic gonadotropin (hCG), the hor- 
mone that is detected in pregnancy tests. 

Two membranes surround the fetus, the chorion and 
the amnion, the amnion being the innermost. The amnion 
is filled with a watery liquid called amniotic fluid, in which 
the fetus floats and can easily move. It is the amniotic 
fluid that is sampled when an amniocentesis is performed. 
The amniotic fluid maintains the fetus at a constant tem- 
perature and, most important, cushions the fetus against 
possible injury. Thus, even if the woman falls, the fetus 
will probably remain undisturbed. 


heartbeat. The latter is an import- fopaied Gin theawall DE heUeniE 

ant point, because it helps the | through which the fetus receives 

physician determine the length |} oxygen and nutrients and gets rid of 

of gestation. The baby should be | waste products. 

born about 20 weeks later. Umbilical cord: The tube that con- 
During month 7 the fetus turns nects the fetus to the placenta. 


. Human chorionic gonadotropin 
in the uterus to assume a head- } (nce): A hormone secreted by the 


down position. If this turning does | placenta; it is the hormone detected 
not occur by the time of delivery, } iN pregnancy tests. 


Amniotic fluid: The watery fluid sur- 
rounding a developing fetus in the 
uterus. 


there will be a breech presentation. 
Women can try assuming vari- 
ous positions to aid the turning. 
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Physicians and midwives can also perform certain proce- 
dures to turn the fetus. 

The fetus’s growth during the last two months is rapid. 
At the end of month 8 it weighs an average of 2,500 grams 
(5 pounds 4 ounces). The average full-term baby weighs 
3,300 grams (7.5 pounds) and is 50 centimeters (20 
inches) long. 


——EE—E=E—E—E—EE>EE>E>EL__ | 
Pregnancy 


The Stages of Pregnancy 
The First Trimester (The First 12 Weeks) 


Symptoms of Pregnancy For most women, the first 
symptom of pregnancy is a missed menstrual period. Of 
course, there may be a wide variety of reactions to this 
event. For the teenager who is not married or for the mar- 
ried woman who feels that she already has enough chil- 
dren, the reaction may be depression, anger, and fear. For 
the woman who has been trying to conceive for several 
months, the reaction may be joy and eager anticipation. 

In fact, there are many other reasons besides preg- 
nancy for a woman to have a late period or miss a period. 
Illness or emotional stress may delay a period, and women 
occasionally skip a period for no apparent reason. 

It is also true that a woman may continue to experi- 
ence some cyclic bleeding or spotting during pregnancy. 
This is not particularly a danger sign, except that in a few 
cases it is a symptom of a miscarriage. 

If the woman has been keeping a basal body tempera- 
ture chart, it can provide a very early sign that she is preg- 
nant. If her temperature rises abruptly at about the time 
ovulation would normally occur and then stays up for 
more than two weeks—say, about three weeks—the chances 
are fairly good that she is pregnant. The increased tem- 
perature results from the high level of progesterone man- 
ufactured by the corpus luteum and, later, the placenta. 

Other early symptoms of pregnancy are tenderness of 
the breasts—a tingling sensation and special sensitivity of 
the nipples—and nausea and vomiting (called morning sick- 
ness, although these symptoms may happen anytime during 
the day). More frequent urination, feelings of fatigue, and 
a need for more sleep are other early signs of pregnancy. 


Pregnancy Tests It is important that women make use 
of early, accurate pregnancy tests, for several reasons. 
A woman needs to know that she is pregnant as early as 
possible so that she can see a physician or midwife and 
begin getting good prenatal care. She also needs to know so 
that she can get the nutrition she requires during pregnancy 
(see Nutrition during Pregnancy). And if she does not want 
to carry the baby to term, she needs to know as soon as pos- 
sible, because abortions are much safer and simpler when 
performed in the first trimester than in the second. 


A pregnancy test may be done at a doctor’s office, at 
a Planned Parenthood or family planning clinic, or at a 
medical laboratory. The most common pregnancy test is 
an immunologic test based on detecting the presence of 
hCG (human chorionic gonadotropin, secreted by the 
placenta) in the woman’s urine. It can be done in a matter 
of minutes and is very accurate. 

The laboratory tests for pregnancy are 98 to 99 percent 
accurate. A laboratory test may produce a false negative 
(tell the woman she is not pregnant when she really is) 
if it is done too early or if errors are made in processing. 
Also, some women simply do not show positive signs in 
the tests or do not do so until the second or third test. The 
modern urine tests are 98 percent accurate seven days 
after implantation (just when a period is missed). 

A different type of test, called the beta-hCG radioim- 
munoassay, assesses the presence of beta-hCG in a blood 
sample. It can detect hCG at very low levels, so it can 
reliably detect pregnancy seven days after fertilization. 
It is much more expensive than the urine tests and is 
available only in laboratories associated with hospitals or 
large clinics. 

Home (over-the-counter) pregnancy tests are widely 
available in drug stores and on the Internet. They are sold 
under such names as Answer, Clearblue, Easy, e.p.t., and 
First Response; all are urine tests designed to measure the 
presence of hCG. They cost from $5 to $20, depending 
upon the number of tests in the package. There are also 
hCG test strips sold under a variety of names. The charm 
lies in their convenience and the privacy of getting the 
results. Manufacturers claim their tests will accurately 
detect a pregnancy on the first day of the missed period. 
A comparison of eight home pregnancy tests found that 
two of them were more than 95 percent accurate (Clear- 
blue PLUS and Clearblue DIGITAL) and all the others 
were less than 75 percent accurate (Johnson et al., 2015). 
A high rate of false negatives is very serious because it 
leads a pregnant woman to think she is not pregnant; as a 
result she might take substances or medicines that would 
harm the fetus, and would not seek prenatal care. Rare 
but dangerous conditions such as an ectopic pregnancy 
(discussed later in this chapter) could go undetected. 
Complicating matters is the fact that levels of hCG in 
early pregnancy vary from one woman to the next. Accu- 
racy also depends on following directions exactly. 

Once the pregnancy has been confirmed, the preg- 
nant person generally is very interested in determining 
her expected delivery date, which is calculated using 
Négele’s rule. The rule says to take the date of the first day 
of the last menstrual period, subtract three months, add 
seven days, and then add one year. Thus, if the first day 
of the last menstrual period was September 10, 2022, the 
expected delivery date would be June 17, 2023: subtract- 
ing three months from September 10 gives June 10, add- 
ing seven days yields June 17, and adding one year gives 
June 17, 2023. In cases where the date the last menstrual 
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period began is not known, an ultrasound procedure may 
be used to determine gestational age. 


Physical Changes A major change that takes place in 
the woman’s body during the first trimester is a large 
increase in the levels of hormones, especially estrogen and 
progesterone, that are produced by the placenta. Many of 
the other physical symptoms of the first trimester arise 
from these endocrine changes. 

The breasts swell and tingle. This results from the 
development of the mammary glands, which is stimulated 
by hormones. 

There is often a need to urinate more frequently. This 
is related to changes in the pituitary hormones that affect 
the adrenals, which in turn change the water balance in 
the body so that more water is retained. The growing 
uterus also contributes by pressing against the bladder. 

Some women experience morning sickness—feelings 
of nausea, perhaps to the point of vomiting, and of revul- 
sion toward food or its odor. The nausea and vomiting 
may occur on waking or at other times during the day. 
Their exact cause is not known. One hypothesis is that 
it is caused by elevated levels of hCG and/or estrogen 
(Committee on Obstetric Practice, 2018). While these 
symptoms are quite common, about 33 percent of preg- 
nant women experience no vomiting at all. 

The feelings of fatigue and sleepiness are related to the 
high levels of progesterone, which has a sedative effect. 


Psychological Changes Our culture is full of stereotypes 
about the psychological characteristics of pregnant women. 
According to one view, pregnancy is supposed to be a time 
of happiness and calm. Radiant contentment, the “preg- 
nant glow,” is said to emanate from the woman’s face, mak- 
ing this a good time for her to be photographed. According 
to another view, pregnancy is a time of emotional ups and 
downs. The pregnant woman swings from very happy to 
depressed and crying, and back again. She is irrational, 
sending her partner out in a blizzard for kosher dill spears. 

Research indicates that the situation is more complex 
than these stereotypes suggest. A woman’s emotional 
state during pregnancy, often assessed with measures of 
depression, varies according to several factors. First, her 
attitude toward the pregnancy makes a difference; women 
who desire the pregnancy are less anxious than women 
who do not (Kalil et al., 1993). A second factor is social 
class. Several studies have found that low income is asso- 
ciated with depression during pregnancy (Hobfoll et al., 
1995). This may be due to the economic situation these 
women face; also, there may be more unwanted pregnan- 
cies among low-income women. A third influence is the 
availability of social support. Women with a supportive 
partner are less likely to be depressed, perhaps because 
the partner serves as a buffer against stressful events 
(Chapman et al., 1997). 

Depression is not uncommon during this time. Women 
who led very active lives prior to becoming pregnant may 


find fatigue and lack of energy especially distressing. 
Depression during the first trimester is more likely among 
women experiencing other stressful life events, such as 
moving, changes in their jobs, changes in relationships, 
or illnesses (Kalil et al., 1993). In this trimester, women’s 
anxieties often center on concerns about miscarriage. 
Research also shows that a woman’s emotional state 
during pregnancy may have an effect on the developing 
fetus. This may occur because the stress hormone cortisol 
crosses the placenta (Talge et al., 2007). Chronic stress, 
anxiety, and depression during pregnancy have been 
linked to low birth weight for the baby (Schetter, 2011). 


The Second Trimester (Weeks 13 to 26) 


Physical Changes During month 4, the woman 
becomes aware of the fetus’s movements (quickening). 
Many women find this to be a very exciting experience. 

Most of the physical symptoms of the first trimester, 
such as morning sickness, disappear, and discomforts 
are at a minimum. Physical problems at this time include 
constipation and nosebleeds (caused by increased blood 
volume). Edema—water retention and swelling—may be 
a problem in the face, hands, wrists, ankles, and feet; it 
results from increased water retention throughout the body. 

By about midpregnancy, the breasts, under hormonal 
stimulation, have essentially completed their development 
in preparation for nursing. Beginning about week 19, a 
thin amber or yellow fluid called colostrum may come out 
of the nipple, although there is no milk yet. 


Psychological Changes While the first trimester can 
be relatively tempestuous, particularly with morning sick- 
ness, the second is usually a period of relative calm and 
well-being. The discomforts of the first trimester are past; 
the tensions associated with labor and delivery are not 
yet present. Fear of miscarriage diminishes as the woman 
feels fetal movement. 

Depression is less likely during the second trimester if 
the pregnant woman has a cohabiting partner or spouse 
(Hobfoll et al., 1995). Furthermore, women who report 
more effective partner support report less anxiety in the 
second trimester (Rini et al., 2006). Interestingly, women 
who have had a previous pregnancy are more distressed 
during this time than women who have not (Wilkinson, 
1995). This may reflect the impact of the demands asso- 
ciated with the care of other children when one is preg- 
nant. Research also indicates that feelings of nurturance, 
or maternal responsiveness to the infant, increase steadily 
from the prepregnant to the postpartum period (Fleming 
et al., 1997). 


Edema (eh-DEE-muh): Excessive fluid 
retention and swelling. 
Colostrum: A watery substance that 


The Third Trimester 
(Weeks 27 to 38) 


Physical Changes The uterus 


: . few days after delivery. 
is very large and hard by the third 


is secreted from the breasts at the 
end of pregnancy and during the first 
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Braxton-Hicks contractions: Contrac- 


tions of the uterus during pregnancy 
that are not part of labor. 


trimester. The woman is increasingly aware of her size 
and of the fetus, which is becoming more and more active. 
In fact, some women are kept awake at night by its somer- 
saults and hiccups. 

The extreme size of the uterus puts pressure on a 
number of other organs. There is pressure on the lungs, 
which may cause shortness of breath. The stomach is also 
being squeezed, and indigestion is common. The navel 
is pushed out. The heart is being strained because of the 
large increase in blood volume. At this stage most women 
feel low in energy. 

The weight gain of the second trimester continues. 
The Mayo Clinic (2012b) recommends that the amount 
of weight gained should range from 11 to 40 pounds, 
depending on the woman’s weight prior to pregnancy. 
The average infant at birth weighs 7.5 pounds; the rest 
of the weight gain is accounted for by the placenta (1-2 
pounds), the amniotic fluid (about 2 pounds), enlarge- 
ment of the uterus (about 2 pounds), enlargement of the 
breasts (1-3 pounds), and the additional fat and water 
retained by the woman (8 or more pounds). Physicians 
restrict the amount of weight gain because the incidence 
of complications such as high blood pressure and strain 
on the heart is much higher in women who gain an exces- 
sive amount of weight. Also, excessive weight gained 
during pregnancy can be very hard to lose afterward. 

The uterus tightens occasionally in painless contrac- 
tions called Braxton-Hicks contractions. These are not 
part of labor. It is thought that they help to strengthen the 
uterine muscles, preparing them for labor. 

In a first pregnancy, around two to four weeks before 
delivery, the baby turns and the head drops into the pel- 
vis. This is called lightening, dropping, or engagement. 
Engagement usually occurs during labor in women who 
have had babies before. 

Some women are concerned about the appropriate 
amount of activity during pregnancy—whether some things 
constitute “overdoing it.” Current thinking holds that for a 
healthy pregnant woman, moderate activity is not danger- 
ous and is actually psychologically and physically beneficial. 


Psychological Changes The patterns noted earlier con- 
tinue into the third trimester. Psychological well-being is 
greater among women who have social support (often in 
the form of a cohabiting partner, husband, or wife), have 
higher incomes, are middle class, and experience fewer 
concurrent stressful life events. 


The Father’s Experience in Pregnancy 


Physical Changes Some men experience pregnancy 
symptoms, including indigestion, gastritis, nausea, change 
in appetite, and headaches (Kiselica & Scheckel, 1995), 
referred to as couvade syndrome. 
These may be caused by hormonal 
changes in the male. A longitudi- 
nal study of 34 couples collected 


blood samples from both before and after the birth of the 
infant (Storey et al., 2000). Men and women displayed 
stage-specific hormone changes including high levels of 
prolactin prenatally and low levels of testosterone post- 
natally. Men with more pregnancy symptoms had higher 
levels of prolactin prenatally. 

In some cultures this phenomenon takes a more dra- 
matic form, known as couvade ritual. In this ritual, the 
husband retires to bed while his wife is in labor. He suf- 
fers all the pains of delivery, moaning and groaning as she 
does. Couvade is still practiced in parts of Asia, South 
America, and Oceania (Gregersen, 1996). 


Psychological Changes In 21st-century American cul- 
ture, many men expect to be actively involved in father- 
ing. The study of hormonal changes during pregnancy 
presented videotapes with auditory and visual cues from 
newborns after the blood sample was drawn. Men who 
showed higher levels of responsiveness had higher levels 
of prolactin prenatally and lower levels of testosterone 
postnatally (Storey et al., 2000). Lower levels of testoster- 
one may facilitate paternal behavior. 

Research has identified several patterns in fathers’ expe- 
riences during pregnancy (Poh et al., 2014). Early in the 
pregnancy fathers wanted to connect with the fetus. Feeling 
fetal movements and viewing an ultrasound examination 
gives fathers a sense of the reality of the pregnancy. As preg- 
nancy progresses, many fathers interact with the fetus by 
talking to them, and feeling and responding to their move- 
ment. Fathers may be worried about the challenges that 
the child will create. As the due date approaches, first-time 
fathers worry about how to help during delivery; experi- 
enced fathers worry about the pain their partners may expe- 
rience. Fathers—especially first-time ones—want information 
about pregnancy and childbirth; many of them spend hours 
searching the media. Late in the pregnancy, many fathers 
express an increased sense of maturity as they reflect on 
how they are meeting their increasing responsibilities. 


Preparing for the Baby Fathers or other partners play 
an important role in preparing for a baby. The birth or 
arrival of a first child may require finding a larger home 
or making physical changes to the present one. There 
will be visits to medical personnel, tests to be taken, and 
arrangements to be made. More than 90 percent of fathers 
in the United States participate in prenatal activities (Poh 
et al., 2014). Fathers or partners who participate in these 
activities provide support to their partner and become 
more involved themselves. Many couples take some form 
of classes in preparation for childbirth. These joint activ- 
ities contribute to the bond between the partners, which 
in turn provides a better foundation for the arrival of the 
new member of the family. 


Diversity in the Contexts of Pregnancy 
There are lots of family contexts in which women have 
babies besides the traditional one of being married to the 
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in the United States 


Race and Racism in Pregnancy and Infant Mortality 


Table 2 Race Differences in Pregnancy-Related Mortality and Infant Mortality 


in the United States 


Whites Blacks Hispanics Asian Americans American Indians 
Pregnancy-related mortality rate* 13.4 41.7 1) 13.8 28.3 
Infant mortality rate* 4.6 10.8 4.9 3.6 8.2 


“per 100,000 live births 
Sources: Centers for Disease Control (2021a); Ely & Driscoll (2020). 


Consider the statistics in Table 2. The striking pattern is 
that Black women in the United States are more than 3 
times as likely as White women to die during pregnancy, 
and Black infants are more than twice as likely to die as 
White infants. Why? Multiple factors resulting from race 
and racism are involved (Davis, 2019; Fanta et al., 2021; 
Petersen et al., 2019). 

Expert reviews have concluded that 60 percent of 
pregnancy-related deaths were preventable (Petersen et 
al., 2019). Clearly, prevention is working much better for 
White women than it is for Black women. Several factors 
contribute to this racial disparity. Chronic diseases such 
as hypertension (high blood pressure) that increase the 
risk for pregnancy-related deaths are more prevalent in 
Black women than in White women. The key to manag- 
ing hypertension during pregnancy is high-quality medi- 
cal care, and Black women are more likely to encounter 
barriers to that care due to factors such as lack of health 
insurance coverage and lack of transportation to medical 
visits. In addition, compared with White women, Black 
women are more likely to receive their obstetric care in 
lower-quality hospitals. Black women may experience ear- 
lier declines in their health during pregnancy because of 
historical trauma coupled with current traumas and psy- 
chological and economic stressors. And even middle-class 
Black women encounter racism in their medical care 
during pregnancy, such as dismissal of their concerns that 
something is not going right (Davis, 2019). 

A leading cause of infant death is preterm birth and 
low birth weight, and premature birth disproportionately 
involves Black infants. Racial segregation in housing is 
one contributing factor (Fanta et al., 2021). Compared 
with White mothers, Black mothers are more likely to 
live far from high-quality neonatal intensive care units 
(NICUs), and Black infants are more likely to be treated 
in lower-quality NICUs. Lower-quality NICUs have worse 


outcomes—more babies die. Moreover, Black and Latinx 
mothers report disparaging, racist treatment by medical 
personnel at the time of the birth, whereas White and 
Asian American mothers do not. 

Research also documents the impact of structural 
racism on Black infant mortality. In one study looking at 
data across the 50 U.S. states, Black infants had higher 
rates of infant mortality in states that had higher levels of 
structural racism (Pabayo et al., 2019). Structural racism 
was measured by the ratio of Blacks to Whites for vari- 
ables such as representation in the legislature, education 
(having a college degree), and disparities in criminal jus- 
tice (e.g., incarceration). It is striking that variables that 
are seemingly so removed from infants are actually related 
to infant mortality. 

What are the solutions to these stark racial dispari- 
ties in maternal and infant health? As discussed in the 
chapter “Sex Research,” racism operates at many levels, 
including individual, interpersonal, and institutional and 
systemic levels. Experts recommend multiple strategies 
(Fanta et al., 2021). At the individual level, healthcare 
personnel should receive training to reduce racial bias 
and prejudice and become aware of the ways in which 
racism can intrude during their interactions with patients. 
At the institutional level, healthcare organizations must 
work tirelessly to increase diversity in the workforce and 
build trust with patients from marginalized racial groups 
and their families. Hospitals should make Black doulas 
much more available for supportive care (Davis, 2019). 
At the structural/systemic level, we must work to change 
the conditions that contribute to substandard healthcare 
for Black mothers and infants, including reducing segrega- 
tion in housing, improving economic stability for families, 
and improving access to education. 
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baby’s father. These include living in a stable relationship 
with the baby’s father but not being married; not being 
married to or living with the baby’s father but seeing him 
regularly; being a single mother-to-be who has no con- 
tact with the baby’s father; being a single mother-to-be 
who is pregnant as a result of artificial insemination or 
other reproductive technologies; and being a woman in 
a relationship with another woman, who is pregnant as 
a result of artificial insemination or other technologies. 
Because it is too complicated to mention these alterna- 
tives constantly, in the sections that follow, our language 
is based on a situation in which the woman is married 
to the baby’s father, which is still statistically the most 
common context in which babies are born in the United 
States. Readers should, however, keep in mind all these 
other possible family scenarios. 


Sex during Pregnancy 

Many women and men are concerned about whether it 
is safe or advisable for a pregnant woman to have sexual 
intercourse, particularly during the latter stages of preg- 
nancy. Medical opinion is that—given a normal, healthy 
pregnancy—intercourse can continue safely (Jones et al., 
2011). There is no evidence that intercourse or orgasm is 


| a} 


Figure 5 Dads change diapers at a “Bootee Camp.” Such classes help new fathers adjust to their new role. 


associated with preterm labor (Sayle et al., 2001; Schaffir, 
2006). The only exception is a case where a miscarriage 
or preterm labor is threatened. 

Most pregnant women continue to have intercourse 
throughout the pregnancy. The most common pattern is 
a decline in the frequency of intercourse during the first 
trimester, variation in the second trimester, and an even 
greater decline in the third trimester (Fox et al., 2008). 

During the latter stages of pregnancy, the woman’s 
shape makes intercourse increasingly awkward. The man- 
on-top position is probably best abandoned at this time. 
The side-to-side position (see the chapter “Sexual 
Arousal”) is probably the most suitable one for inter- 
course during the late stages of pregnancy. Couples 
should also remember that there are many ways of experi- 
encing sexual pleasure and orgasm besides having inter- 
course; hand-genital stimulation or oral-genital sex may 
be good alternatives.* The best guide in this matter is the 
woman’s feelings. If intercourse becomes uncomfortable 
for her, alternatives should be explored. 


>There is, however, some risk associated with cunnilingus for the 
pregnant woman, as discussed in the chapter “Sexual Arousal.” 
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Nutrition during Pregnancy 

During pregnancy, another living being is growing inside 
the woman, and she needs lots of energy, protein, vita- 
mins, and minerals at this time. Therefore, diet during 
pregnancy is extremely important. If the woman’s diet is 
good, she has a much better chance of remaining healthy 
during pregnancy and of bearing a healthy baby; if her diet 
is inadequate, she stands more of a chance of developing 
one of a number of diseases during pregnancy herself and 
of bearing a child whose weight is low at birth. Babies 
with low birth weights do not have as good a chance of 
survival as ones with normal birth weights. 

It is particularly important that a pregnant woman get 
enough protein, folic acid, calcium, magnesium, and vita- 
min A (Luke, 1994). Protein is important for building new 
tissues. Folic acid is also important for growth. A preg- 
nant woman needs much more iron than usual because 
the fetus draws off iron for itself from the blood that cir- 
culates to the placenta. Severe calcium deficiency during 
pregnancy is associated with increased blood pressure, 
which may lead to a serious condition called eclampsia, 
discussed later in this chapter (Repke, 1994). Sometimes 
even an excellent diet does not provide enough iron, cal- 
cium, or folic acid, in which case the pregnant woman 
should take supplements. 


Effects of Substances Taken 

during Pregnancy 

We are such a pill-popping culture that we seldom stop to 
think about whether we should take a certain drug. The 
pregnant woman, however, needs to know that when she 
takes a drug, not only does it circulate through her body, 
but it may also circulate through 
the fetus. Because the 
What substances, if fetus develops so rap- 


iene liiepeceatiiaam idly during pregnancy, 
threaten the fetus? drugs may produce 


severe consequences, 
including serious malformations. 
Drugs that produce such defects are called teratogens. Of 
course, not all drugs can cross the placental barrier, but 
many can. The drugs that pregnant women should be cau- 
tious in using are discussed below. 


Antibiotics 

Long-term use of antibiotics by the woman may cause 
damage to the fetus. Tetracycline may cause stained teeth 
and bone deformities. Gentamycin, kanamycin, neomy- 
cin, streptomycin, and vancomycin may cause deafness. 
Nitrofurantoin may cause jaundice. 


Alcohol 


WARNING: ACCORDING TO THE SURGEON GENERAL, WOMEN 
SHOULD NOT DRINK ALCOHOLIC BEVERAGES DURING PREGNANCY 
BECAUSE OF THE RISK OF BIRTH DEFECTS. 


A substantial amount of research has documented the 
risks to a child of maternal drinking during pregnancy. 
Alcohol consumed by the woman circulates through the 
fetus, so it can have pervasive effects on fetal growth 
and development (Jones, 2006). In turn, these can cause 
behavioral and neurological impairments extending into 
adulthood (Dorrie et al., 2014). 

Fetal alcohol spectrum disorder is an umbrella term 
referring to the range of outcomes of any amount of alco- 
hol exposure in utero (Sokol et al., 2007). A diagnosis of 
FASD is made when there are symptoms of widespread 
impairment of brain functioning as evidenced by prob- 
lems in areas such as motor skills, cognition, language, 
attention, impulse control, and emotion regulation (Cook 
et al., 2015). 

The abuse of alcohol during pregnancy may result 
in an offspring who displays a pattern of malformations 
termed fetal alcohol syndrome (FAS) (Figure 6a). Among 
the characteristics of the syndrome are both prenatal 
and postnatal growth deficiencies, a small brain, small 
eye openings, and joint, limb, and heart malformations. 
Perhaps the most serious effect is intellectual disability. 
About 85 percent of children with FAS score 2 or more 
standard deviations below the mean on intelligence tests— 
that would be an IQ of 70 or below. Indeed, FAS is the 
leading preventable cause of intellectual disability (Dorrie 
et al., 2014). 

“Risk drinking,” seven or more drinks per week, or 
five or more drinks per occasion, pose a serious health 
risk to the fetus (Centers for Disease Control, 2002). 
A meta-analysis found a relationship between binge drink- 
ing (four to five drinks per occasion) and multiple aspects 
of cognitive functioning in children aged 6 months to 
14 years (Flak et al., 2014). 

“Safe” limits for alcohol consumption have not been 
established and probably don’t exist, so the best advice 
about drinking for women who are, or may be, or want 
to be pregnant is Don’t. Men should stop drinking before 
attempting to conceive. Alcohol damages sperm count, 
concentration, and quality, and the degree of damage is 
dose-dependent (Jensen et al., 2014). 


Cocaine 
Cocaine use during pregnancy is associated with an 
increased risk of premature birth (Handler et al., 1991) 
and low birth weight (Phibbs et al., 1991) (see Figure 6b). 
Children exposed to cocaine prenatally show anatomical 
abnormalities in the brain and decreased production of 
oxytocin, as well as deficits in memory, attention, and social 
functioning (Baptista et al., 2021; 
Peterson et al., 2020). A carefully 


Teratogen: A substance that 
done longitudinal study measuring | produces defects in a fetus. 


infant development at 6, 12, and | Fetal alcohol syndrome (FAS): Seri- 


24 months compared 218 cocaine- | °US growth deficiency and malfor- 
mations in the child of a mother who 


abuses alcohol during pregnancy. 


exposed and 197 unexposed infants 
on cognitive outcomes (Singer 
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Figure 6 The effects of prenatal exposure to 
alcohol and other drugs. (a) A child born with 
fetal alcohol syndrome. (6) A preterm baby whose 
mother used crack cocaine during pregnancy. 


(a) Rick's Photography/Shutterstock; (b) Chuck Nacke/Alamy Stock 
Photo 


et al., 2002). Cocaine exposure was associated with a 
6-point deficit in scores on a cognitive measure at 2 years 
of age. 


Marijuana 

Marijuana is a psychoactive substance derived from dried 
flowers of cannabis plants. Approximately 7 percent 
of pregnant women in the United States use marijuana 
during pregnancy (di Giacomo et al., 2021). The legal- 
ization of marijuana in several states is making the drug 
more widely available, and its use by pregnant women 
is increasing (Foeller & Lyell, 2017). The psychoactive 
chemicals in marijuana, varieties of THC, cross the pla- 
cental barrier. Research on the effects of use during preg- 
nancy in the 1970s and 1980s used strains available at 
that time. By 2012, the potency of the strains in use had 


increased sixfold (Warner et al., 2014), markedly increas- 
ing its potential effects. 

The best evidence comes from three prospective, lon- 
gitudinal studies (Huizink, 2014). The results indicate 
multiple effects on fetal development and birth outcomes. 
The effects varied by study, and included preterm birth, 
reduced fetal growth, and reduced fetal birth weight. As 
with alcohol, the effects on the fetus and child are dose- 
dependent. Children who were heavily exposed to canna- 
bis prenatally scored lower on verbal skills and memory 
functioning at 48 months. In the behavioral realm, pre- 
natal cannabis exposure was related to more symptoms 
of externalizing behavior—impulsivity, hyperactivity—at 
6 years and 10 years. 

THC also has been found in the breast milk of users 
(Foeller & Lyell, 2017). Because of accumulating evi- 
dence, several professional societies, including the 
American College of Obstetrics and Gynecology and the 
American Pediatric Association, have issued statements 
discouraging the use of marijuana during pregnancy and 
the period of breast-feeding. 

Marijuana use is also implicated in infertility (Warner 
et al., 2014). Use in men is associated with reduced pro- 
duction of reproductive hormones, including luteinizing 
hormone and testosterone, and reduced sperm motility. 
Chronic use in women is associated with reduced hor- 
mone production and suppressed ovulation. 


Other Substances 
According to the U.S. Public Health Service, maternal 
smoking during pregnancy slows fetal growth, indicated 
by decreased infant birth weight and increased incidence 
of prematurity. A study in Finland replicated the finding 
that infants of smokers were more likely to be preterm and 
low birth weight. A seven-year follow-up found that these 
children were more likely to have developed asthma; the 
risk was greater for children whose mothers smoked from 
1 to 10 cigarettes per day, and greater still for those whose 
mothers smoked more than 10 per day during pregnancy 
(Jaakkola & Gissler, 2004). A study comparing the risk due 
to smoking, drinking, and limited prenatal care found that 
the largest and most consistent effect on children of White 
women was associated with smoking (Li & Poirier, 2001). 
Selective serotonin reuptake inhibitors such as fluox- 
etine (Prozac) are frequently used to treat depression. 
A meta-analysis found that newborns exposed to SSRIs 
are more likely to be low birth weight and to be admitted 
to special or intensive care nurseries at birth (Lattimore 
et al., 2005). They were also more likely to show signs of 
poor neonatal adaptation, including respiratory distress 
and jaundice. A study of 600,000 births found that fluoxe- 
tine and paroxetine use during pregnancy were associated 
with isolated heart defects (Malm et al., 2011). Fluoxetine 
use is also associated with spontaneous abortion (Nakhai- 
Pour et al., 2010) and pregnancy-induced hypertension 
(De Vera & Berard, 2012). 
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Because the risks of psychiatric medications to mother 
and baby vary, management of pregnancy in women with 
psychological disorders should involve the woman, her 
obstetrical services provider, and a psychiatrist. It should 
include an individualized assessment of risks and benefits 
of various treatment options (Kent, 2008). 


Dads and Drugs 

Most research has focused on the effects of drugs taken 
by the pregnant woman. However, other research suggests 
that drugs taken by men before a conception may also 
cause birth defects, probably because the drugs damage 
the sperm and their genetic contents. For example, mul- 
tiple studies have shown that the father’s smoking during 
pregnancy increases the chances of asthma in the off- 
spring. New evidence suggests that this effect may occur 
because the smoking causes epigenetic changes in the 
fetus (Knudsen et al., 2019). 


——EE—_—E>EE>E>EEL_—EE———EEE_—_——_—___——SSSSSSS-s) 
Birth 


The Beginning of Labor 

The signs that labor is about to begin vary from one 
woman to the next. There may be a discharge of a small 
amount of bloody mucus (the “bloody show”). This is the 
mucus plug that was in the cervical opening during preg- 
nancy, its purpose being to prevent germs from passing 
from the vagina up into the uterus. In about 10 percent of 
all women the membranes containing the amniotic fluid 
rupture (the bag of waters bursts), and there is a gush of 
warm fluid down the woman’s legs. Labor usually begins 
within 24 hours after this occurs. More commonly, the 
amniotic sac does not rupture until the end of the first 
stage of labor. The Braxton-Hicks contractions may 
increase before labor and may be mistaken for labor. Typ- 
ically, they are distinct from the contractions of labor in 
that they are very irregular. 


The Stages of Labor 
Labor is typically divided into three stages. 


First-Stage Labor 
First-stage labor begins with the regular contractions of 
the muscles of the uterus. These contractions are respon- 
sible for producing two changes in the cervix, both of 
which must occur before the baby can be delivered. These 
changes are called effacement (thinning out) and dilation 
(opening up). The cervix must dilate until it has an open- 
ing 10 centimeters (4 inches) in diameter before the baby 
can be born. 

First-stage labor itself is divided into three stages: 
early, late, and transition. In early first-stage labor, contrac- 
tions are spaced far apart, with perhaps 15 to 20 minutes 


between them. A contraction typically lasts 45 seconds to 
a minute. This stage of labor is fairly easy, and the woman 
is comfortable between contractions. Meanwhile, the cer- 
vix is effacing and dilating. 

Late first-stage labor is marked by the dilation of the 
cervix from 5 to 8 centimeters (2 to 3 inches). It is gener- 
ally shorter than the early stage, and the contractions are 
more frequent and more intense. 

The final dilation of the cervix from 8 to 10 centime- 
ters occurs during the transition phase, which is both 
short and difficult. The contractions are very strong, 
and it is during this stage that women report pain and 
exhaustion. 

The first stage of labor can last anywhere from 2 to 
24 hours. It averages about 12 to 15 hours for a first preg- 
nancy and about 8 hours for later pregnancies. (In most 
respects, first labors are the hardest, later ones easier.) 
The woman is usually told to go to the hospital when the 
contractions are 4 to 5 minutes apart. Once there, she is 
put in the labor room or birthing room for the rest of first- 
stage labor. 


Second-Stage Labor: Delivery 

Second-stage labor (Figure 7) begins when the cer- 
vix is fully dilated and the baby’s head (or whichever 
part comes first, depending on the baby’s position; see 
Figure 8) begins to move into the vagina, or birth canal. 
It lasts from a few minutes to a few hours and is generally 
much shorter than the first stage. 

During this stage, many women feel an urge to push 
or bear down, which is effective in pushing the baby out. 
With each contraction the baby is pushed farther along. 

When the baby’s head has traversed the entire length 
of the vagina, the top of it becomes visible at the vaginal 
entrance; this is called crowning. It is at this point that 
some physicians perform an episiotomy (see Figure 9), 
in which an incision or slit is made in the perineum, 
the skin just behind the vagina. 
Most women do not feel the epi- 
siotomy being performed because 


. vix during labor. 
the pressure of the baby against 


Effacement: A thinning out of the cer- 


the pelvic floor provides a nat- 
ural anesthetic. The incision is 
stitched closed after the baby is 
born. The reasons physicians give 
for performing an episiotomy are 
that it will reduce the severity of 
perineal lacerations, and reduce 
postdelivery pain and medication 
use. However, a review of research 
conducted between 1950 and 
2004 found no evidence that any 
of these benefits result from episi- 
otomies (Hartmann et al., 2005). 
Critics claim that it is unneces- 
sary and is done merely for the 


Dilation: An opening up of the cervix 
during labor; also called dilatation. 
First-stage labor: The beginning of 
labor, during which there are regular 
contractions of the uterus; the stage 
lasts until the cervix is dilated 8 centi- 
meters (3 inches). 

Transition: The difficult part of labor 
at the end of the first stage, during 
which the cervix dilates from 8 to 10 
centimeters (3 to 4 inches). 
Second-stage labor: The stage 
during which the baby moves out 
through the vagina and is delivered. 
Episiotomy (ih-pee-see-AH- 
tuh-mee): An incision made in the 
skin just behind the vagina, allowing 
the baby to be delivered more easily. 
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Third-stage labor: The stage during 
which the afterbirth is expelled. 


Cesarean section (C-section): A 
method of delivering a baby surgi- 
cally by an incision in the abdomen. 


(6) 


Figure 7 Second-stage labor. (a) Baby’s head 
crowning and then (6) moving out. 


(a) Petit Format/Science Source; (b) Eddie Lawrence/Science Source 


doctor’s convenience, while causing the woman discom- 
fort later as it is healing. They note that episiotomies are 
usually not performed in western European countries, 
where delivery still takes place quite nicely. 

The baby is finally eased com- 
pletely out of the mother’s body. 
At this point, the baby is still 
connected to the mother by the 
umbilical cord, which runs from 
the baby’s navel to the placenta, 


and the placenta is still inside the mother’s uterus. As the 
baby takes its first breath of air, the functioning of its body 
changes dramatically. Blood begins to flow to the lungs, 
there to take on oxygen, and a flap closes between the two 
atria (chambers) in the heart. This process generally takes 
a few minutes, during which time the baby changes from 
a somewhat bluish color to a healthy, pink hue. At this 
point, the baby no longer needs the umbilical cord, which 
is clamped and cut off about 7 centimeters (3 inches) 
from the body. The stub gradually dries up and falls off. 

To avoid the possibility of transmitting gonorrhea 
or other eye infections from the mother to the baby, 
drops of silver nitrate or a similar drug are placed in the 
baby’s eyes. 


Third-Stage Labor 

During third-stage labor, the placenta detaches from the 
wall of the uterus, and the afterbirth (placenta and fetal 
membranes) is expelled. This stage may take from a few 
minutes to an hour. Several contractions may accompany 
the expulsion of the placenta. The episiotomy and/or any 
tears are sewn up. 


Cesarean Section (C-Section) 

Cesarean section is a surgical procedure for delivery; it 
is used when vaginal birth is impossible or undesirable. 
Cesarean section may be required for a number of differ- 
ent reasons: if the baby is too large or if the mother’s pel- 
vis is too small to allow the baby to move into the vagina; 
if the labor has been very long and hard and the cervix is 
not dilating or if the mother is nearing the point of total 
exhaustion; if the umbilical cord prolapses (moves into 
a position such that it is coming out through the cervix 
ahead of the baby); if there is an Rh incompatibility; or if 
there is excessive bleeding or the mother’s or the infant’s 
condition takes a sudden turn for the worse. 

In the cesarean section, an incision is made first 
through the abdomen and then through the wall of the 
uterus. The physician lifts out the baby and then sews up 
the uterine wall and the abdominal wall. 

Cesarean deliveries in the United States have been 
increasing steadily since 1996, and currently occur in 
32 percent of births (Martin et al., 2021), rates that are 
much higher than in most other Western countries. Cesar- 
ean deliveries are associated with higher rates of com- 
plications requiring hospitalization of mother or infant 
(Stranges et al., 2011) than vaginal deliveries. Thus, they 
should be performed only when medically necessary. A 
comparison of births in 1959-1966 with births in 2002- 
2008 found that mothers were older and weighed more 
in the later period, and that obstetrical interventions, 
including C-sections, were more frequent (Laughon et al., 
2012). Rates among an American Indian population in 
New Mexico are one-third the overall rate in the United 
States (Leeman & Leeman, 2003). 
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Figure 8 Possible positions of the fetus during birth. (a) A breech presentation 
(4 percent of births). (b) A transverse presentation (less than 1 percent). (c) A nor- 
mal, headfirst or cephalic presentation (96 percent of births). 


Figure 9 Episiotomy. 


There is concern about the high U.S. cesarean rates. 
An analysis of nearly a million primary C-sections and 
repeat cesarean births in 2001 classified 11 percent of the 
former and 55 percent of the latter as potentially unneces- 
sary (Kabir et al., 2005). 

Contrary to popular opinion, it is not true that once a 
woman has had one delivery by cesarean, she must have 
all subsequent deliveries by the same method. Up to 60 
percent of women with a prior cesarean delivery attempt 
a subsequent vaginal birth (vaginal birth after cesarean 
or VBAC). 

The American College of Obstetricians and Gyne- 
cologists (2017) has issued a Practice Bulletin regarding 
VBAC. It is based on an extensive review of data and 
expert opinion. The Bulletin states that trial of labor after 
a previous cesarean (TOLAC) is a reasonable approach in 
selected pregnancies. 


Childbirth Options 

Pregnant women and their partners can choose from a 
variety of childbirth options. Foremost among these is 
taking childbirth classes to prepare mentally and physi- 
cally for labor and delivery. In addition, there are several 
options regarding the use of anesthesia during child- 
birth. Third, women can often choose to give birth in a 
birthing or maternity center, in a hospital delivery suite, 
or at home. 

In many communities, pregnant women can select a 
certified nurse midwife, instead of a physician, to provide 
prenatal care and deliver the infant. Midwives are spe- 
cially trained and often affiliated with a medical practice 
or birth facility. Research indicates that care by a mid- 
wife, compared to standard care, is safe and cost effective 
(Tracy et al., 2013). 


Prepared Childbirth 
There are several methods of preparation for childbirth. 
Most are based on the assumption that fear causes tension 
and tension causes pain. Thus, to attempt to eliminate the 
pain of childbirth, such programs consist of education 
(to eliminate the woman’s fears of the unknown) and the 
learning of relaxation techniques (to eliminate tension). 
One of the most widely used methods of prepared 
childbirth was developed by French obstetrician Fernand 
Lamaze. Classes teaching the Lamaze method or varia- 
tions of it are now offered in most areas of the world. The 
Lamaze method involves two basic techniques, relaxation 
and controlled breathing (Figure 10). The woman learns to 
relax all the muscles in her body. Knowing how to do this 
has a number of advantages, including conservation of 
energy during an event that requires considerable endur- 
ance and, more important, avoidance of the tension that 
increases the perception of pain. The woman also learns 
a series of controlled breathing 
exercises, which she will use to 
help her during each contraction. 


Lamaze method: A method of “pre- 


pared” childbirth involving relaxation 
and controlled breathing. 


Finally, because of the assump- 
tion that fear and the pain it 
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Figure 10 Practice in relaxation and breathing 
techniques is essential in preparing for childbirth. 


Tan Waldie/Staff/Getty Images 


causes are best eliminated through education, the woman 
learns a great deal about the processes involved in preg- 
nancy and childbirth. 

One other important component of several methods is 
the requirement that the woman be accompanied during 
the training and during childbirth itself by her partner or 
some other person, who serves as coach. The coach plays 
an integral role in the woman’s learning of the techniques. 
He (let’s assume that it is the baby’s father) is present 
during labor and delivery. He times contractions, checks 
on the woman’s state of relaxation and gives her feedback, 
suggests breathing patterns, helps elevate her back as she 
pushes the baby out, and generally provides encourage- 
ment and moral support. Aside from the obvious benefits 
to the woman, this allows the partner to play an active 
role in the birth of the child and to experience more fully 
one of the most basic and moving of all human experi- 
ences. The presence of a companion of a woman’s choice 
during labor and delivery has a positive influence on satis- 
faction with the birth process and does not interfere with 
other events (Bruggemann et al., 2007). 

Some mothers-to-be engage a doula, who is a trained 
individual who offers emotional and physical support to 
a woman and her partner before, during, and after child- 
birth. In one study, women giving birth for the first time 
were randomly assigned to receive either care from a 
doula of the woman’s choice or standard care. Women 
supported during labor by a doula experienced signifi- 
cantly shorter labors, and their infants received higher 
Apgar scores (overall health rating) at 1 and 5 minutes 
after birth (Campbell et al., 2006). 


The Use of Anesthetics in Childbirth 

Throughout most of human history, childbirth has been 
“natural”; that is, it has taken place without anesthetics 
and in the home or other familiar surroundings. A major 
change came around the middle of the 19th century, with 


the development of anesthetics for use in surgery. When 
their use in childbirth was suggested, there was initially 
opposition from physicians. Opposition to the use of 
anesthetics virtually ceased, however, when Queen Victo- 
ria gave birth under chloroform anesthesia in 1853. Since 
then, the use of anesthetics has become routine (too rou- 
tine, according to some) and effective. Before discussing 
the arguments for and against the use of anesthetics, let 
us briefly review some of the common techniques of anes- 
thesia used in childbirth. 

The medications most commonly used during labor 
are regional and local anesthetics, which numb only a 
specific region of the body. A spinal block is a regional 
anesthetic used to provide pain relief late in the first stage 
of labor. The medication is injected in the back into a sac 
of fluid below the spinal cord. It provides complete pain 
relief for one to two hours, and is usually only given once. 
The epidural block numbs the body from the waist down. 
It is administered via an injection in a small area near the 
spinal cord (the epidural space). It may be given during 
labor, or before a cesarean section. A pudendal block 
(named for the pudendum or vulva) involves an injec- 
tion into the vaginal wall which relieves pain in the lower 
vagina and perineum for up to one hour. It may be given 
shortly before delivery. A local anesthetic injection does 
not relieve labor pain but is used to numb an area if an 
incision or repair is necessary. (For further information, 
see Mayo Clinic, 2014.) 

The routine use of anesthetics has been questioned 
by some. Proponents of the use of anesthetics argue that, 
with modern technology, women no longer need to expe- 
rience pain during childbirth and that it is therefore silly 
for them to suffer unnecessarily. Opponents argue that 
anesthetics have a number of well-documented danger- 
ous effects on both mother and infant. Anesthetics in the 
mother’s bloodstream pass through the placenta to the 
infant. Thus, while they have the desired effect of depress- 
ing the mother’s central nervous system, they also depress 
the infant’s nervous system. 

Research shows that the negative effects of epidural 
anesthesia, such as longer second stage of labor, can be 
reduced by using low dosages and techniques that allow 
the woman to move around (COMET, 2001). 

Perhaps the best resolution of this controversy is to 
say that a pregnant woman should participate in prepared 
childbirth classes and should use those techniques during 
labor. If, when she is in labor, she discovers that she can- 
not control the pain and wants an anesthetic, she should 
feel free to request it and to do so without guilt; the anes- 
thetic should then be administered with great caution at 
a low dose. 


Home Birth versus Hospital Birth 

In the chapter “Theoretical Perspectives on Sexuality” we 
discuss the process of medicalization, in which various 
life conditions and events are defined in medical terms, 
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Figure 11. A home birth. 
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as requiring medical treatment. Childbirth was one of 
the first processes to be medicalized in the United States, 
resulting in the shift of almost all births from homes to 
hospitals. Various interventions, including induction of 
labor, use of anesthesia, and C-sections, have become 
much more common in the past 50 years (Laughon et al., 
2012). Bucking this trend are advocates of home birth, 
who argue that the atmosphere in a hospital—with its for- 
bidding machines, rules and regulations, and general lack 
of comfort and “homeyness”—is stressful to the woman 
and her family and detracts from what should be a joyous, 
natural human experience (Figure 11). Furthermore, hos- 
pitals are meant to deal with illness, and the delivery of 
a baby should not be viewed as illness. As we have seen, 
hospital births encourage the use of interventions that are 
themselves dangerous. Birth at home is likely to be more 
relaxed and less stressful; friends and other children are 
allowed to be present. Recent research indicates that there 
are “no significant differences in maternal and fetal out- 
comes between planned home births and planned hospi- 
tal births in women who have been identified as low risk, 
have qualified birth attendants, and have timely access to 
specialized care when necessary” (Vedam et al., 2010). 

On the other side of the argument, if unforeseen emer- 
gency medical procedures are necessary, home birth may 
be downright dangerous for the mother, the baby, or both. 
Furthermore, hospital practices in labor and delivery 
have changed radically, particularly with the increased 
popularity of prepared childbirth; thus hospitals are not 
the forbidding, alien environments they once were. Many 
hospitals have created birthing centers that contain a set 
of homelike rooms, with comfortable beds and armchairs, 
that permit labor and delivery to occur in a relaxed atmo- 
sphere, while being only a minute away from emergency 
equipment if it is required. 

Home births account for about 1.3 percent of births 
in the United States (Gregory et al., 2021). In prepara- 
tion for a home birth, a qualified home-birth provider 


should be consulted in advance and should be present at 
the delivery. Such providers include some M.D.s, certi- 
fied nurse midwives (CNM, an RN with midwifery train- 
ing), certified midwives (CM), and certified professional 
midwives (CPM) (Vedam et al., 2010). There should be 
access to a hospital in case of an emergency. 


After the Baby Is Born: 
The Postpartum Period 


Physical Changes 

With the birth of the baby, the woman’s body undergoes 
a drastic physiological change. During pregnancy the pla- 
centa produces high levels of both estrogen and proges- 
terone. When the placenta is expelled, the levels of these 
hormones drop sharply, and thus the postpartum period 
is characterized by low levels of both estrogen and pro- 
gesterone. The levels of these hormones gradually return 
to normal over a period of a few weeks to a few months. 
Other endocrine changes include an increase in hor- 
mones associated with breast-feeding. 

In addition, the body undergoes considerable stress 
during labor and delivery, and the woman may feel 
exhausted. Discomfort from an episiotomy or lacerations 
is common in the first postpartum weeks. 


Psychological Changes 
For a day or two after childbirth, the woman typically 
remains in the hospital, although many women leave the 
hospital less than 24 hours after delivery. For the first two 
days, women often feel elated; the long pregnancy is over, 
they have been successful competitors in a demanding 
athletic event and are pleased with their efforts, and the 
baby is finally there, to be cuddled and loved. 

Following childbirth, many women experience some 
degree of depression. The depressed mood and other 
experiences range from mild to severe. In the mildest, 
postpartum blues, or “baby blues,” women experience 
mood swings, with periods of feeling depressed, being 
irritable, and crying alternating with positive moods. The 
symptoms usually begin a few days after delivery, are most 
intense at one-week postpartum, and lessen or disappear 
by two weeks postpartum. Between 50 and 80 percent of 
women experience these mild baby blues (Kennedy & 
Suttenfield, 2001). Postpartum depression is more severe, 
characterized by depressed mood, insomnia, tearfulness, 
feelings of inadequacy, and fatigue. It usually begins two 
to three weeks postpartum but may occur any time after 
delivery. Between 8 and 15 per- 
cent of women will experience it, 
with symptoms lasting six to eight 
weeks (Morris-Rush & Bernstein, 
2002; O’Hara & Swain, 1996). 


Postpartum depression: Mild to mod- 


erate depression in women following 
the birth of a baby. 
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The most severe disturbance is postpartum psychosis, for 
which early symptoms include restlessness, irritability, 
and sleep disturbance; later ones include disorganized 
behavior, mood swings, delusions, and hallucinations. 
Its onset can be dramatic, within 72 hours of delivery, or 
four to six weeks postpartum. It is very rare, affecting only 
1 or 2 women out of 1,000 (Kennedy & Suttenfield, 2001). 

It appears that many factors contribute to this depres- 
sion. Being in a hospital in and of itself is stressful, as 
noted earlier. Once the woman returns home, another set 
of stresses faces her. She has probably not yet returned 
to her normal level of energy, yet she must perform the 
exhausting task of caring for a newborn infant. For the 
first several weeks or months she may not get enough 
sleep, rising several times during the night to tend to a 
baby that is crying because it is hungry or sick. Clearly 
she needs help and support from her partner and friends 
at this time. Some stresses vary depending on whether 
this is a first child or a later one. The first child is stress- 
ful because of the woman’s inexperience. In the case of 
later-born children, and some firstborns, the mother may 
become depressed because she did not really want the 
baby. Women experiencing multiple births have elevated 
depressive symptom scores nine months postpartum com- 
pared to mothers of singletons (Choi et al., 2009). 

Physical stresses are also present during the postpar- 
tum period; hormone levels have declined sharply, and 
the body has been under stress. Thus it appears that post- 
partum depression is caused by a combination of physical 
and social factors. 

Risk factors for postpartum depression include 
genetic vulnerability (some genes predispose people to 
depression), severe negative life events or stressors, and 
a poor-quality relationship with her partner or her own 
mother (Yim et al., 2015). 

Postpartum depression and psychosis should be 
treated; depression improves in response to antidepres- 
sant drugs, individual psychotherapy, partner and peer 
support, and nurse home visits (Gjerdingen, 2003; Mehta 
& Sheth, 2006). A review of the research using random- 
ized controlled trials to assess psychological interventions 
reported that the most promising is intensive professional 
postpartum support (Dennis, 2005). 

Fathers, too, sometimes experience depression after 
the birth of a baby. A study in Great Britain assessed 
depression in both mothers and fathers eight weeks after 
delivery. Ten percent of the mothers and 4 percent of the 
fathers had high scores (Ramchandani et al., 2005). 


Attachment to the Baby 

While much of the traditional psychological research 
has focused on the baby’s developing attachment to the 
mother, more recent interest has been about the devel- 
opment of the mother’s attachment (bond) to the infant 
(see the chapters “Theoretical Perspectives on Sexuality” 


and “Sexuality and the Life Cycle: Childhood and Adoles- 
cence”). Research clearly shows that this process begins 
even before the baby is born. Two studies of women 
expecting their first child found that feelings of nurtur- 
ance grew during pregnancy and increased further at 
birth (Fleming et al., 1997). In this sense, pregnancy is, in 
part, a psychological preparation for motherhood. 


Sex Postpartum 
The birth of a child has a substantial effect on a couple’s 
sexual relationship. Following the birth, the mother is 
at some risk of infection or hemorrhage, so the couple 
should wait at least two 


weeks before resum- How does sexual 


ing intercourse. When (Rvetisvae pelle (win 
coitus is resumed, it Biatwarteyadati co) l fos iTare) 


may be uncomfortable [Rgulleleiaug 
or even painful for the 
woman. If she had an episiotomy or 

laceration, she may experience vaginal discomfort; if she 
had a cesarean birth, she may experience abdominal dis- 
comfort. Fatigue of both the woman and her partner also 
may influence when they resume sexual activity. 

A longitudinal study of the adjustment of couples to the 
birth of a child collected data from 570 women (and 550 
partners) four times: during the second trimester of preg- 
nancy, and at one, four, and twelve months postpartum 
(Hyde et al., 1996). Data on the sexual relationship are 
displayed in Table 3. In the month following birth, only 
17 percent resumed intercourse; by the fourth month, nine 
out of ten couples had, the same percentage as reported 
intercourse during the second trimester. Reports of cun- 
nilingus showed a similar pattern, while reports of fella- 
tio did not indicate a marked decline. Note that although 
sexual behavior was much less frequent in the month 
following birth, satisfaction with the sexual relationship 
remained about the same. A major influence on when the 
couple resumed intercourse was whether the mother was 
breast-feeding. At both one month and four months after 
birth, breast-feeding women reported significantly less 
sexual activity and lower sexual satisfaction. One reason 
is that lactation suppresses estrogen production, which in 
turn results in decreased vaginal lubrication; this makes 
intercourse uncomfortable. This problem can be resolved 
by the use of vaginal lubricants. 


—————— EEE 
Breast-Feeding 


Biological Mechanisms 

Two hormones, both secreted by the pituitary, are involved 
in lactation (milk production). One, prolactin, stimu- 
lates the breasts to produce milk. Prolactin is produced 
fairly constantly for whatever length of time the woman 
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Table 3 Sexual Behaviors within the Previous Month, Reported by Mothers during 


Pregnancy and the Year Postpartum 


Pregnancy Postpartum 

Behavior 2nd Trimester 1 month 4 months 12 months 
Intercourse 89% 17% 89% 92% 
Mean frequency of 

intercourse/month 4.97 0.42 S72 j/ 5a 
Fellatio 43% 34% 48% 47% 
Cunnilingus 30% 8% 44% 49% 
Satisfaction with sexual 

relationship* 3.76 6)614| 3.36 3153 


*Satisfaction with the relationship was rated on a scale from | (very dissatisfied) to 5 (very satisfied). 


Source: Hyde et al. (1996). 


breast-feeds. The other hormone, oxytocin, stimulates the 
breasts to eject milk. Oxytocin is produced reflexively by 
the pituitary in response to the infant’s sucking of the 
breast. Thus sucking stimulates nerve cells in the nip- 
ple; this nerve signal is transmitted to the brain, which 
then relays the message to the pituitary, which sends out 
the messenger oxytocin, which stimulates the breasts to 
eject milk. Research with animal models indicates that 
oxytocin promotes “fearless mothering” (Cohen et al., 
2018). That is, oxytocin promotes maternal behavior and 
reduces anxiety, so, if necessary, a mother will be fearless 
in defending her young. 

Actual milk is not produced for several days after deliv- 
ery. For the first few days, the breast secretes colostrum, 
discussed earlier, which is high in protein and gives the 
baby a temporary immunity to infectious diseases. Two or 
three days after delivery, true lactation begins; this may be 
accompanied by discomfort for a day or so because the 
breasts are swollen and congested. 

It is also important to note that, much as in pregnancy, 
substances ingested by the mother may be transmit- 
ted through the milk to the infant. The nursing mother 
thus needs to be cautious about using alcohol and other 
substances. 


Physical and Mental Health 

The National Institutes of Health strongly encourages 
mothers to breast-feed, because breast milk is the ideal 
food for a baby and has even been termed the “ultimate 
health food.” It provides the baby with the right mixture 
of nutrients, it contains antibodies that protect the infant 
from some infections (Fewtrell et al., 2011), and it con- 
tains good microbes that stimulate a healthy microbiome 
in the baby’s gut (Toscano et al., 2017). Breast-feeding is 
associated with a reduced risk of obesity at ages 5 and 
6 (von Kries et al., 1999). Thus there is little question 
that it is superior to commercial formulas. The American 


Academy of Pediatrics (2012) agrees. It recommends 
exclusive breast-feeding for the first six months, followed 
by breast-feeding plus the introduction of food in the next 
six months (Figure 12). It is also true that, for a variety of 
reasons, some women are unable to breast-feed, and their 
babies can thrive too. 

In 2011, 81 percent of White babies and 61 percent 
of Black babies were breast-fed at least initially. Among 
those, 52 percent of White mothers and 35 percent of 
Black mothers continued breast-feeding until at least six 
months (CDC, 2014d). A CDC analysis found that edu- 
cational programs that support breast-feeding were less 
available in maternity facilities in areas where more than 
12 percent of the population is Black (CDC, 2014c). 

From the mother’s point of view, breast-feeding has 
several advantages. These include a quicker shrinking 
of the uterus to its normal size and a faster loss of the 
weight gained during pregnancy. Breast-feeding reduces 
the likelihood of pregnancy by inhibiting ovulation 
(Hatcher et al., 2018). However, it is important to note 
that a woman can become pregnant again before she 
has a period; recall from the chapter “Sex Hormones, 
Sexual Differentiation, and the Menstrual Cycle” that 
ovulation precedes menstruation. Research indicates 
that breast-feeding reduces negative moods, and breast- 
feeding mothers report having less perceived stress 
(Mezzacappa & Katkin, 2002). 

Some women report sexual arousal during breast- feed- 
ing, and a few even report having orgasms. Unfortunately, 
this sometimes produces anxiety in the mother, leading 
her to discontinue breast-feeding. However, there is noth- 
ing “wrong” with this arousal, which stems from activa- 
tion of hormonal mechanisms. 

A few women are physically unable to breast-feed, and 
some others feel psychologically uncomfortable with the 
idea. And breast-feeding can be very inconvenient for the 
woman who works outside the home. 
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Ectopic pregnancy: A pregnancy 


Figure 12 Breast-feeding has a number of psychological and physical 


health benefits. 
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Problem Pregnancies 


Ectopic Pregnancy 

An ectopic pregnancy (misplaced pregnancy) occurs when 
the fertilized egg implants somewhere other than the 
uterus. Most commonly, ectopic pregnancies occur when 
the egg implants in the fallopian tube (tubal pregnancy). 
In rare cases, implantation may also occur in the abdomi- 
nal cavity, the ovary, or the cervix. 

A tubal pregnancy may occur if, for one reason or 
another, the egg is prevented from moving down the tube 
to the uterus, as when the tubes are obstructed as a result 
of a sexually transmitted infection. Early in a tubal preg- 
nancy, the fertilized egg implants in the tube and begins 
development, forming a placenta and producing the nor- 
mal hormones of pregnancy. The woman may experience 
the early symptoms of pregnancy, such as nausea and 
amenorrhea, and think she is pregnant; or she may experi- 
ence some bleeding, which she mistakes for a period, and 
think that she is not pregnant. It is therefore quite difficult 
to diagnose a tubal pregnancy early. 

A tubal pregnancy may end 
in one of two ways. The embryo 


in which the fertilized egg implants 


somewhere other than in the uterus. 


Pseudocyesis: False pregnancy, in 
which the woman displays the signs 
of pregnancy but is not pregnant. 


may spontaneously abort and be 
released into the abdominal cav- 
ity, or the embryo and placenta 
may continue to expand, stretch- 
ing the tube until it ruptures. 


Symptoms of a rupture include sharp abdominal pain or 
cramping, dull abdominal pain and possibly pain in the 
shoulder, and vaginal bleeding. Meanwhile, hemorrhaging 
is occurring, and the woman may go into shock and, pos- 
sibly, die. It is extremely important for a woman display- 
ing these symptoms to see a doctor quickly. 

The rate of ectopic pregnancy is about 1 to 2 percent 
of all pregnancies, a marked increase from the 1980s 
(Raine-Bennett et al., 2022). Part of the increase is due to 
improved diagnostic techniques, but most of the increase 
is real. Similar increases have been observed in a num- 
ber of western European nations. It is thought that these 
changes are due to (1) increased rates of sexually trans- 
mitted infections (STIs), some of which lead to blocking 
of the fallopian tubes; and (2) increased use of contra- 
ceptives such as the IUD and progestin-only methods that 
prevent implantation in the uterus but do not necessarily 
prevent conception. 


Pseudocyesis (False Pregnancy) 

In pseudocyesis, or false pregnancy, the woman believes 
that she is pregnant and shows the signs and symptoms 
of pregnancy without really being pregnant. She may stop 
menstruating and may have morning sickness. She may 
begin gaining weight, and her abdomen may bulge. The 
condition may persist for several months before it goes 
away, either spontaneously or as a result of psychother- 
apy. In rare cases it persists until the woman goes into 
labor and delivers nothing but air and fluid. 


PROBLEM PREGNANCIES 135 


Pregnancy-Induced Hypertension 
Pregnancy may cause a woman’s blood pressure to rise 
to an abnormal level. Pregnancy-induced hypertension 
includes three increasingly serious conditions: (1) hyper- 
tension, (2) preeclampsia, and (3) eclampsia. Hyperten- 
sion refers to elevated blood pressure alone. Preeclampsia 
refers to elevated blood pressure accompanied by general- 
ized edema (fluid retention and swelling) and proteinuria 
(protein in the urine). The combination of hypertension 
and proteinuria is associated with an increased risk of 
fetal death. In eclampsia, the woman has convulsions, may 
go into a coma, and may die. 


Birth Defects 

Birth defects are structural anomalies present at birth that 
can be found in almost any part of the body, such as the 
heart, brain, or sex organs. As has been noted, a num- 
ber of factors, such as substances taken during pregnancy 
and illness during pregnancy, may cause anomalies in 
the fetus. Other causes include genetic defects (e.g., phe- 
nylketonuria, PKU, which causes intellectual disability) 
and chromosomal defects (e.g., Down syndrome, which 
causes intellectual disability). 

Of all babies born in the United States, 2 to 3 percent 
have a significant birth defect. The cause of more than 
half of these defects is unknown (Centers for Disease 
Control, 2021b). 

In most cases, families have simply had to learn, as 
best they could, to live with a child who had a birth defect. 
Now, however, amniocentesis, chorionic villus sampling 
(explained below), and genetic counseling are available to 
help prevent some of the sorrow, provided that abortion is 
ethically acceptable to the parents. 

Amniocentesis involves inserting a fine tube through 
the pregnant woman’s abdomen and removing some 
amniotic fluid, including cells sloughed off by the fetus, 
for analysis. The technique is capable of providing an 
early diagnosis of most chromosomal abnormalities, 
some genetically produced biochemical disorders, and 
sex-linked diseases carried by females but affecting males 
(hemophilia and muscular dystrophy), although it cannot 
detect all defects. If a defect is discovered, the woman may 
then decide to terminate the pregnancy with an abortion. 

Amniocentesis should be performed between weeks 13 
and 16 of pregnancy. This timing is important for two rea- 
sons. First, if a defect is discovered and an abortion is to 
be performed, it should be done as early as possible (see 
the chapter “Contraception and Abortion”). Second, there 
is a 1 percent chance that the amniocentesis itself will 
cause the woman to miscarry (Enzensberger et al., 2012), 
and the risk becomes greater as the pregnancy progresses. 

Because amniocentesis itself involves some risk, it is gen- 
erally thought (although the matter is controversial) that it 
should be performed only on women who have a high risk 
of bearing a child with a birth defect. A woman is in this 


category if (1) she has already had 
one child with a genetic defect; 
(2) she believes that she is a carrier 
of a genetic defect, which can usu- 
ally be established through genetic 
counseling; and (3) she is over 35, 
in which case she has an increased 
chance of bearing a child with a 
chromosomal abnormality. 
Chorionic villus sampling 
(CVS) is an alternative to amnio- 
centesis for prenatal diagnosis 
of genetic defects. A major prob- 
lem with amniocentesis is that it 
cannot be done until the second 


Preeclampsia: A serious disease 
of pregnancy, marked by high 
blood pressure, severe edema, and 
proteinuria. 

Amniocentesis (am-nee-oh-sen- 
TEE-sus): A test done to determine 
whether a fetus has birth defects; 


done by inserting a fine tube into the 
woman’s abdomen in order to obtain 
a sample of amniotic fluid. 

Chorionic villus sampling (CVS): A 
technique for prenatal diagnosis of 
birth defects, involving taking a sam- 
ple of cells from the chorionic villus 
and analyzing them. 


trimester of pregnancy; if genetic defects are discovered, 
there may have to be a late abortion. Chorionic villus sam- 
pling, in contrast, can be done in the first trimester of 
pregnancy, usually around 9 to 11 weeks’ postconception. 
Chorionic villus sampling can be performed in one of 
two ways: transcervically, in which a catheter is inserted 
into the uterus through the cervix as shown in Figure 13, 
and transabdominally, in which a needle (guided by ultra- 
sound) is inserted through the abdomen. In either case a 
sample of cells is taken from the chorionic villi (the cho- 
rion is the outermost membrane surrounding the fetus, 
the amnion, and the amniotic fluid), and these cells are 
analyzed for evidence of genetic defects. Studies indicate 
that CVS is as accurate as amniocentesis. Like amniocen- 
tesis, it carries with it a slight risk of fetal loss (due, for 
example, to miscarriage). For amniocentesis, the fetal loss 
rate is around 1 percent (Alfirevic, et al., 2009). 


Catheter 


Ultrasound 
scanner 


Embryo 


Chorion 


Figure 13. Chorionic villus sampling (CVS) and 
amniocentesis are both available for prenatal 
diagnosis of genetic defects. CVS (shown here) 
detects chromosomal abnormalities and sex-linked 


diseases. 
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Miscarriage: The termination of a 
pregnancy before the fetus is viable, 


as a result of natural causes (not 
medical intervention; also called 
spontaneous abortion). 


Several Silicon Valley start-ups are advertising simple 
blood tests to detect genetic anomalies in the fetus. Con- 
sumers would clearly find a blood test more attractive 
than amniocentesis. These blood tests are fairly accurate 
at detecting Down syndrome, but for other disorders, pos- 
itive results on these tests are inaccurate about 85 percent 
of the time (Kliff & Bhatia, 2022). That is, they report 
that the fetus has an anomaly when it really doesn't. Can 
you imagine a couple receiving that news? If they are well 
advised, they will seek confirmation from an accurate test 
(amniocentesis or CVS). We can only hope that the blood 
tests will become more accurate in the future and that, in 
the meantime, they will be marketed more truthfully. 


Rh Incompatibility 

The Rh factor is a substance in the blood; if it is present, 
the person is said to be Rh positive (Rh+); if it is absent, 
the person is said to be Rh negative (Rh-). The Rh factor is 
genetically transmitted, with Rh+ being dominant over Rh-. 

The presence or absence of the Rh factor does not 
constitute a health problem except when an Rh- person 
receives a blood transfusion or when an Rh- woman is 
pregnant with an Rh+ fetus (which can happen only if the 
father is Rh+). A blood test is done routinely early in preg- 
nancy to determine whether a woman is Rh-. Fortunately, 
about 85 percent of Whites and 93 percent of Blacks are 
Rh+; thus the problems associated with being Rh- are not 
very common. 

If some Rh+ blood gets into Rh- blood, the Rh- blood 
forms antibodies as a reaction against the Rh factor in the 
invading blood. Typically, as has been noted, there is little 
interchange between the woman’s blood and the fetus’s 
blood; the placenta keeps them separate. However, during 
childbirth there can be mixing of the two. Thus during 
birth, the blood of an Rh+ baby causes the formation of 
antibodies in an Rh- woman’s blood. During the next 
pregnancy, some of the woman’s blood enters the fetus 
and the antibodies attack the fetus’s red cells. The baby 
may be stillborn, severely anemic, or have an intellec- 
tual disability. Thus there is little risk for an Rh- woman 
with the first pregnancy because antibodies have not yet 
formed; however, later pregnancies can be dangerous. 

Fortunately, techniques for dealing with this situation 
have been developed. An injection of a substance called 
Rhogam prevents the woman’s blood from producing anti- 
bodies. If necessary, the fetus or newborn infant may get 
a transfusion. 


Miscarriage (Spontaneous Abortion) 

Miscarriage, or spontaneous 
abortion, occurs when a_ preg- 
nancy terminates through natural 
causes, before the conceptus is 
viable (capable of surviving on its 
own). It is not to be confused with 


induced abortion, in which a pregnancy is terminated by 
surgical or medicinal means (what is commonly called 
abortion—see the chapter “Contraception and Abortion”), 
or with prematurity, in which the pregnancy terminates 
early, but after the infant is viable. 

Many people assume that most conceptions lead to a 
live birth. But, in fact, only a minority do. About 50 per- 
cent of preclinical (not medically diagnosed) pregnancies 
are terminated by an early miscarriage. Very early sponta- 
neous abortions are usually not detected. The woman may 
not know she is pregnant, and she may mistake the prod- 
ucts of the miscarriage for a menstrual period. Twenty to 
25 percent of clinically diagnosed pregnancies are lost 
(Kwak-kim et al., 2013). Most spontaneous abortions—80 
percent—occur during the first trimester of pregnancy. 

Most spontaneous abortions occur because the con- 
ceptus is defective. Studies of spontaneously aborted 
fetuses indicate that 61 percent showed abnormalities that 
were incompatible with life; for example, many had gross 
chromosomal abnormalities (Ljunger et al., 2005). Thus, 
contrary to popular belief, psychological and physical 
traumas are not common causes of miscarriage. In fact, 
spontaneous abortions seem to be functional in that they 
naturally eliminate many defective fetuses. 


Preterm Birth 

A major complication during the third trimester of 
pregnancy is premature labor and delivery of the fetus. 
When delivery occurs prior to 37 weeks’ gestation, it is 
considered preterm. Because the date of conception can- 
not always be accurately determined, preterm birth (pre- 
maturity) may be defined in terms of the birth weight of 
the infant; an infant weighing less than 2,500 grams (5% 
pounds) is considered to be in the low-birth-weight cat- 
egory. The National Center for Health Statistics reports 
that 10 percent of all births in the United States are 
preterm (Martin et al., 2021). 

Preterm birth is a cause for concern because a prema- 
ture infant is much less likely to survive than a full-term 
infant. It is estimated that more than half of the deaths of 
newborn babies in the United States are due to preterm 
birth. Advances in medical techniques have considerably 
improved survival rates for preterm infants. In nations 
such as Australia, the UK, and the Netherlands, the 
survival rate for infants born at 22 weeks gestation is 0 
percent, compared with 85 percent at 26 weeks gestation 
(Boland et al., 2021). However, prematurity may cause 
damage to an infant who survives. Disability occurs in 60 
percent of survivors born at 26 weeks and 30 percent of 
those born at 31 weeks (Swamy et al., 2008). 

Maternal physical factors such as poor health, poor 
nutrition, obesity, heavy smoking, cocaine use, and geni- 
tal or systemic infections are associated with prematurity. 
Pregnancy-induced hypertension can also lead to preterm 
birth. Young teenage mothers, whose bodies are not yet 
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(Levitas et al., 2003). Cigarette 
smoking has been linked to 


ready to bear children, are also very susceptible to prema- 
ture labor and delivery. Maternal stress during pregnancy 


Infertility: The inability of a couple to 


conceive a pregnancy after 1 year or 


contributes to prematurity (Coussons-Read, 2012). Stress 
affects endocrine, immune, and inflammatory processes, 
and these can affect the developing fetus. Stress due to 
major life changes—in relationships, job status, or 
housing—or to anxiety related to the pregnancy—over 
fetal health, the ability to be a good parent, or an abusive 
relationship—can all adversely affect fetal development. 


—Ee—e————————— Se 
Infertility 


Infertility refers to the inability of a couple to conceive a 
pregnancy after 1 year or more of trying. Approximately 
16 percent of U.S. couples fall into this category of infer- 
tility (Centers for Disease Control, 2014). This rate is 
higher that in earlier decades, due in large part to the 
trend to delay childbearing until later ages. Women’s fer- 
tility declines with age and men’s may as well. 


Causes of Infertility 

Among couples with an identifiable cause, in about 
35 percent, male factors are responsible; female factors are 
responsible in an additional 35 percent. In the remaining 
30 percent, both have problems (Hammoud et al., 2012). 


Causes in Women 

The most common cause of infertility in women is pelvic 
inflammatory disease (PID) and blocked fallopian tubes 
caused by a sexually transmitted infection, especially gon- 
orrhea or chlamydia. Problems with ovulation may cause 
18 to 30 percent of cases. Ovulatory disorders are asso- 
ciated with poor diet, large BMI, and low activity levels 
(Chavarro et al., 2007). Other causes include exposure 
to environmental hazards such as endocrine disrupters; 
behavioral factors such as tobacco and alcohol use; and 
less-consistent ovulation with age. 


Causes in Men 

The most common cause of infertility in men is infections 
in the reproductive system caused by sexually transmit- 
ted diseases, which may lead to blockage of the tubules 
that deliver the sperm. Another cause is low sperm count 
(often due to varicoceles—varicose veins in the testes). 
Couples concerned about low sperm count may decide 
to abstain from vaginal intercourse in the hope of increas- 
ing the count, but research indicates this does not work. 
In men with low sperm counts, the 
sperm become less 
mobile and begin to 
show signs of becom- 
ing stale after only 
24 hours of abstinence 


What reproductive 
problem can result from 


untreated STIs? 


reduced motility, decreased sperm 
concentration, and levels of DNA 
damage in sperm (Pasqualotto 
et al., 2008). Research has shown that exposure to envi- 
ronmental estrogens (endocrine disrupters) causes sperm 
to mature too fast, reducing their fertilizing capacity 
(Adeoya-Osiguwa et al., 2003). Exposure to bisphenol A 
(BPA) and phthalates, chemicals found in most everyday 
products containing plastics, is associated with a 20 per- 
cent decline in male fertility (Buck Louis et al., 2014). 

Research also reports that the quality of male semen 
declines with age. As men age, the volume of the semen 
and the number and motility of the sperm decline (Eske- 
nazi et al., 2003). Also, the rate of sperm with various 
genomic abnormalities increases with age (Wyrobek 
et al., 2006). 


more of trying. 


Combined Factors 

In some situations a combination of factors in both the 
man and the woman causes the infertility. One such fac- 
tor is an immunologic response. The woman may have 
an allergic reaction to the man’s sperm, causing her to 
produce antibodies that destroy or damage the sperm. 
Immune reactions occur in response to novel cells enter- 
ing the body; if the body has been exposed to the cells 
frequently in the past, the reaction is less likely. Frequent 
prior exposure of a woman to a specific man’s semen 
would reduce the likelihood of rejecting his sperm, so fre- 
quent vaginal intercourse prior to the attempt to get preg- 
nant may increase the chances of a successful pregnancy 
(Robertson & Sharkey, 2001). 

Finally, a couple may also simply lack knowledge; for 
instance, they may not know how to time intercourse 
correctly so that conception may take place. A survey of 
1,000 women ages 18 to 44 found that 40 percent did not 
understand the ovulatory cycle (Lundsberg et al., 2014). 


Psychological Aspects of Infertility 

It is important to recognize the psychological stress to 
which an infertile couple may be subjected. Because the 
male role is defined partly in our society by the ability to 
father children, the man may feel that his masculinity or 
virility is in question. Similarly, the female role is defined 
by the ability to bear children and be a mother, so the 
woman may feel inadequate. Historically, in most cultures 
fertility has been encouraged and, indeed, demanded; 
hence, pressures on infertile couples may be high, leading 
to more psychological stress. As emphasis on population 
control increases in our society, and as childlessness* 


‘Semantics can make a big difference here. Many couples who 
choose not to have children prefer to call themselves child-free 
rather than childless. 
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Artificial insemination: A proce- 
dure in which sperm are placed into 


the female reproductive system by 
means other than sexual intercourse. 


becomes an acceptable and more recognized option, the 
stress on infertile couples may lessen. 

At the same time, people need social support in cop- 
ing with these stresses. A study of couples entering treat- 
ment for infertility found that 11.6 percent of the women 
and 4.3 percent of the men reported severe depressive 
symptoms (Peterson et al., 2014). 

Infertility does not significantly reduce marital satis- 
faction, but it does cause conflict (Abbey et al., 1992). 
It does affect the couple’s sexual relationship; it reduces 
spontaneity (especially for couples in treatment programs 
that include scheduled intercourse) and is associated with 
lower sexual satisfaction (Zoldbrod, 1993). 


Treatment of Infertility 

There are physicians and clinics that specialize in the 
evaluation and treatment of infertility. An infertility evalu- 
ation should include an assessment of the couple’s knowl- 
edge of sexual behavior and conception, and lifestyle 
factors such as regular drug use. Infertility caused by such 
factors can be easily treated. 

If the infertility problem stems from the woman not 
ovulating, the treatment may involve the so-called fertility 
drugs. The drug of first choice is clomiphene (Clomid). 
It stimulates the pituitary to produce LH and FSH, thus 
inducing ovulation. The treatment produces a pregnancy 
in about half the women who are given it. Multiple births 
occur about 8 percent of the time with Clomid, compared 
with 1.2 percent with natural pregnancies. 

If the infertility is caused by blocked fallopian tubes, 
delicate microsurgery can sometimes be effective in 
removing the blockage. Endometriosis and endometrial 
adhesions can also be successfully treated surgically. 

If the infertility is caused by varicoceles in the testes, 
the condition can usually be treated successfully by a sur- 
gical procedure known as varicocelectomy. 

Finally, a number of assisted reproductive technolo- 
gies, such as in vitro fertilization, are now available for 
those with fertility problems, as discussed in the next 
section. 


Assisted Reproductive 
Technologies 


Reproductive technologies offer many ways to conceive 
and birth babies besides sexual intercourse and preg- 
nancy. These are collectively referred to as assisted repro- 
ductive technologies (ART). 

In 2019, there were 84,000 
babies born in the United States 
as a result of ART (Centers for 
Disease Control, 2021c). People 
today use ART for a number of 


reasons, including banking of eggs or embryos (described 
below), concerns about the number of eggs dwindling as 
a woman ages, and infertility due to a factor in the man. 

A patient’s chances of conceiving and birthing a baby 
through ART depend on many factors, including charac- 
teristics of the patient and characteristics of the infertility 
clinic. For example, among patients using their own eggs, 
56 percent of egg retrievals result in a live birth for women 
under 35, compared with 10 percent for women over 40 
(CDC, 2021c). When a frozen embryo is used, about 
45 percent of the time this results in a live birth. 


Artificial Insemination 

Artificial insemination involves artificially placing semen 
in the vagina or uterus or fallopian tubes to produce a 
pregnancy; thus it is a means of accomplishing reproduc- 
tion without having sexual intercourse. Artificial insemi- 
nation in animals was first done in 1776. In 1949, when 
British scientists successfully froze sperm without any 
apparent damage to them, a new era of reproductive tech- 
nology for animals began. Today cattle are routinely bred 
by artificial insemination. 

In humans there are two kinds of artificial insemina- 
tion: artificial insemination by the husband (AIH) and 
artificial insemination by a donor (AID). AIH can be 
used when the husband has a low sperm count. Several 
samples of his semen are collected and pooled to make 
one sample with a higher count. This sample is then 
placed in the woman’s vagina or fallopian tube at the time 
of ovulation. AID is used when the husband is sterile, or 
when a male partner is not available. A donor provides 
semen to impregnate the woman. 


Sperm Banks 

Because it is possible to freeze sperm, it is possible to store 
it, which is just what some people are doing: using frozen 
human sperm banks. The sperm banks open up many new 
reproductive choices. For example, suppose that a couple 
decide, after having had two children, that they want a 
permanent method of contraception. The husband then 
has a vasectomy. Two years after he has the vasectomy, 
however, one of their children dies, and they very much 
want to have another baby. If the man has stored semen in 
a sperm bank, they can. 

Young men can use sperm banks to store sperm before 
they undergo radiation therapy for cancer. They can later 
father children without fearing that they will transmit 
damaged chromosomes (as a result of the radiation) to 
their offspring. 

Since the mid-1990s, sperm banks have gone online, 
making their services available to millions of people 
around the world. These sites allow prospective parents 
to browse through information about each potential 
donor, enabling them to select not only on the basis of 
height, weight, and eye and hair color but also education 
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(6) 


Figure 14 New reproductive technologies. 

(a) Intra-cytoplasmic sperm injection, or ICSI. 

(b) Vicken Sahakian, MD, medical director of a 
fertility center, collects eggs from Deborah, 38. She 
and her husband, Eric, came in for in vitro fertiliza- 
tion. Out of 13 eggs produced by her, 5 became 
fertilized and were reintroduced into Deborah. 


(a) Mauro Fermariello/Science Source; (b) Photo by Eric Préau/ 
Sygma via Getty Images 


and family medical history. As recipients demand more 
information about prospective donors, it becomes harder 
to maintain the donor’s anonymity. Some donors of eggs 
or sperm advertise directly on the Internet; while the 
cost may be lower than the costs associated with clinic 


services, as is often true on the Internet, there is no guar- 
antee that the donor has given accurate information. 


Test-Tube Babies 

It is possible for scientists to make sperm and egg unite 
outside the human body (in a “test tube”). The scientific 
term for this procedure is in vitro fertilization, or IVF 
(in vitro is Latin for “in glass”). The fertilized embryo can 
then be implanted in the uterus of a woman and carried 
to term (see Figure 14). This technique can be of great 
benefit to couples who are infertile because the woman’s 
fallopian tubes are blocked. 

A milestone was reached with the birth of Louise 
Brown, the first test-tube baby, in England on July 25, 
1978. Obstetrician Patrick Steptoe and physiologist 
Robert Edwards had fertilized the mother’s egg with 
her husband’s sperm in a laboratory dish and implanted 
the embryo in the mother’s uterus. The pregnancy went 
smoothly, and Louise was born healthy and normal. 
Edwards was awarded the 2010 Nobel Prize in Physiology 
or Medicine for developing the technique. 

There is evidence that babies born as a result of IVF 
are more likely to be low in birth weight and have con- 
genital abnormalities. Using Australian data, researchers 
assessed the occurrence of nine specific birth defects for 
five years following 308,974 births. The rate of defects 
was 8.3 for babies conceived via ART, versus 5.8 for unas- 
sisted conceptions (Davies et al., 2012). It is not clear 
whether the increased risk is due to the procedure, or to 
related factors—for example, mothers are typically older. 

Intra-cytoplasmic sperm injection (ICSI) is an 
improved kind of in vitro fertilization in which a single 
sperm is injected directly into the cytoplasm of the egg 
(Figure 14). This procedure improves the chances of suc- 
cessful fertilization. 

It is also possible to freeze eggs that have been fertil- 
ized in vitro, resulting in frozen embryos. The legal and 
moral status of the frozen embryo is a difficult question, 
and some worry about embryo wastage, that is, embryos 
that are never used and therefore are disposed of. 


Embryo Transfer 
With embryo transfer, a fertilized, 
developing egg (embryo) is trans- 


ferred from the uterus of one 
woman to the uterus of another 
woman. This technique may 
enable a woman who can conceive 
but who always miscarries early 
in the pregnancy to transfer her 
embryo to another woman who 
serves as the surrogate mother— 
that is, the person who provides 
the uterus in which the fetus grows 
(and whom the media, somewhat 


In vitro fertilization (IVF): A proce- 
dure in which an egg is fertilized by 
sperm in a laboratory dish. 

ICSI (intra-cytoplasmic sperm injec- 
tion): A type of assisted reproductive 
technology in which one sperm is 


injected directly into the cytoplasm of 
the egg to accomplish a fertilization 
outside the body. 

Embryo transfer: A procedure in 
which an embryo is transferred from 
the uterus of one woman into the 
uterus of another. 
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callously, have called a “rent-a-womb”). About 5 percent 
of the cases of embryo transfer involve the use of a surro- 
gate (CDC, 2021c). The embryo transfer procedure also 
essentially can serve as the opposite of artificial insemi- 
nation. That is, if a woman produces no viable eggs, her 
husband’s sperm can be used to artificially inseminate 
another woman (who donates her egg), and the fertilized 
egg is then transferred from the donor to the mother. 


GIFT and ZIFT 

With GIFT (gamete intrafallopian transfer), sperm and 
eggs (gametes) are collected and then inserted together 
into the fallopian tube, where natural fertilization can 
take place, followed by natural implantation. 

Yet another technique is ZIFT (zygote intra-fallopian 
transfer), which involves fertilizing the egg with sperm in 
a laboratory dish and then placing the developing fertil- 
ized egg (zygote) into the fallopian tube, again allowing 
natural implantation. 

ART may result in multiple births: twins, triplets, or 
more (Figure 15). Among infants conceived through ART, 
6 percent are multiple births, compared with 3 percent 
among all infants (CDC, 2021c). Multiple-birth infants 
resulting from ART are more likely to be preterm and low 
birth weight, which involve substantial health risks. Scan- 
dalous cases have occurred, such as the birth of octuplets 
to Nadya Suleman (the Octomom) in 2008. In the wake 
of these cases, some professional societies have issued 
guidelines for the number of embryos to transfer. Today, 
77 percent of embryo transfer procedures transfer just a 
single embryo (CDC, 202Ic). 

There is controversy over whether ART should be 
available to single men and women, unmarried couples, 
and same-gender couples. The Ethics Committee of the 
American Society for Reproductive Medicine has issued 
a statement, concluding “we find no sound ethical basis 
for licensed professionals to deny reproductive services to 
unmarried or gay and lesbian persons” (2013, p. 1526). In 
2015, the statement was expanded to include provision of 
services to transgender persons. 


Gender Selection 

Some couples want to choose whether to have a boy or 
a girl. Such a technology would be useful to parents who 
have six girls and really want a boy, or for cases in which 
the man carries a serious genetic 


GIFT: Gamete intrafallopian transfer, 
a procedure in which sperm and 
eggs are collected and then inserted 
together into the fallopian tube. 
ZIFT: Zygote intrafallopian transfer, 


an assisted reproductive technology 
in which the egg is fertilized by sperm 
in the laboratory, and then the devel- 
oping fertilized egg (zygote) is placed 
in the fallopian tube. 


mutation on the Y chromosome. 
Problems might arise, though. 
Some scientists fear that the result 
of being able to choose gender 
would be a great imbalance in 
our population, with many more 
males than females, because many 
couples prefer their first child to 
be a boy. 


Figure 15 Multiple births, such as these trip- 
lets, can be a consequence of ART, resulting from 
implanting multiple fertilized eggs. Today the norm 
is to transfer only one embryo (CDC, 2021c). 


Photos by Jeremy Tan/Getty Images 


There is a good deal of “conventional wisdom” about 
various home methods of increasing the likelihood that 
a fetus will be male or female. One technique is timing 
intercourse in relation to ovulation, based on the belief 
that sperm carrying a Y chromosome swim faster; thus 
intercourse at the time of ovulation should increase the 
chances of a male, whereas intercourse at a time before 
ovulation should favor the slow but hardy sperm carry- 
ing X chromosomes, resulting in a female. Several studies 
have tried to test these ideas, relying on indirect measures 
of time of ovulation (cervical mucus changes, BBT); they 
suggest that a female is more likely when intercourse coin- 
cides with ovulation. Thus conventional wisdom is wrong. 
Studies have also investigated the effect of douching; con- 
ventional wisdom has it that douching with vinegar will 
change the vaginal pH, increasing the chances of a boy. 
Neither of these, or other, “natural” methods will reliably 
affect the offspring’s gender (Kovacs, 2002b). 

As usual, entrepreneurs are taking advantage of peo- 
ple’s desire to pick the baby’s sex and selling kits that 
promise results. Some of the kits capitalize on the natu- 
ral methods, providing the purchaser with thermometers, 
douching solutions, and other paraphernalia. Again, there 
is no evidence that these kits will produce the expected 
result. Caveat emptor (buyer beware)! 

Several scientific laboratory procedures can be used 
to separate sperm containing X vs. Y chromosomes. The 
latest sorting technique, the MicroSort method, uses the 
fluorescence-activated sorter, which can select sperm with 
an X chromosome with 90 percent accuracy; this technique 
greatly reduces sperm count and requires ART. Numerous 
infertility clinics advertise Micro-Sort; combined with IVF, 
success rates of up to 99 percent are claimed. 

The most reliable method of gender selection is 
preimplantation genetic diagnosis (PGD). This tech- 
nique involves the removal of eggs from the woman and 
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fertilizing them via IVF. After three days, a cell is taken 
from each embryo, and its chromosomal makeup is deter- 
mined. An embryo of the preferred type would then be 
implanted via ART. This method is very invasive of the 
woman’s body and very expensive. The likelihood that the 
implanted egg would result in the live birth of a healthy 
infant is the same as for other ART pregnancies. PGD 
for purposes of gender selection is banned in Britain 
and Canada and is controversial in the United States 
(Check, 2005). 

The technologies discussed here, especially GIFT and 
ZIFT, require expert practitioners and appropriate facil- 
ities. Consequently, they are very expensive. For these 
and other reasons, these procedures raise complex legal 


Prenatal Genetic Diagnosis 
Prenatal genetic diagnosis, determining a fetus’s genotype, 
has been done on a small scale for decades. In the past, 
amniocentesis and CVS, discussed earlier, have been the 
primary procedures. Both are invasive, carry a slight risk of 
harm, and allow only limited analysis of the cells retrieved. 
As a result, less than 2 percent of pregnant women undergo 
these tests, primarily to detect a marker for Down syndrome. 
Noninvasive prenatal genetic screening is now avail- 
able using the mother’s blood (Rose et al., 2020). The 
fetus releases cell-free DNA fragments into the mother’s 
blood, so that the mother’s blood will have some of the 
fetus’s DNA, which can be tested. This method is most 
useful for detecting major chromosomal abnormalities 


questions (discussed in the chapter “Sex and the Law”) 
and ethical concerns (discussed in the chapter “Ethics, 
Religion, and Sexuality”). 


such as trisomy 21, in which the person has three copies 
of chromosome 21 instead of the typical two, leading to 
Down syndrome. 


Evaluating alternatives in making a health care 
decision 


One of my goals in writing this book is to enable you to make the best decisions about your health care. To do that, 
you need to (1) know the alternatives, (2) collect valid information about the pros and cons of each alternative, and 
(3) weigh the alternatives with respect to your circumstances. 

A very important decision facing a pregnant woman is where to have her baby. In this chapter we discussed two 
alternatives: hospital birth and home birth. Let’s collect information about them. The major benefit of hospital 
birth is proximity to sophisticated equipment and medical treatment. A secondary benefit is the ability to rely on 
(one hopes) knowledgeable professionals to direct the birth process and make decisions following the birth—that 
is, peace of mind. What are the cons? A big one is cost, a significant one for those without insurance coverage. 
A home birth costs, on average, $4,650, compared with $13,500 for an uncomplicated hospital birth in the United 
States (Anderson & Gilkinson, 2021). We noted research suggesting that various interventions have become more 
common in hospital deliveries, interventions that sometimes are themselves dangerous. The pros of home birth 
include the comfort and reduced stress of giving birth at home, and proximity to friends and family. The major con 
is distance from sophisticated equipment and medical treatment, if needed. We cited the research conclusion that 
home birth is not more risky than hospital birth for women who are “low risk, have qualified birth attendants, and 
have timely access to specialized care.” 

Now it is up to you to evaluate these alternatives. Do you have health care insurance? Are you a worrier? Are 
you at some risk for difficulty during birth? Do you live 20 miles or more from a labor and delivery facility? All of 
these support a hospital-birth decision. 

On the other hand, do you have limited or no insurance coverage? Do you dislike hospitals? Does the peace and 
quiet of home appeal to you as a birth setting? Has a medical professional determined that you are at “low risk”? 
Do you live 3 miles from a maternity hospital? All of these support a home-birth decision with a qualified home- 
birth provider. If you or your partner were pregnant, what decision seems the best for you? 
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SUMMARY 


Conception 

Sperm are manufactured in the testes and ejaculated 
through the vas deferens and urethra into the vagina. Then 
they begin their swim through the cervix and uterus and 
up a fallopian tube to meet the egg, which has already been 
released from the ovary. When the sperm and egg unite in 
the fallopian tube, conception occurs. The single fertilized 
egg cell then begins dividing as it travels down the tube, 
and finally it implants in the uterus. Various techniques for 
improving the chances of conception are available. 


Development of the Conceptus 

The placenta, which is important in transmitting sub- 
stances between the woman and the fetus, develops early 
in pregnancy. The most remarkable development of the 
fetus occurs during the first trimester (first three months), 
when most of the major organ systems are formed and 
human features develop. 


Pregnancy 

Early signs of pregnancy include amenorrhea, tenderness 
of the breasts, and nausea. The most common pregnancy 
tests detect hCG in the urine or blood. Physical changes 
during the first trimester are mainly the result of the 
increasing levels of estrogen and progesterone produced 
by the placenta. Despite cultural myths about the radiant 
contentment of the pregnant woman, some women do 
have negative moods during the first trimester. During the 
second trimester the woman generally feels better, both 
physically and psychologically. 

Despite people’s concerns, sexual intercourse is gen- 
erally quite safe during pregnancy. Nutrition is exception- 
ally important during pregnancy because the woman’s 
body has to supply the materials to create another human 
being. Pregnant women must also be very careful about 
ingesting drugs because some can penetrate the placental 
barrier and enter the fetus, possibly causing damage. 

Compared with Whites in the U.S., Black women have 
a much higher mortality rate during pregnancy and Black 
infants have a much higher mortality rate. Many factors 
account for this health disparity, including racism. 


Birth 
Labor is typically divided into three stages. During the 
first stage, the cervix undergoes effacement (thinning) 


and dilation. During the second stage, the baby moves 
out through the vagina. The placenta is delivered during 
the third stage. Cesarean section is a surgical method of 
delivering a baby. 

Prepared childbirth has become very popular; it empha- 
sizes the use of relaxation and controlled breathing to min- 
imize discomfort. Anesthetics may not be necessary, or 
can be administered at low doses to maximize safety. 


After the Baby Is Born: The Postpartum 
Period 

During the postpartum period, estrogen and progesterone 
levels are very low. Postpartum depression may arise from 
a combination of this hormonal state and the many envi- 
ronmental stresses at this time. 


Breast-Feeding 

Two hormones are involved in lactation: prolactin and 
oxytocin. Breast-feeding has a number of psychological as 
well as health advantages. 


Problem Pregnancies 

Problems of pregnancy include ectopic (misplaced) preg- 
nancy, pseudocyesis (false pregnancy), preeclampsia and 
eclampsia, a defective conceptus, Rh incompatibility, 
spontaneous abortion, and preterm birth. 


Infertility 

The most common cause of infertility in men and women 
is sexually transmitted infections. The causes of infertility 
are about evenly divided between women and men. 


Assisted Reproductive Technologies 
Assisted reproductive technologies include artificial 
insemination, frozen sperm banks, in vitro fertilization 
(test-tube babies), embryo transfer, and GIFT (gamete 
intrafallopian transfer), all of which are now a reality. 
These procedures are costly. 

Noninvasive prenatal genetic screening is now avail- 
able, using the mother’s blood. If the technique is used to 
determine whether a fetus will be aborted, it will create a 
host of social and ethical debates. 
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1. I'd like to use the birth control pill, but 
I’m terrible at remembering to take a pill 
every day. What are my other options? 

2. Can a man still ejaculate after a 
vasectomy? 

3. How does mifepristone work for an 
abortion? 

4. Are there any male hormonal 
contraception methods? 

Read this chapter to find out. 
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ay woman who’s had an abortion took tomorrow off in protest, America would grind to 
a halt. And that would be symbolic: because women grind to a halt if they are notin control 


of their fertility.* 


*How to Be a Woman by Caitlin Moran, 2011, Harper Collins. 


The average student of today grew up in the pill era and 
takes for granted that highly effective methods of contra- 
ception are available. We tend to forget that contracep- 
tion was once a hit-or-miss affair at best. Contraception 
is less controversial than it once was, and yet the use 
of contraceptives was illegal in Connecticut until 1965 
(the Supreme Court decision in the case of Griswold 
v. Connecticut, 1965, is discussed in the chapter “Sex and 
the Law”). 

Today, individuals use contraceptives for a variety of 
reasons. Both babies and mothers are healthier if pregnan- 
cies are spaced three to five years apart (Setty-Venugopal 
& Upadhyay, 2002). Most couples want to limit the size 
of their family—usually to one or two children. Individuals 
not in a committed relationship typically wish to avoid 
pregnancy. In some cases a couple know, through genetic 
counseling, that they have a high risk of bearing a child 
with a birth defect, and they therefore wish to prevent 
pregnancy. And in this era of successful career women, 
many women feel that it is essential to be able to control 
when and whether they have children. 

At the level of society as a whole, there are also 
important reasons for encouraging the use of contra- 
ceptives. There are approximately 450,000 adoles- 
cent pregnancies annually in the United States (Kost 
et al., 2017), which constitute a major social problem. 
In the United States, rates of unintended pregnancy 
remain persistently high, at 45 percent of all pregnan- 
cies (Guttmacher Institute, 2019). On the global level, 
overpopulation is a serious problem. In 1900 the world 
population was 1.6 billion—and it had taken millions of 
years to reach that level. By 1950 it had increased to 2.5 
billion. In 2014 it hit 7.2 billion, an alarming increase, 
and experts estimate that it will reach 9.6 billion in 2050 
and 10.9 billion in 2100 (Gerland et al., 2014). With the 
resulting destruction of the environment and increased 
consumption of natural resources, grave concerns arise 
about the ability of the planet to sustain such a large 
population, even in the near future (Weisman, 2013). 
Most experts believe that we must limit the size of the 
U.S. population as well as assist other countries in lim- 
iting theirs. For a summary of contraceptive practices 
around the world, see Table 1. 

Contraception is also economical! California insti- 
tuted a program to provide contraceptives and related 
medical services at no cost to low-income women. An 
analysis of the data indicated that, in one year, 205,000 


unwanted pregnancies were averted (Foster et al., 2006). 
The researchers estimated that those 205,000 pregnan- 
cies would have resulted in 79,000 abortions and 94,000 
births (as well as many miscarriages), and 21,400 of those 
births would have been to adolescent mothers. The births 
would have cost government agencies an estimated $1.1 
billion over two years, in health care, social services, and 
education. According to the researchers’ calculations, for 
every $1 California spent on these contraceptive services, 
it saved $2.76—a great investment. 

As noted earlier, roughly 50 percent of pregnancies 
each year in the United States are unintended. Another 
economic analysis indicated that the direct medical cost 
of those unintended pregnancies is $5 billion per year 
(Trussell, 2007). Contraceptive use results in $19 billion 
per year in medical cost savings. 

While we are on the topic of finances, it is import- 
ant to note that the Affordable Care Act (“Obamacare”) 
requires that insurance plans in the Health Insurance Mar- 
ketplace must cover contraceptive methods prescribed by 
a health care provider, with no copay. Therefore, anyone 
enrolled in one of those plans should have access to the 
highly effective methods described in this chapter at no 
out-of-pocket cost. The Affordable Care Act is under 
attack, however, so it is unclear whether the coverage for 
contraception will continue. Most college students have 
access to free or low-cost contraceptives through their uni- 
versity health service. 

In this chapter we discuss various methods of birth 
control, how each works, how effective each is, what side 
effects it has, and its relative advantages and disadvan- 
tages. We also discuss abortion and advances in contra- 
ceptive technology. 


——E—_—EEEEE—_———SSS====____——— ee 
Hormonal Methods 


Hormonal methods of contraception are highly effective 
and come in a number of forms: the pill, the patch, the 
vaginal ring, and injections. 


The Combination Pill 

With combination birth control 
pills (sometimes called oral contra- 
ceptives) such as Loestrin, the 


nation of estrogen and progestin 
(progesterone). 


Combination birth control pills: Birth 
control pills that contain a combi- 
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Table 1 


Contraception Around the World, Reported by Women Aged 15—49 (the great 


variations reflect differences among cultures in such factors as availability of 
medical services, people’s education about contraception, and gender roles) 


Percentage Using Method 


Voluntary Voluntary 

Sterilization, Sterilization, Male All 
Country Men Women Pill IUD Condom _ Injectables* Rhythm Methods 
Bangladesh 1 5) 27 1 6 4|22 6 62 
Colombia 8} S15) 8 8 i 9) 2 UE) 
Egypt 0) | 16 30 1 ©) 1 59 
France NA 4 41 22 7 NA NA 83 
India 1 36 4 2 6 NA NA 54 
Kenya 0) 3 y/ 5 1 29) 2 66 
Morocco NA NA 48 4 NA NA 4 67 
Netherlands 6 S NA {5 10 NA NA 73 
United States 12 21 8} 9 ©) 1 <1 74 


NA: information not available. 


“Includes injections such as Depo-Provera. 


Source: United Nations Population Division (2017). 


woman! takes a pill that contains estrogen and progestin 
(a synthetic progesterone), both at doses higher than nat- 
ural levels, for 21 days. Then she takes no pill or a placebo 
for 7 days, after which she repeats the cycle. 

The traditional 21-on, 7-off pattern is still very com- 
mon, but variations have been introduced. One is Loestrin 
24, which has 24 active pills and 4 inactive pills. Another 
is Seasonale, which provides 84 days of combined hor- 
mones and 7 days of placebo. This pattern means that the 
woman has a period only once in three months. 

The preferred method for a woman starting on the pill 
is QuickStart. That is, she starts taking the pill the first 
day she gets the prescription, regardless of the day of the 
menstrual cycle. 


How It Works 

The pill works mainly by preventing ovulation. Recall 
from the chapter “Sex Hormones, Sexual Differentiation, 
and the Menstrual Cycle” that in a natural menstrual 
cycle the low levels of estrogen during and just after the 
menstrual period trigger the pituitary to produce FSH, 
which stimulates the process of 
ovulation. When a woman starts 
taking birth control pills, both 
progestin and estrogen levels are 
high. These high levels inhibit 
FSH production, and the message 


Failure rate: The pregnancy rate 
occurring using a particular contra- 


ceptive method; the percentage of 
women who will be pregnant after a 
year of use of the method. 


'Mindful of the transgender population, I realize that not all 
female-bodied people identify as women. To keep the language sim- 
ple, I will refer to “women” in this chapter, with the understanding 
that I am using that as shorthand for people with female bodies. 

lL also focus on heterosexual sex in this chapter because that is the 
context in which contraception is most likely to be needed. 


to ovulate is never sent out. The high level of progesterone 
inhibits LH production, further preventing ovulation. 

The progestin plus estrogen provide additional backup 
effects. They keep the cervical mucus very thick, making 
it difficult for sperm to get through, and they change the 
lining of the uterus in such a way that even if a fertilized 
egg were to arrive, implantation would be unlikely. 

When the estrogen and progestin are withdrawn (after 
day 21 in the traditional pill), the lining of the uterus 
disintegrates, and withdrawal bleeding or menstruation 
occurs. The flow is typically reduced because the proges- 
tin has inhibited development of the endometrium. 


Effectiveness 

Before we discuss the effectiveness of the pill, let’s define 
several technical terms that are used in communicating 
data on the effectiveness of contraceptives in general. 
If 100 women use a contraceptive method for one year, 
the number of them who become pregnant during that 
first year of use is called the failure rate or pregnancy rate. 
In other words, if 5 women out of 100 become pregnant 
during a year of using contraceptive A, then A’s failure 
rate is 5 percent. Effectiveness is 100 minus the failure 
rate; thus contraceptive A would be said to be 95 percent 
effective. 

There are two kinds of failure rate: the failure rate for 
perfect users and the failure rate for typical users. The perfect- 
user failure rate refers to studies of the best possible use 
of the method—for example, when the user has been well 
taught about the method, uses it with perfect consistency, 
and so on. The failure rate for typical users is just that— 
the failure rate when people actually use the method, per- 
haps imperfectly when they forget to take a pill or do not 
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use a condom every time. The good news is that if you are 
very responsible about contraception, you can anticipate 
close to the perfect-user failure rate for yourself. 

Combination pills are one of the most effective 
methods of birth control. The perfect-user failure rate is 
0.3 percent (i.e., the method is essentially 100 percent 
effective), and the typical-user failure rate is 7 percent 
(Hatcher et al., 2018). Failures occur primarily as a result 
of forgetting to take a pill for 2 or more days. If a woman 
forgets to take a pill, she should take it as soon as she 
remembers and take the next one at the regular time. This 
does not appear to increase the pregnancy risk apprecia- 
bly. If she forgets for 2 or more days, she should follow the 
same instructions, taking one pill as soon as possible and 
then one pill a day, but in addition she should use con- 
doms or abstain from sex until she has taken hormonal 
pills for 7 days in a row, at which point she will again be 
well protected (Hatcher et al., 2018). 

For a comparison of the effectiveness of all methods 
discussed in this chapter, see Table 2. 


Side Effects 

You may have seen reports in the media on the dangerous 
side effects of birth control pills. Some of these reports 
are no more than scare stories with little or no evidence 
behind them. However, some well-documented risks are 
associated with the use of the pill, and women who are 
using it or who are contemplating using it should be aware 
of them. 

Among the serious side effects associated with use 
of the pill are slight but significant increases in certain 
diseases of the circulatory system. One of these is prob- 
lems of blood clots (thromboembolic disorders or venous 
thrombosis). Women who use the pill have a higher 
chance than nonusers of developing blood clots (thrombi) 
(Lidegaard et al., 2012). Often these form in the legs, and 
they may then move to the lungs. A stroke may occur if 
the clot goes to the brain. The clots may lead to pain, hos- 
pitalization, and (in rare cases) death. Symptoms of blood 
clots are severe headaches, severe leg or chest pains, and 
shortness of breath. Most cases of clots occur in women 
over 35 who smoke. 

There have been many reports in the media of the 
pill causing cancer. However, the scientific data do not 
provide evidence that the pill causes cancer of the cervix, 
uterus, or breast. The good news is that the pill actually 
protects women from endometrial cancer and ovarian 
cancer (Iversen et al., 2017). However, the pill may aggra- 
vate already existing cancer such as breast cancer. 

The pill increases the amount of vaginal discharge and 
the susceptibility to vaginitis (vaginal inflammations such 
as monilia—see the chapter “Sexually Transmitted Infec- 
tions”) because it alters the chemical balance of the lining 
of the vagina. Women on the pill have an increased sus- 
ceptibility to chlamydia. Although the matter is controver- 
sial, some good evidence indicates that use of the pill—or 


any of the hormonal contraceptives—increases the risk of 
HIV infection (Heffron et al., 2012). 

Finally, there may be some psychological effects. 
Although research demonstrates that, overall, combina- 
tion pills are unrelated to depression, some women on the 
pill do report increased depression. These side effects are 
probably related to the progesterone in the pill; switching 
to a different brand may be helpful. There may also be 
changes in sexual desire. Some women report an increase 
in sexual interest, but others report a decrease in sexual 
desire as well as a decrease in vaginal lubrication. Once 
again, switching brands may be helpful. 

Because of the side effects discussed previously, 
women in the following groups should not use the pill 
(Hatcher et al., 2018): those with poor blood circulation 
or blood-clot problems; those who have had a heart attack 
or who have coronary artery disease; those with breast 
cancer; those with uncontrolled high blood pressure; and 
pregnant women. Women over 35 who are cigarette smok- 
ers should use the pill only with caution, because the risk 
of heart attack is considerably higher in this group. 

After all this discussion, just how dangerous is the pill? 
The answer to this question depends on who you are and 
how you look at it. If you have blood-clot problems, the 
pill is dangerous to you; if you have none of the contrain- 
dications listed above, it is very safe (Hatcher et al., 2018). 
One’s point of view and standard of comparison also mat- 
ter. While a death rate of 1.6 per 100,000 sounds high, it 
is important to consider that one alternative to the pill is 
intercourse with no contraceptive, which can mean preg- 
nancy, with its own set of side effects and a death rate all 
its own. For example, the death rate for the pill is 1.6 per 
100,000, but the death rate for pregnancy and delivery is 
120 per 100,000 (Hoyert, 2021). From this perspective, in 
many ways the pill is no more dangerous than the alter- 
native, pregnancy, and actually is safer. Another possible 
standard of comparison is drugs that are commonly taken 
for less serious reasons. Aspirin, for example, is routinely 
used for headaches. Recent reports indicate that aspirin 
has side effects, and the birth control pill may be no more 
dangerous than drugs we take without worrying much. 

In short, the pill does have some serious potential side 
effects, particularly for high-risk individuals, but for most 
women it is an extremely effective means of contraception 
that poses little or no danger. 


Advantages and Disadvantages 

The pill has a number of advantages. It is highly effect- 
ive if used properly. It does not interfere with intercourse, 
as do some other methods—the condom and foam. It is 
not messy. Some of its side effects are also advantages. 
For example, it reduces the amount of menstrual flow and 
thus reduces cramps. Indeed, it is sometimes prescribed 
for the noncontraceptive purpose of regulating menstru- 
ation and eliminating cramps. The pill can clear up acne, 
and it has a protective effect against some rather serious 
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Table 2 Summary of Information on Methods of Contraception and Abortion 


Failure Rate, 


Failure Rate, 


Advantages 


Disadvantages 


Perfect Typical Yearly 
Method Use, % Use, % Costs, $* 
IUD, Copper T 0.6 0.8 325° 
IUD, Mirena 0.1 0.1 325 
Implant .05 LOS B25) 
Depo-Provera 0.2 600 
Combination birth 0.3 7 600 
control pills 
Patch 0.3 7 600 
Vaginal ring 0.3 if 600 
Condom, male 2 13 300 
Condom, female 5 21 450 
Diaphragm with 16 17 100 
spermicide 
Vaginal foam, 16 21 270 
cream 
Sponge 12 17 750 
Withdrawal 4 20 None 
Rhythm 1-5 15 None 
Unprotected 85 85 None$ 
intercourse 
Legal abortion, first (0) 0 500-725 
trimester 
Vasectomy 0.10 0.15 1,000* 
Tubal occlusion 0.5 0.5 1,500— 
6,000 


Requires no memory 
or motivation 
Requires no memory 
Requires no memory 
Requires less memory 
Highly effective; not 
used at time of coitus; 
improved menstrual 
cycles 

Requires less memory 
than pill 

Requires less memory 
than the pill 


Easy to use; protec- 
tion from STIs 


Protection from STIs 
No side effects, 
inexpensive 

Easy to use; 
availability 


No cost 


No cost, accepted 
by Roman Catholic 
Church 


Available when other 
methods fail 
Permanent; highly 
effective 

Permanent; highly 
effective 


May be expelled 


Cost; possible side 
effects; must take daily 


Must remember to 
replace it once a month 


Used at time of coitus, 
continual expense 


Awkward 
Aesthetic objections 


Messy, continual 
expense 


Requires high 
motivation 
Requires high moti- 
vation, prolonged 
abstinence; not all 
women can use 


Expensive; moral 
unacceptability 


Permanence; expense 


Permanence; expense 


“Based on 150 acts of intercourse per year. Prices are provided by Planned Parenthood, 2022, for full-paying clients (https://www.plannedparenthood.org/learn/birth-control). 


Prices are reduced for those with low incomes. Prices are higher for private physicians. 


‘Based on a cost of $1,300 for the IUD or implant including insertion by a physician, and the assumption that the IUD will be used for 4 years. The cost per year is much less if 


the IUD is used for more than 4 years. 
‘But having a baby is expensive. 


“These are onetime-only costs. 


Source: Adapted from Robert A. Hatcher et al., Contraceptive Technology, 2018. 


things, including endometriosis and ovarian and endome- 
trial cancer (Hatcher et al., 2018). 

The side effects of birth control pills, discussed earlier, 
are of course major disadvantages. Another disadvantage 
is the cost, which is about $50 a month (or much less 
through a Planned Parenthood clinic) for as long as they 
are used. They also place the entire burden of contracep- 
tion on the woman. In addition, taking them correctly is 
a little complicated; the woman must understand when 


they are to be taken, and she must remember when to take 
them and when not to take them. This effort would not 
be too taxing for today’s college student, but for an illiter- 
ate peasant woman in a developing nation who thinks the 
pills are to be worn like an amulet on a chain around the 
neck, or for individuals with intellectual disabilities (who 
need contraceptives too), currently available birth control 
pills may be too complicated. The Planned Parenthood 
website has a link to an app that will give reminders. 
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argaret Higgins Sanger (1879-1966) was a cru- 
sader for birth control in the United States; to 

reach her goals, she had to take on a variety of 
opponents, including the U.S. government, and she served 
one jail term. 

Sanger was born in Corning, New York, the daughter of a 
tubercular mother who died young after bearing 11 children. 
Her father was a free spirit who fought for women’s suffrage. 
After caring for her dying mother, Sanger embarked on a 
career in nursing. She married William Sanger in 1902. 

She became interested in women’s health and began 
writing articles on the subject. Later these were published 
as books entitled What Every Girl Should Know (1916) and 
What Every Mother Should Know (1917). 

Perhaps Sanger’s strongest motivation came from her 
work as a nurse. Her patients were poor maternity cases 
on New York’s Lower East Side. Among these women, 
pregnancy was a “chronic condition.” Margaret Sanger 
saw them, weary and old at 35, resorting to self-induced 
abortions, which killed many of them. Frustrated at her 
inability to help them, she renounced nursing: 


I came to a sudden realization that my work as a nurse 
and my activities in social service were entirely palliative 
and consequently futile and useless to relieve the misery 
I saw all about me. 


She determined, instead, to “seek out the root of the evil.” 
Though she was often accused of wanting to lower the birth- 
rate, she instead envisioned families, rich and poor alike, in 
which children were wanted and given every advantage. 

Impeding her work was the Comstock Act of 1873, 
which classified contraceptive information as obscene 
and made it illegal to send it through the mail. In 1914 she 
founded the National Birth Control League, launching 
the birth control movement in the United States. Though 
her magazine, Woman Rebel, obeyed the letter of the 
law and did not give contraceptive information, she was 
nonetheless indicted on nine counts and made liable to a 
prison term of 45 years. 

Margaret Sanger left the United States on the eve of the 
trial. Touring Europe, in the Netherlands she visited the 
first birth control clinics to be established anywhere. There 
she got the idea of opening such clinics in the United States. 
Meanwhile, the charges against her had been dropped. 

She returned to the United States and, in 1916, opened 
the first U.S. birth control clinic, in Brooklyn. The office 
was closed by the police after 9 days of operation, and 
Margaret Sanger was put in jail for 30 days. On appeal, 
however, her side was upheld by the courts, and in 1918 a 


Figure 1 Margaret Sanger, pioneer of the birth 
control movement, shown here in 1929. She was 
forbidden by Boston authorities to speak on birth 
control, so she taped her mouth in protest and 
wrote on a chalkboard. 


Bettmann/Getty Images 


decision was handed down allowing doctors to give con- 
traceptive information to women for the “cure and preven- 
tion of disease.” 

The birth control movement was gaining followers, 
and the first National Birth Control Conference was held 
in 1921 in New York, attended by doctors, scientists, and 
lay supporters. In 1931 the Pope approved the rhythm 
method for use by Roman Catholics. 

In 1923, Sanger incorporated the American Birth 
Control League, which became Planned Parenthood Fed- 
eration of America. This organization is still alive and 
strong a century later. 

Margaret Sanger’s role in getting birth control informa- 
tion to American women and in making it legal for them to 
use the information is unquestioned (see Figure 1). When 
Heywood Broun once remarked that Margaret Sanger had 
no sense of humor, she replied, “I am the protagonist of 
women who have nothing to laugh at.” 


Sources: Chesler (1992); Current Biography (1944); Van Preagh 
(1982). 
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One other criticism of the pill is that for a woman 
who has intercourse only infrequently (say, once or twice 
a month or less), it represents contraceptive overkill. In 
other words, the pill makes her infertile every day of the 
month, and yet she needs it only a few days each month. 
Women in this situation might consider a method, such as 
the condom, that is used only when needed. 

Finally, it is important to recognize that, although it is 
an excellent contraceptive, the pill provides absolutely no 
protection against sexually transmitted infections. 


Reversibility 

When a woman wants to become pregnant, she simply 
stops taking pills after the end of one cycle. Some women 
experience a brief delay (two or three months) in becom- 
ing pregnant, but pregnancy rates are about the same as 
for women who never took the pill. 


Drug Interactions 

If you are taking birth control pills, you are taking a pre- 
scription drug that may interact with other prescription 
drugs you take (Hatcher et al., 2018). Some anticonvul- 
sant drugs, for example, decrease the effectiveness of the 
pill, as do some of the antiretroviral drugs used to treat 
HIV infection. 

In the past it was believed that antibiotics could reduce 
the effectiveness of the pill. The most recent research, 
though, shows that antibiotics, with the exception of 
rifampin, have no impact on effectiveness. 

Some over-the-counter drugs may also interact with 
the pill. St. John’s wort, for instance, can decrease the 
effectiveness of the pill. 


Other Kinds of Pills 
To this point, our discussion has centered chiefly on the 
combination pill, so named because it contains both estro- 
gen and progestin. This variety of pill is the most widely 
used, but there are many kinds of combination pills and 
several kinds of pills other than combination ones. 
Combination pills vary from one brand to the next in 
the dosages of estrogen and progestin. The dose of estro- 
gen is important because higher doses are more likely to 
induce blood-clot problems. Most women do well on pills 
containing no more than 20 to 35 micrograms of estrogen. 
Because of concerns about side effects due to the estrogen 
in the pill, current pills have considerably lower levels of 
estrogen than early pills; for example, Ortho-Novum 1/35 
has one-third the amount of estrogen of the early pill 
Enovid 10. High-progestin brands are related to symptoms 
such as vaginitis and depression. Depending on what side 
effects the woman wants to avoid, she can choose a brand 
for its high or low estrogen or progestin level. 
Progestin-only pills have also been developed. They are 
sometimes called minipills. The pills contain only a low 
dose of progestin and no estrogen and were designed to 


Figure 2 Birth control pills. 
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avoid the estrogen-related side effects of combination 
pills. The woman takes one beginning on any of the first 
5 days of her period and one every day thereafter, at the 
same time each day. Progestin-only pills work by changing 
the cervical mucus such that sperm cannot get through, 
inhibiting implantation and inhibiting ovulation. 

Progestin-only pills have a typical-user failure rate that 
is about the same as combination pills. Their major side 
effect is that they produce irregular menstrual cycles. 
The minipill is especially useful for women who cannot 
take combination pills—for example, women over 35 who 
smoke, or women with a history of high blood pressure or 
blood-clot problems. 

Progestin-only pills are also useful for women who are 
breast-feeding and cannot use combination pills because 
they reduce milk production. Neither kind of pill should 
be used in the first six weeks after birth when breast- 
feeding, because trace amounts of the hormones can 
reach the infant through the breast milk. After that time, 
though, progestin-only pills can be used. 


The Patch 

The patch (Xulane) contains the same hormones as 
combination birth control pills but is administered 
transdermally—that is, through the skin. The patch itself 
is thin, beige, and about the size of a double Band-Aid. It 
consists of an outer, protective layer of polyester, an adhe- 
sive layer that contains the hormones, and a polyester 
liner that is removed before applying. 

The patch lasts for seven days, so the woman places a 
new one on once a week for three weeks and then has a 
patch-free week. The first time it is used it takes a couple 
of days for the hormones to reach effective levels, so a 
backup method such as a condom should be used for a 
while. One advantage is that women using it do not have 
to remember to take a pill every day, only to replace the 
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patch every week. In addition, with the patch, the hor- 
mones enter the body through the skin rather than going 
to the stomach and needing to be digested. 

Because the hormones are the same as in the pill, the 
benefits and side effects should be quite similar to those 
of the pill (Hatcher et al., 2018). Compared with the pill, 
the patch has a slightly higher rate of thromboembolic 
disorders. It is somewhat less effective in women weigh- 
ing more than 200 pounds. There is also concern that a 
woman gets more estrogen from the patch than she would 
with a combination pill. 


The Vaginal Ring 

It’s not the latest in body piercing. Rather, the vaginal 
ring (NuvaRing) is a flexible, transparent ring made of 
plastic and filled with the same hormones as those in the 
combination pill, at slightly lower doses (Figure 3). The 
ring is placed high up in the vagina and remains in place 
for 21 days. It is removed and the woman goes ring-free 
for—you guessed it—7 days. She then inserts a new ring. 
This method requires even less remembering than the 
patch does. 

Because the hormones in it are the same as those in 
the combination pill, the side effects should be the same. 
Like the patch, it has a somewhat higher risk of throm- 
boembolic disorders than the pill does. It acts mainly 
by stopping ovulation. Although it was hoped that its 
typical-user failure rate would be lower than that of the 
pill (because of less need to remember to use it), in fact it 
is about the same as the pill (Hatcher et al., 2018). 


Depo-Provera Injections (“The Shot”) 
Depo-Provera (DMPA) is a progestin administered by 
injection. The injections must be repeated every 3 months 
for maximum effectiveness. 


Figure 3 NuvaRing, the vaginal contraceptive 
ring. 
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How It Works 

Depo-Provera works like the other progestin-only meth- 
ods, by inhibiting ovulation, thickening the cervical 
mucus, and inhibiting the growth of the endometrium. 


Effectiveness 

Depo-Provera is highly effective, with a typical-user failure 
rate of 4 percent, making it somewhat more effective than 
the pill. 


Side Effects 
Side effects are minimal. 


Advantages and Disadvantages 

Depo-Provera has many advantages. It does not interfere 
with lovemaking. It requires far less reliance on memory 
than birth control pills do, although the woman must 
remember to have a new injection every 3 months. It is 
available for women who cannot use the combination pill, 
such as those over 35 who smoke and those with blood 
pressure problems. 

Most users experience irregular bleeding or amenor- 
rhea (no menstrual periods). However, this may be an 
advantage. It can relieve anemia due to heavy menstrual 
periods, and Depo-Provera can be used in the treatment 
of endometriosis. 


Reversibility 

The method is reversible simply by not getting another 
injection. Many women are infertile for 6 to 12 months 
after stopping its use, but then are able to become preg- 
nant at normal rates (Hatcher et al., 2018). 


Emergency Contraception 
Emergency contraception is available in pill form for sit- 
uations such as rape or a condom breaking (Hatcher et 
al., 2018). The treatment is most effective if begun within 
24 hours and cannot be delayed longer than 120 hours 
(5 days). Plan B and generics such as My Way, prod- 
ucts specifically for emergency contraception, contain 
the same important hormone. Nausea is a common side 
effect, but a drug can be taken to prevent it. In 2006 the 
FDA approved Plan B for sale in the United States over 
the counter, without prescription. Women can keep a sup- 
ply on hand for ... emergencies. 

Ella, which contains a different drug, ulipristal acetate, 
is another type of pill for emergency contraception. 

Emergency contraception may work in any of several 
ways, depending on when in the cycle it is taken. It may 
stop ovulation, inhibit the functioning of sperm, prevent 
fertilization, or inhibit the development of a nourishing 
endometrium. Its action is almost always to prevent preg- 
nancy, not to cause abortion. 

Emergency contraception is between 62 and 85 per- 
cent effective (Hatcher et al., 2018). These statistics 
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underestimate its actual effectiveness, though, because 
they refer to the effectiveness during the most fertile part 
of the cycle. Actual pregnancy rates are between 0.5 and 
2.0 percent (von Hertzen et al., 2002). Emergency contra- 
ception, then, is highly effective. 

Opponents of Plan B had argued that it would lead 
women, and especially teenagers, to become irrespon- 
sible about contraception and their sexual behavior if 
emergency contraception were widely available. Research, 
however, indicates that making Plan B available to teenag- 
ers has no effect on whether they had unprotected inter- 
course or on their number of sexual partners (Harper 
et al., 2005). 

The American Academy of Pediatrics is solidly behind 
making emergency contraception available to adoles- 
cents, including providing a prescription so that the 
adolescent can have it on hand (American Academy of 
Pediatrics, 2012). 

One of the best alternatives is insertion of a copper 
IUD (see the next section) within 5 days of unprotected 
intercourse, or even a few days later than that (Hatcher et 
al., 2018). The failure rate is less than 1 percent if inserted 
within 5 days of unprotected intercourse. 


LARC 


LARC stands for Long-Acting, Reversible Contraceptives. 
That is, the methods last for more than a year, and they 
can also be reversed, unlike sterilization. The LARC meth- 
ods include implants and IUDs. LARC is rapidly growing 
in popularity in the United States, and it is recommended 
by family planning experts because these methods are 
even more effective than the pill. The LARC methods are 
safe for adolescents and are used by 7 percent of teenagers 
seeking contraception (Romero et al., 2015). 


Implants 

Implants are thin rods 
at remembering to take or tubes containing 
FEMI R-\V-lavmel AM Uatcla-le-me progestin. They are 
my other options? inserted under the skin 
in a woman’s arm and 
are effective for 4 years. The only implant currently avail- 
able in the United States is Nexplanon, which uses a sin- 
gle rod 4 cm long and 2 mm wide 
(Hatcher et al., 2018). 


I’d like to use the birth 
control pill, but I’m terrible 


LARC: Long-acting, reversible contra- 
ceptives; implants and IUDs 
Intrauterine device (IUD): A plastic 
device sometimes containing metal 


or a hormone that is inserted into the 
uterus for contraceptive purposes; 
also called intrauterine contraceptive 
(IUC). 


How It Works 

Implants work like the other 
progestin-only methods, by sup- 
pressing ovulation, thickening the 
cervical mucus, and inhibiting the 
growth of the endometrium. 


Effectiveness 

Nexplanon is highly effective, with a typical-user failure 
rate of 0.05. The typical-user failure rate is the same as the 
perfect-user rate because there is no need to remember to 
take a pill, replace a patch, and so on. It is therefore more 
effective than the pill. 


Side Effects 
No lethal side effects of Nexplanon have been detected in 
research to date. 


Advantages and Disadvantages 

Nexplanon has many advantages. It requires no reliance 
on memory for 4 years, and it does not interfere with love- 
making. It contains no estrogen, for those who experience 
estrogen-related side effects. 

A large proportion of women on Nexplanon experi- 
ence changes in their menstrual bleeding patterns. The 
changes are unpredictable and may include unusually 
long bleeding, frequent bleeding, and amenorrhea. 


Reversibility 

If the woman wishes to become pregnant, she can have 
the implant removed, which must be done by a clinician. 
In most cases, the menstrual cycle returns to normal 
within 3 months, and the woman can become pregnant. 


IUDs 

The intrauterine device (IUD, also called intrauterine con- 
traceptives or I[UCs) is a small piece of plastic (Figure 4). 
Metal or a hormone may also be part of the device. An 
IUD is inserted into the uterus by a doctor or nurse prac- 
titioner and then remains in place until the woman wants 
to have it removed. One or two plastic strings hang down 
from the IUD through the cervix, enabling the woman to 
check to see whether it is in place. 


Figure 4 Thecopper T IUD. 
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The basic idea for the IUD has been around for some 
time. In the 1920s the German physician Ernst Grafen- 
berg reported data on 2,000 insertions of silk or silver wire 
rings. In spite of the high effectiveness of these devices 
(98.4 percent), his work was poorly received. Not until the 
1950s, with the development of plastic and stainless-steel 
devices, did the method gain much popularity. 

Five IUDs are available in the United States today. 
All are T-shaped; one contains copper (the copper T, or 
ParaGard), the other four progestin (Mirena, Kyleena, 
Liletta, and Skyla). 


How It Works 

The foreign body in the uterus creates an environment 
that is toxic to both sperm and eggs (Hatcher et al., 2018). 
In the rare event of a fertilization, the IUD prevents 
implantation. 

The progestin-containing ones release progestin 
directly into the uterus. One effect is to reduce the endo- 
metrium. This results in reduced menstrual flow and 
reduced risk of anemia, overcoming two undesirable side 
effects of other [UDs. The progesterone also disrupts ovu- 
lation and thickens cervical mucus. 

The small amount of copper that is added to the 
copper T is thought to have an additional contraceptive 
effect. It seems to alter the functioning of the enzymes 
involved in implantation. 


Effectiveness 

The IUD is extremely effective and considerably more 
effective than the birth control pill. The pregnancy rate 
for the copper T is 0.8 percent for the first year of use, 
and after that, the failure rate is even lower (Hatcher et 
al., 2018). The copper T is effective for 12 years, Mirena 
is effective for 6 years, Kyleena for 5 years, and Skyla is 
effective for 3 years. 

Most failures occur during the first 3 months of use, 
either because the [UD is expelled or for other, unknown 
reasons. The expulsion rate is about 2 to 10 percent in the 
first year (Hatcher et al., 2011). 


Side Effects 

The most common side effects of the copper T are 
increased menstrual cramps, irregular bleeding, and 
increased menstrual flow. These symptoms occur in 10 to 
20 percent of women using it and are most likely imme- 
diately after insertion. Mirena, in contrast, reduces men- 
strual flow and about 20 percent of users stop bleeding 
altogether. 

There is no evidence that the IUD causes cancer. 


Advantages and Disadvantages 

One disadvantage of the IUD is its initial cost, which is 
about $325 for a full-paying client at Planned Parenthood, 
for the IUD plus insertion. Even at that rate, though, the 
IUD is a cheap means of contraception over a long period 


of use. The cost is incurred only once and the copper T, 
for example, lasts 12 years. 

The effectiveness of the IUD is a major advantage. 
The typical-user failure rate is only 0.8 percent, making 
it more effective than combination birth control pills and 
Depo-Provera. 

Once inserted, the IUD is perfectly simple to use. 
The woman has only to check periodically to see that the 
strings are in place. It has an advantage over methods 
like the condom in that it does not interrupt intercourse 
in any way. It has an advantage over the pill in that the 
woman does not have to remember to use it. The IUD can 
be used safely by women after having a baby and while 
breast-feeding. 

Contrary to what some people think, the IUD does 
not interfere with the use of a tampon during menstrua- 
tion, nor does it have any effect on intercourse. 


Reversibility 

When a woman who is using an IUD wants to become 
pregnant, she simply has a health care provider remove 
the device. She can become pregnant immediately. 


_————————————————— ee 77 
Condoms 


The Male Condom 

The male condom (“rubber,” “jimmies,” “safe”) is a thin 
sheath that fits over the penis (Figure 5). It comes rolled 
up in a little packet and must be unrolled onto the penis 
before use. It may be made of latex (“rubber”), poly- 
urethane, or the intestinal tissue of lambs (“skin”). The 
polyurethane condom (Avanti, Trojan Supra) is a recent 
innovation that is helpful to people who are allergic 
to latex. 

The widespread use of the modern condom, both for 
contraception and for protection against diseases, dates 
from about 1843, when vulcanized rubber was developed, 
but the use of a sheath to cover the penis has been known 
throughout most of recorded history.2 The legendary 
Italian adventurer and lover Casanova (1725-1798) was 
one of the first to popularize it for its contraceptive 
ability as well as its protective value. Condoms have 
become increasingly popular 


because they help protect against ; 

ll ‘tted infecti Male condom: A contraceptive 
sexually transmutte infections sheath that is placed over the penis. 
(STIs), including HIV. 


?Condoms have also been the stimulus for humor throughout hist- 
ory, an example being this limerick: 


There was a young man of Cape Horn 
Who wished he had never been born 
And he wouldn’t have been 

If his father had seen 

That the end of the rubber was torn. 
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Figure 5 A variety of male condoms. 


LightFieldStudios/Getty Images 


To be effective, the condom must be used properly 
(Figure 6). It must be unrolled onto the erect penis before 
the penis ever enters the vagina—not just before ejacula- 
tion, because long before then some drops containing a 
few thousand sperm may have been produced. To be effec- 
tive in preventing STIs, too, it must be put on before the 
penis enters the vagina. 

Condoms come in two shapes: those with plain ends 
and those with a protruding tip that catches the semen. If 
a plain-ended one is used, about % inch of air-free space 
should be left at the tip to catch the ejaculate. Care should 
be taken that the condom does not slip during inter- 
course. After the man has ejaculated, he must hold the 
rim of the condom against the base of the penis as he 
withdraws. It is best to withdraw soon after ejaculation, 
while the man still has an erection, in order to minimize 
the chances of leakage. A new condom must be used with 
each act of intercourse. 

Condoms may be either lubricated or unlubricated. 
Some further lubrication for intercourse may be neces- 
sary. A sterile lubricant such as K-Y Jelly may be used. 


How It Works 

The condom catches the semen, preventing it from enter- 
ing the vagina. For condoms coated with a spermicide, 
the spermicide kills sperm and in theory provides extra 
protection. Spermicide-coated condoms are no longer 


recommended, though. They may create allergies to the 
spermicide for the man or his partner, and the amount of 
spermicide is probably not sufficient to be very effective. 
For couples who want to improve on the effectiveness of 
the condom, it is probably wiser for them to combine use 
of the condom with the rhythm method (described below). 


Effectiveness 

Condoms are much more effective as a contraceptive than 
most people think. The perfect-user failure rate is about 
2 percent. The typical-user failure rate is about 13 percent, 
but many failures result from improper or inconsistent 
use. The FDA controls the quality of condoms carefully, 
so the chances of a failure due to a defect in the condom 
itself are small. Combined with rhythm, the condom is 
close to 100 percent effective. 


Side Effects 

The condom has no side effects, except that some users 
are allergic to latex. For them, nonlatex condoms made of 
polyurethane or other plastics are available. 


Advantages and Disadvantages 

One disadvantage of the condom is that it must be put on 
just before intercourse, raising the spontaneity problem 
again. If the couple can make an enjoyable, erotic ritual 
of putting it on together, they can minimize this problem. 
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Figure 6 Putting on a condom correctly. (a) The tip is pinched to keep air out. (b) The condom is then 


rolled down over the erect penis. 


(a) H.S. Photos/Science Source; (b) H.S. Photos/Science Source 


Some men complain that the condom reduces their 
sensation, lessening their pleasure in intercourse (“It’s 
like taking a shower with a raincoat on”). The reduction 
in sensation, however, may be an advantage for some. 
For example, it may help men who tend to ejaculate pre- 
maturely. Polyurethane condoms are thinner and should 
provide more sensation. 

There are several advantages to condoms. They are 
the only contraceptive currently available for men except 
sterilization. They are cheap (around $1 each), readily 
available without prescription at any drugstore and some 
convenience stores, and fairly easy to use. The man (or 
woman) must plan ahead, however, so they will have one 
available when it is needed. 

Finally, a major advantage of condoms is that they pro- 
vide protection against many sexually transmitted infec- 
tions (Hatcher et al., 2018). Over the past decade, far-right 
political groups have mounted a campaign to convince 
the public that condoms are completely ineffective at STI 
prevention. However, the scientific data say otherwise. 
Condoms are highly effective protection against STIs that 
are transmitted mainly through genital secretions (semen, 
cervical and vaginal secretions) because they keep the 
secretions away from the other person. STIs in this cat- 
egory include chlamydia, gonorrhea, trichomoniasis, 


hepatitis B, and HIV (Hatcher et al., 2018). Condoms can 
and should be used during anal intercourse for protection 
against STIs. 

Condoms also provide some, although not perfect, 
protection against STIs that are transmitted mainly by 
skin-to-skin contact, such as herpes, syphilis, and HPV. 
They won't protect against these diseases, of course, 
if the area producing the microbe is not covered by the 
condom-—for example, if herpes blisters are on the scrotum. 
Latex and polyurethane condoms are the effective ones. 
Animal-skin condoms are much less effective because they 
have larger pores that allow some viruses, such as HIV, to 
pass through them. For a more complete discussion, see 
the chapter “Sexually Transmitted Infections.” 


Reversibility 
The method is easily and completely reversible. The man 
simply stops using condoms if conception is desired. 


The Female Condom 

The female condom, FC2, is sometimes called the internal 
condom (compared with the male or external condom). 
It is made of polyurethane and resembles a clear balloon 
(Figure 7). There are two rings in it, one at either end. One 
ring is inserted into the vagina much like a diaphragm, 
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Diaphragm: A molded, silicone rub- 


Figure 7 The female condom. The top, smaller 
ring fits over the cervix, and the other, larger one 
goes outside the body, over the vulva, so that the 
condom lines the vagina and partly covers the vulva. 


Keith Brofsky/Photodisc/Getty Images 


while the other is spread over the 
vaginal entrance. The inside is 


ber device with a nylon spring around 


the edge that fits inside the vagina 
over the cervix. 


prelubricated, but additional lubri- 
cation may be applied. The penis 
must be guided into the female 
condom so that the penis does not 
slip in between the condom and the vaginal wall. The con- 
dom is removed immediately after intercourse, before the 
woman stands up. The outer ring is squeezed together and 
twisted to keep the semen inside. A new female condom 
must be used with each act of intercourse. 


How It Works 

The female condom works by preventing sperm from 
entering the vagina and by blocking the entrance to 
the uterus. 


Effectiveness 

The typical-user failure rate is 21 percent (Hatcher et al., 
2018), which is unacceptably high for many women. The 
perfect-user failure rate is 5 percent. 


Side Effects 

There are few if any side effects with the female condom. 
A few women experience vaginal irritation and a few men 
experience irritation of the penis as a result of using it. 


Advantages and Disadvantages 

The female condom is made of polyurethane, not the 
latex used in most male condoms. Polyurethane is less 
susceptible to tearing and does not deteriorate with expo- 
sure to oil-based substances in the way that latex does. 
It does not create the allergic reactions that some people 
have to latex. 

One major advantage is that the female condom is a 
method that a woman can use herself to reduce her risk of 
contracting an STI. The polyurethane is impermeable to 
HIV and to the viruses and bacteria that cause other STIs. 

In regard to disadvantages, the spontaneity problem 
presents itself again. The female condom, at least in the 
original form, is awkward and makes rustling noises while 
in use, although additional lubricant reduces this prob- 
lem. It makes the male condom seem sophisticated and 
unobtrusive by comparison. Also, it is the least effective 
of the methods discussed so far in this chapter. 


Reversibility 
The method is easily and completely reversible. The 
woman simply stops using the condom. 


Diaphragms, FemCap, and the 
Sponge 


The Diaphragm 

The diaphragm (Caya) is a molded, silicone rubber device 
with a nylon spring around the edge (Figure 8). The spring 
allows Caya to fit different sizes of the vagina and cervix, 
so it comes in a single size and fits most (Hatcher et al., 
2018). Caya has two cuplike structures. The larger one 
fits snugly over the cervix and the smaller one is oriented 
toward the front and tucks in behind the pubic bone. The 
diaphragm is inserted into the vagina and, when properly 
in place, fits snugly over the cervix. In order for it to be 
used effectively, a contraceptive cream or jelly (such as 
Delfen) must be applied to the diaphragm. The cream is 
spread on the rim and the inside surface (the surface that 
fits against the cervix). The diaphragm may be inserted 
up to 6 hours before intercourse, and it must be left in 
place for at least 6 hours afterward and may be left in for 
as long as 24 hours. Wearing it longer than that is thought 
to increase the risk of toxic shock syndrome. 

The diaphragm was the earliest of the highly effective 
methods of contraception for women. In 1925 Margaret 
Sanger’s husband funded the first U.S. company to manu- 
facture diaphragms, and they were the mainstay of contra- 
ception until about 1960. 


DIAPHRAGMS, FEMCAP, AND THE SPONGE 
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(c) 


(d) 


Figure 8 The proper use of a diaphragm. (a) Spermicide is applied 
(about 1 tablespoon in center and around the rim). (6) The edges are 
held together to permit easier insertion. (c) The folded diaphragm is 
inserted up through the vagina. (d) The diaphragm is placed properly, 
covering the cervix. To check for proper placement, feel the cervix to be 
sure that it is completely covered by the diaphragm. 


How It Works 

The primary action of the diaphragm itself is mechanical. 
It blocks the entrance to the uterus so that sperm cannot 
swim up into it. The contraceptive cream kills any sperm 
that manage to get past the barrier. Any sperm remaining 
in the vagina die after about 6 hours (this is why the dia- 
phragm should not be removed until at least 6 hours after 
intercourse). 


Effectiveness 

The typical-user failure rate of the diaphragm has been 
estimated to be 17 percent (Hatcher et al., 2018). Most 
failures are due to improper use—for example, it is not 
used every time, it is not left in long enough, or contracep- 
tive cream is not used. Even with perfect use, there is still 
a failure rate. To get closer to 100 percent effectiveness, 
the diaphragm can be combined with a condom around 
the time of ovulation or throughout the cycle. 


Failure rates for the diaphragm and FemCap (which 
we discuss next) are often stated as ranges, for example, 
17 to 25 percent, because failure rates for these methods 
depend so much on the fertility characteristics of the user. 
For example, a woman under 30 who has intercourse four 
or more times weekly has twice the average failure rate of 
a woman over 30 who has intercourse less than four times 
a week. 

Caya is available by prescription only, to ensure that it 
does fit the particular user and that the user is well taught 
in how to use it properly. 


Side Effects 

The diaphragm has few side effects. One is the possi- 
ble irritation of the vagina or the penis. This irritation 
is caused by the spermicidal cream or jelly and can be 
relieved by switching to another brand. Another side effect 
is the rare occurrence of toxic shock syndrome that has 
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been reported if the diaphragm was left in place for more 
than 24 hours. For this reason, users should be careful not 
to leave the diaphragm in place for much more than the 
necessary 6 to 8 hours, especially during menstruation. 


Advantages and Disadvantages 

Some people think that the diaphragm is undesirable 
because it must be inserted before intercourse and 
therefore ruins the spontaneity of sex. People with this 
attitude, of course, should not use the diaphragm as a 
means of birth control because they probably will not 
use it all the time, in which case it will not work. How- 
ever, a student told me that she and her partner made 
the preparation and insertion of the diaphragm a ritual 
part of their foreplay; he inserts it, and they both have a 
good time! Couples who maintain this kind of attitude 
are much more likely to use the diaphragm effectively. 
In addition, the diaphragm can be inserted an hour or 
more before sex. 

The diaphragm requires some thought on the woman’s 
part. She must remember to have it with her when she 
needs it and to have a supply of cream or jelly. She also 
needs to avoid becoming so carried away with passion 
that she forgets about it or decides not to use it. 

A disadvantage is that the spermicide may leak out 
after intercourse. 

The cost of a diaphragm is about $75 plus the cost of 
the office visit and the cost of the contraceptive cream. 
With proper care, a diaphragm should last about two 
years, so it is not expensive. 

The major advantages of the diaphragm are that it 
has few side effects. And the diaphragm provides some 
protection against sexually transmitted infections such as 
chlamydia because it covers and protects the cervix. 


Reversibility 

If a woman wishes to become pregnant, she simply stops 
using the diaphragm. Its use has no effect on her later 
chances of conceiving. 


FemCap 

FemCap is a vaginal barrier device similar to the dia- 
phragm. FemCap is shaped like a sailor’s cap (see Figure 9), 
is made of silicone, and comes in three sizes. It should be 
used with a spermicide or one of the new microbicides. 
The FemCap must be obtained through a health care 
provider. 


The Sponge 

The contraceptive sponge is made of polyurethane. It is 

small and shaped like a pillow with a concave dimple on 
one side. The other side has a 


woven loop to aid in removal. The 
Speniieide (GP ERM bride): sponge contains a spermicide and 
A substance that kills sperm. ap 8 ; P : 

is inserted much like a diaphragm, 


Figure 9 FemCap is a silicone rubber barrier con- 
traceptive shaped like a sailor’s hat, with a dome 
that covers the cervix and a brim that conforms to 
the vaginal walls. 


Jill Braaten/McGraw Hill 


with the concave side over the cervix. The sponge is effec- 
tive for 24 hours, even with multiple acts of intercourse, 
but, overall, it is not a very effective method. It should not 
be left in place for more than 24 hours, though, because of 
a risk of toxic shock syndrome. It comes in one size and is 
available without prescription. 


a 
Spermicides 


Contraceptive foams (Delfen, Emko), creams, and jel- 
lies are all classified as spermicides, that is, sperm killers 
(Figure 10). Most contain nonoxynol-9 (N-9). They come 
in a tube or a can, along with a plastic applicator. The 
applicator is filled and inserted into the vagina. The appli- 
cator’s plunger is then used to push the spermicide into 
the vagina near the cervix, so the spermicide is inserted 
much as a tampon is. It must be left in for 6 to 8 hours 
after intercourse. One application provides protection for 
only one act of intercourse. 
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Figure 10 Contraceptive foams, creams, and 
gels are all spermicides. 


Christopher Kerrigan/McGraw Hill 


Spermicides are not to be confused with the various fem- 
inine hygiene products (vaginal deodorants) on the market. 
Hygiene products are not effective as contraceptives. 


How They Work 

Spermicides consist of a spermicidal chemical in an inert 
base. They work in two ways: chemical and mechani- 
cal. The chemicals kill sperm, while the inert base itself 
mechanically blocks the entrance to the cervix so that 
sperm cannot swim into it. 


Effectiveness 

Failure rates for spermicides can be as high as 21 percent. 
Put simply, they are not very effective. Foams tend to be 
more effective, creams and jellies less so. Spermicidal tab- 
lets and suppositories are also available, but they are the 
least effective. 


Side Effects 

Some people experience an allergic reaction—irritation of 
the vagina or penis—to spermicides. Because I couldn’t 
find any scientific studies on the incidence of these aller- 
gies, I surveyed my sexuality classes. Of the students who 


Most girls who have babies before age 18 don't graduate from 
high school. Less than 2% graduate from college before age 30. 


STAY eetrore The National Campaign 


Figure 11. The National Campaign to Prevent 
Teen and Unplanned Pregnancy works to reduce 
teen pregnancy with media campaigns like this. Do 
you think the message is effective? 


Courtesy of National Campaign to Prevent Teen Pregnancy 


had used spermicides, about 2 percent of the men and 
26 percent of the women reported an allergic reaction. 


Advantages and Disadvantages 

The major advantage of spermicides is that they are read- 
ily available, without a prescription, in any drugstore. 
For this reason, they can be used as a stopgap method 
until the woman can see a health care provider and get a 
more effective contraceptive. Their failure rate is so high, 
though, that I cannot recommend using them by them- 
selves. Always combine them with a second method such 
as a condom. 

Spermicides provide no protection against bacterial 
STIs such as chlamydia and gonorrhea. Neither do they 
protect against HIV, and there is some evidence that their 
frequent use increases susceptibility to HIV (Hatcher 
et al., 2011). 

Their major disadvantage is that by themselves they are 
not very effective. They also interrupt the spontaneity of sex, 
although only briefly. Some women dislike the sensation of 
the spermicide leaking out after intercourse, and some are 
irritated by the chemicals. Finally, some people find that 
they taste terrible, and so their use interferes with oral sex. 
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Withdrawal: A method of birth con- 
trol in which the man withdraws his 
penis from his partner’s vagina before 
he has an orgasm and ejaculates. 
Rhythm (fertility awareness) 
method: A method of birth control 
that involves abstaining from inter- 


S| 
Withdrawal 


Withdrawal (coitus interruptus, “pulling out”) is probably 
the most ancient form of birth control. (A reference to it is 
even found in Genesis 38:8-9, in the story of Onan. For this 
reason it is sometimes called onanism, although this term 
is also used for masturbation.) Withdrawal is still widely 
used throughout the world. The man withdraws his penis 
from his partner’s vagina before he has an orgasm and ejac- 
ulates outside the vagina. For this method to be effective as 
contraception, the ejaculation must occur completely away 
from the woman’s vulva. Reliance on withdrawal highlights 
the key issue of male responsibility in birth control. 


Effectiveness 

Withdrawal is not very effective as a method of birth con- 
trol. The failure rate is around 20 percent. Failures occur 
for several reasons: The few drops of fluid that come out 
of the penis during arousal may carry enough sperm for 
conception to occur. If ejaculation occurs outside the 
vagina but near or on the vulva, sperm may still get into 
the vagina and continue up into the uterus. And some- 
times the man simply does not withdraw in time. 


Side Effects 
Withdrawal produces no direct physical side effects. 


Advantages and Disadvantages 

The major advantage of withdrawal is that it is the only 
last-minute method. It can be used when nothing else is 
available, although if the situation is that desperate, the cou- 
ple might consider abstinence or some other form of sexual 
expression, such as mouth-genital sex, as alternatives. Obvi- 
ously, withdrawal requires no prescription and is free. 

One major disadvantage is that withdrawal is not very 
effective. In addition, it requires exceptional motivation 
on the part of the man, and it may be psychologically 
stressful to him. The woman may worry about whether he 
really will withdraw in time, and 
the situation is certainly less than 
ideal for her to orgasm. Nonethe- 
less, withdrawal may be useful as 
part of a dual method approach, 
in which it is used together with 
another method such as rhythm. 


course around the time of ovulation 
Calendar method: A type of rhythm 
method of birth control in which the 


woman determines when she ovu- 


lates by keeping a calendar record of Fertility Awa reness 


the length of her menstrual cycles. 


Basal body temperature (BBT) 


(Rhythm) Methods 


method: A type of rhythm method 


of birth control in which the woman Rhythm (fertility 
determines when she ovulates by 
keeping track of her temperature. 


awareness) 
methods are the only form of “nat- 
ural” birth control and are the only 


methods officially approved by the Roman Catholic Church. 
They require abstaining from intercourse during the wom- 
an’s fertile period (around ovulation). There are several 
rhythm methods, in each of which the woman’s fertile period 
is determined in a different way (Hatcher et al., 2018). 

The calendar method is the basic rhythm method. It 
is based on the assumption that ovulation occurs about 
14 days before the onset of menstruation. It works best for 
the woman with the perfectly regu- 
lar 28-day cycle. She 
should ovulate on day [Maley Ware ley-s-miat-Wean scaler 
14, and almost surely [Matsitalele Bi old eer-latem aren iy 
on one of days 13 to 15. [MRabbxeoNESa Ss 
Three days are added 
in front of that period (because 
previously deposited sperm may result in conception), and 
2 days are added after it (to allow for long-lasting eggs), so 
the couple must abstain from sexual intercourse from day 
10 to day 17. For these reasons, even for the woman with 
perfectly regular cycles, 8 days of abstinence are required 
in the middle of each cycle. Research shows that sperm 
can live up to 5 days inside the female reproductive tract, 
and eggs live less than a day (Hatcher et al., 2018). 

The woman who is not perfectly regular must keep a 
record of her cycles for at least 6 months, and preferably 
for a year. From this she determines the length of her 
shortest cycle and the length of her longest cycle. The pre- 
ovulatory safe period is then calculated by subtracting 18 
from the number of days in the shortest cycle, and the pos- 
tovulatory safe period is calculated by subtracting 11 from 
the number of days in the longest cycle (see Table 3). For a 
woman who is somewhat irregular—say, with cycles varying 
from 26 to 33 days in length—a period of abstinence from 
day 8 to day 22 (a total of 15 days) would be required. 

The standard days method (SDM) is a variation on the 
calendar method, designed to make it simpler (Hatcher 
et al., 2018). Proponents of this method say that 80 per- 
cent of women have cycle lengths between 26 and 32 days. 
For those women the fertile period is very likely to fall 
between days 8 and 19. For this reason, if a woman knows 
that she is regular and that her cycle length is between 
26 and 32 days, all she needs to do is keep track of the 
day of the cycle and abstain from days 8 to 19. Of course, 
abstaining for 12 days each month would not be an entic- 
ing prospect for many women or their partners. In trials, 
the perfect-user failure rate was 5 percent and the typical- 
user failure rate was 12 percent (Arévalo et al., 2002). 

A somewhat more accurate method for determining 
ovulation is the basal body temperature (BBT) method. 
We discussed the principle behind this method in the 
chapter “Sex Hormones, Sexual Differentiation, and the 
Menstrual Cycle.” The woman takes her temperature 
every day immediately upon waking. During the preovu- 
latory phase her temperature will be at a fairly constant 
low level. On the day of ovulation it drops (although this 
does not always occur), and on the day after ovulation it 
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Table 3. Determining the Fertile Period Using the Calendar Method 


Shortest Day Fertile Longest Cycle Day Fertile 
Cycle (Days) Period Begins (Days) Period Ends 
22 4 28} 12 
2S} 5 24 iS 
24 6 25 14 
25 Minus 18 i 26 iS 
26< 27 16 
27 g) 28 ‘7 
28 10 28) 18 
29 11 30 19 
30 12 31 20 
Sh 4133 32 Minus 11 21 
32 14 >33 >Q2 

34 23 
5 24 


Example: If a woman’s cycles vary in length from 26 days to 33 days, she can be fertile any time between days 8 and 22 of the cycle. To avoid getting preg- 


nant, she must abstain from sexual intercourse from day 8 to day 22. 


rises sharply and then stays at that high level for the rest 
of the cycle. Intercourse would be safe beginning about 
three days after ovulation. 

As a form of contraception, the BBT method has 
a major disadvantage in that it determines safe days 
only after ovulation, and theoretically, according to the 
method, there are no safe days before ovulation. For 
this reason the BBT method is best used in combination 
with the calendar method or the cervical mucus method, 
which determine the preovulatory safe period, while the 
BBT method determines the postovulatory safe period. 

Another rhythm method is based on variations over the 
cycle in the mucus produced by the cervix. The cervical 
mucus method works in the following way. 

There are generally a few days just after menstrua- 
tion during which no mucus is produced and there is a 
general sensation of vaginal dryness. This period is rel- 
atively safe. Then there are a number of days of mucus 
discharge around the middle of the cycle. On the first 
days, the mucus is white or cloudy and tacky. The amount 
increases, and the mucus becomes clearer, until there 
are one or two peak days, when the mucus is like raw egg 
white—clear, slippery, and stringy. There is also a sensa- 
tion of vaginal lubrication. Ovulation occurs within 24 
hours after the last peak day. Abstinence is required from 
the first day of mucus discharge until 4 days after the peak 
days. After that, the mucus, if present, is cloudy or white, 
and intercourse is safe. 

The sympto-thermal method combines two rhythm 
methods to produce better effectiveness. The woman 
records changes in her cervical mucus (symptoms) as well 
as her basal body temperature (thermal). The combina- 
tion of the two should give a more accurate determination 
for the time of ovulation. 


Effectiveness 
The effectiveness of the rhythm method varies consider- 
ably, depending on a number of factors, but basically it is 
not very effective with typical users (giving rise to its nick- 
name, “Vatican roulette,” and a number of old jokes like, 
“What do they call people who use the rhythm method?” 
Answer: “Parents”). Although the typical-user failure rate 
is around 15 percent for all methods, ideal-user failure 
rates vary considerably. They are 5 percent for the stan- 
dard days method and 0.4 percent for the sympto-thermal 
method (Hatcher et al., 2018). 

Failure rates are lower when the woman’s cycle is 
very regular and when the couple are highly motivated 
and have been well instructed in the methods. The effec- 
tiveness of the rhythm method also depends partly on 
one’s purpose in using it: whether for preventing preg- 
nancy absolutely or for spacing pregnancies. If absolute 
pregnancy prevention is the goal (as it probably would 
be, for example, for a teenager), the method is just not 
effective enough. But if the couple simply wish to space 
pregnancies further apart than would occur naturally, 
the method will probably accomplish this. Knowing 
when the woman’s fertile times occur can also improve 
the effectiveness of other methods of contraception. 
Combining the sympto-thermal 


method with use of a condom | Cervical mucus method: A type of 
rhythm method of birth control in 


during fertile days can lead to 


which the woman determines when 
she ovulates by checking her cervical 


better effectiveness with no need 


for abstinence. mucus. 


Sympto-thermal method: A type 
of rhythm method of birth control 
combining the basal body tempera- 
ture method and the cervical mucus 
method. 


Advantages and 
Disadvantages 

For some users of the rhythm 
method, its main advantage is that 
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the Roman Catholic Church considers it an acceptable 
method of birth control. 

The method has no side effects except possible psy- 
chological stress, and it is cheap. It is easily reversible. It 
also helps the woman become more aware of her body’s 
functioning. The method requires cooperation from both 
partners, which may be considered either an advantage or 
a disadvantage. 

Its main disadvantages are its high failure rate and the 
psychological stress it may cause. Periods of abstinence 
of at least 8 days, and possibly as long as 2 or 3 weeks, 
are necessary, which is an unacceptable requirement for 
many couples. 

A certain amount of time, usually several months, is 
required to collect the data needed to make the method 
work. Thus one cannot simply begin using it on the spur 
of the moment. 


SS ee 
Sterilization 


Sterilization, or voluntary surgical contraception (VSC), 
is a surgical procedure whereby an individual is made 
permanently sterile, that is, unable to reproduce. Steriliza- 
tion can be an emotion-laden topic, for a number of rea- 
sons. Some people confuse sterilization with castration, 
though the two are quite different. People also confuse 
voluntary sterilization with forced 
sterilization, a violent medical 
practice that has been imposed, 
historically, on people of color, 
people with disabilities, and oth- 
ers deemed to be unacceptable by 
those in authority (Davis, 2019). 
This is also an emotional topic 


Sterilization: A surgical procedure by 
which an individual is made sterile, 
that is, incapable of reproducing. 


Vasectomy (va-SEK-tuh-mee): A 
surgical procedure for male steril- 
ization involving severing of the vas 
deferens. 


because sterilization means the end of one’s capacity to 
reproduce. The ability to impregnate and the ability to 
bear a child are very important in cultural definitions of 
manhood and womanhood. I hope that as gender roles 
become more flexible in our society and as concern about 
reproduction is replaced by a concern for limiting popu- 
lation size, the word sterilization will no longer carry such 
emotional overtones. 

Most physicians are conservative about performing 
sterilizations; they want to make sure that the patient has 
made a firm decision on their own and will not be back a 
few months later wanting to have the procedure reversed. 
The physician has an obligation to follow the principle of 
informed consent. This means explaining the procedures 
involved, telling the patient about the possible risks and 
advantages, discussing alternative methods, and answer- 
ing any questions the patient has. 

Despite this conservatism, both male sterilization and 
female sterilization have become increasingly popular as 
methods of birth control. Female sterilization is the most 
common method of birth control for women, used by 
39 percent of U.S. women between the ages of 40 and 
49 (Daniels & Abma, 2018). 


Male Sterilization 

The male sterilization operation is called a vasectomy, so 
named for the vas deferens, which is tied or cut. It can be 
done in a physician’s office under local anesthesia and 
requires only about 20 minutes to perform. 

With the minimally invasive, no-scalpel vasectomy pro- 
cedure (Figure 12), an opening of less than 1 cm is made 
in the scrotum, and one vas is pulled out slightly. The vas 
is then cut and occluded (blocked) in any of a number 
of ways, such as tying off the cut ends or cauterizing the 
ends. The procedure is then repeated with the vas on the 
other side. 


Figure 12 The no-scalpel vasectomy. (a) The vas (dotted line) is 
grasped by special ring forceps and the scrotum is pierced by sharp- 
tipped forceps. (6) The forceps stretch the opening slightly, and (c) the 
vas is lifted out and then tied off. The other vas is then lifted out through 
the same small hole and the procedure is repeated. 
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Typically, the man can return to having intercourse 
within a few days. It should not be assumed that he is 
sterile yet, however. Some stray sperm may still be lurking 
in his ducts beyond the point of the incision. Men should 
not rely completely on the vasectomy until 3 months after 
it was performed (Hatcher et al., 2018). Until then, an 
additional method of birth control should be used. Ide- 
ally, the man should have a semen analysis after 3 months 
to confirm that his ejaculate is sperm free. 

Misunderstandings about the vasectomy abound. In 
fact, a vasectomy creates no physical changes that inter- 
fere with erection. Neither does it interfere in any way 
with sex hormone production; the testes continue to man- 
ufacture testosterone and secrete it into the bloodstream. 
Nor does a vasectomy interfere with the process or sen- 
sation of ejaculation. As we noted earlier, virtually all the 
fluid of the ejaculate is produced by the seminal vesicles 
and prostate, and the incision is made long before that 
point in the duct system. Thus the ejaculate is completely 
normal, except that it does not contain any sperm. 


How It Works 

The vasectomy makes it impossible for sperm to move 
beyond the cut in the vas. Thus the vasectomy prevents 
sperm from being in the ejaculate. 


Effectiveness 

The vasectomy is essentially 100 percent effective; it has 
a failure rate of 0.1 percent. Failures occur because stray 
sperm are still present during the first few months after sur- 
gery, because the physician did not completely sever the vas, 
or because the ends of the vas have grown back together. 


Side Effects 

The physical side effects of the vasectomy are minimal. In 
rare cases there is a minor complication from the surgery, 
such as infection of the vas (Hatcher et al., 2018). 

Some psychologically based problems may arise. Thus 
the man’s attitude toward having a vasectomy is extremely 
important. Only about 2 percent regret having had a 
vasectomy (Hatcher et al., 2018). 


Reversibility 

Quite a bit of effort has been devoted to developing tech- 
niques for reversing vasectomies (the surgical procedure 
for reversal is termed vasovasostomy) and to developing 
vasectomy techniques that are more reversible. At pres- 
ent, with sophisticated microsurgery techniques, preg- 
nancy rates following reversal range between 38 percent 
and 89 percent in various studies (Hatcher et al., 2018). 
In making a decision about whether to have a vasectomy, 
though, a man should assume that it is irreversible. 

After a vasectomy some men begin forming antibod- 
ies to their own sperm. Because these antibodies destroy 
sperm, they might contribute further to the irreversibility 
of the vasectomy. 


Advantages and Disadvantages 

The major advantages of the vasectomy are its effective- 
ness and its minimal health risks. Once performed, it 
requires no further thought or planning on the man’s part. 
As a permanent, long-term method of contraception, it is 
very cheap. The operation itself is simple—simpler than 
the female sterilization procedures—and requires no hos- 
pitalization or absence from work. Finally, it is one of the 
few methods that allow the man to assume contraceptive 
responsibility. 

The permanency of the vasectomy may be either an 
advantage or a disadvantage. If permanent contraception 
is the goal, the method is certainly 
much better than some- 
ELA Can a man still ejaculate 
pills, which must be [REV M YET -foi Colonie 
used repeatedly. But if 
the couple change their minds and 
decide that they want to have a child, 
the permanence is a distinct disadvantage. Some men put 
several samples of their sperm into a frozen sperm bank 
so that artificial insemination can be performed if they do 
decide to have a child after a vasectomy. 

Finally, if a married couple use the vasectomy as a per- 
manent method of birth control, the woman is not pro- 
tected if she has intercourse with someone other than her 
husband. 


Female Sterilization 

Several surgical techniques are used to sterilize a woman 
(sometimes called tubal ligation or “having the tubes 
tied”), including minilaparotomy and laparoscopy. These 
techniques differ in terms of the type of procedure used 
(Figure 13). They are performed under regional or gen- 
eral anesthesia, and involve blocking the fallopian tubes in 
some way so that sperm and egg cannot meet. 

With laparoscopy, a magnifying instrument is inserted 
into the abdomen. The doctor uses it to identify the fallo- 
pian tubes and then cuts them and ties them off or blocks 
them in some way, such as by placing a tiny clip on the 
tube. A variation on this procedure is the minilaparot- 
omy, which is used immediately after a woman has given 
birth. Either procedure takes about 10 to 20 minutes and 
does not require that the woman spend the night in the 
hospital. 

The female sterilization procedures do not interfere 
with the ovaries. For this reason, the production of sex 
hormones continues normally, so female sterilization does 
not bring on premature menopause. Some misunderstand- 
ings arise from confusing female sterilization procedures 
with hysterectomy (surgical removal of the uterus) or 
oophorectomy (surgical removal 


of the ovaries, which does impair iy 

hormonal functioning). These two TaRHrOsee hy: ReInEOG OMe 
. sterilization. 

operations do produce sterility, 
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The fallopian tubes are 


tied off and cut apart 


Figure 13 Tubal ligation using the laparoscopic method. 


Used by permission of A.D.A.M., Inc. 


but they are generally performed for purposes other than 
sterilization, such as treatment of cancer. 


How It Works 

Female sterilization procedures make it impossible for the 
egg to move down the fallopian tube toward the uterus. 
They also prevent sperm from reaching the egg. 


Effectiveness 

These procedures are essentially 100 percent effective. 
The failure rate of 0.5 percent is due to an occasional 
rejoining of the ends of the fallopian tubes, and rare cases 
in which the woman was pregnant before the sterilization 
procedure was performed. 


Side Effects 

Occasionally there are side effects arising from the sur- 
gery, such as infections, hemorrhaging, and problems 
related to the anesthetic. Generally, only 1 percent of 
women undergoing the surgery experience complications. 


Reversibility 

Highly refined microsurgery techniques make it possible 
to reverse female sterilization in some cases. The success 
rate varies considerably, depending on the method that 
was used to perform the sterilization. Pregnancy rates 
range between 50 percent and 75 percent, depending on 
the woman’s age and other factors (Gordts et al., 2009). 
However, in deciding whether to have sterilization sur- 
gery, a woman should assume that it is irreversible. Four- 
teen years after sterilization, only 6 percent of women 


who had the surgery after age 30 regret having had the 
procedure (Hatcher et al., 2018). 


Advantages and Disadvantages 

Female sterilization has some of the same advantages as 
male sterilization in terms of effectiveness, permanence, 
and cheapness when used for long-term contraception. 
One disadvantage is that it offers no protection from sexu- 
ally transmitted infections. 


Psychological Aspects: Attitudes 
toward Contraception 


It is a favorite old saying that contraceptives are only as 
effective as the people who use them. In other words, no 
contraceptive method is effective if it is not used or if it 
is used improperly. For this reason the user is at least as 
important as all the technology of contraception. 

Each year in the United States, 450,000 teenagers 
become pregnant (Kost et al., 2017). Approximately 29 
percent of these unwanted pregnancies are terminated by 
abortion, 57 percent result in live births (to single teen- 
agers or to couples joined in “shotgun” matrimony), and 
the rest end in miscarriage (Guttmacher Institute, 2006). 

The great majority of these unwanted pregnancies 
occurs because sexually active persons fail to use contra- 
ceptives responsibly. Among sexually active teenage girls, 
10 percent used no method of contraception the last time 
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Late 1700s Casanova (1725-1798) popularizes and 
publicizes use of the sheath, or “English 
riding coat.” 

1798 Malthus urges “moral restraint” or 
abstinence. 

1840s Goodyear vulcanizes rubber. Production 
of rubber condoms soon follows. 

1883 Mensinga invents the diaphragm. 

1893 Harrison performs the first vasectomy. 

1909 Richter uses the intrauterine silkworm 
gut. 

1910-1920 Sanger pioneers in New York City; the 
term birth control is coined. 

1930 Grafenberg publishes information docu- 
menting his 21 years of experience with 
the ring (silver and copper) and catgut as 
IUDs. 

1930-1931 Knaus and Ogino elucidate “safe and 
unsafe” periods of the woman’s men- 
strual cycle: the rhythm method. 

1934 Corner and Beard isolate progesterone. 

1937 Makepeace demonstrates that progester- 
one inhibits ovulation. 

1950s Abortions are used extensively in Japan. 


they had sex (Abma & Martinez, 2017). In a study of U.S. 
women having abortions, 49 percent had used no method 
of contraception in the month when the conception 
occurred (Jones, 2018). 

If we are to understand this problem and take effec- 
tive steps to solve it, we must understand the psychology 
of contraceptive use and nonuse. Many researchers have 
been investigating this issue. 

When adolescents are asked why they do not use con- 
traceptives, they give reasons such as the following (Boyce 
et al., 2006): They didn’t expect to have sex and therefore 
didn’t have contraception available; they believed that 
they (or their partner) couldn’t get pregnant; they had 
problems obtaining contraceptives, such as not knowing 
where to get them or believing that they would be too 


1950-1960 Hormonal contraceptive research results 
in FDA approval of the use of the pill as 


a contraceptive in 1960. 


1960s Many Western nations liberalize abor- 
tion laws. Modern IUDs become avail- 
able. Contraceptive sterilization becomes 
more acceptable. The laparoscopic tubal 


ligation technique is developed. 


1973 The U.S. Supreme Court legalizes 
abortion in Roe v. Wade. 


1970s Depo-Provera contraceptive injections 
become available in more than 50 
nations (though not in the United States 


until 1992). 
1990 Norplant implant becomes available. 


2001 NuvaRing and Ortho Evra patch 
approved by FDA. 


2006 Plan B emergency contraception approved 


by FDA for sale over the counter. 


2022 The U.S. Supreme Court overturns Roe 
y. Wade, allowing states to criminalize 


abortion 


Sources: Hatcher et al. (1976); Institute of Medicine (2004). 


expensive; they did not like to use a method such as a 
condom; or they were too drunk or high to make a smart 
decision. And some think that pregnancy would not be 
such a bad thing and might even be a good thing. 

We can also approach this question from the opposite 
direction: What are the characteristics of teens who are 
conscientious about contraception? One study examined 
the sexual and contraceptive knowledge, beliefs, and moti- 
vations of a well-sampled group of American teenagers 
between the ages of 15 and 19, focusing only on those 
who were sexually active (Ryan et al., 2007). Compared 
with girls who were inconsistent users of contraception 
or nonusers, consistent users of contraception were more 
likely to think that they had access to contraceptives, had 
a strong sense of self-effectiveness at using birth control, 
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Abortion: The termination of 
pregnancy. 
Vacuum aspiration: A method of 


abortion that is performed during the 
first trimester and involves suctioning 
out the contents of the uterus 


were more strongly motivated to use birth control, and 
had stronger motivations to avoid pregnancy. Boys who 
consistently used contraceptives, compared with their 
inconsistent peers, felt that they knew more about con- 
dom use. Interestingly, the groups did not differ on mea- 
sures such as IQ. 

These results highlight factors that experts believe are 
crucial for teens to be consistent users of contraception: 
access to contraceptives and a belief that one has access; 
knowledge about sexual and reproductive health and con- 
traception; and strong motivation to use contraception, 
rather than having a lot of excuses such as “it’s too much 
of a hassle” or “it interferes with sexual enjoyment.” For- 
tunately, all of these factors can be addressed in educa- 
tional programs for teens. 

Although it is generally recognized that fantasy is an 
important part of sexual expression, fantasy may also 
play an important role in contraceptive behavior. Most of 
us have fantasies about sexual encounters, and we often 
try to make our real-life sexual encounters turn out like 
the scripts of our fantasies. An important shaper of our 
fantasies is the mass media. Through movies, television, 
the Internet, and romance novels we learn idealized 
techniques for kissing, holding, and lovemaking. But the 
media’s idealized versions of sex almost never include a 
portrayal of the use of contraceptives (American Acad- 
emy of Pediatrics, 2010). In the popular series Grey's Anat- 
omy, intern Cristina has sex with resident Burke with no 
contraception in sight—and they’re doctors! 

One content analysis of the Netflix series that were 
most watched by young people found that the topic of 
contraception was present in only 10 percent of the epi- 
sodes (Tauty et al., 2021). The topics that were covered 
frequently were romantic relationships and sexual vio- 
lence and harassment—important topics, to be sure, but 
contraception is almost completely absent. Why is it more 
acceptable to discuss sexual violence than contraception? 

Positive examples come from the series Sex and the 
City. In one sequence, Miranda had “mercy sex” with her 
ex-boyfriend Steve, who had just undergone treatment for 
testicular cancer. They didn’t use a condom, and Miranda 
got pregnant. After that, she frequently reminded her 
friends to use a condom, using herself as an example 
of the consequences if one didn’t. These episodes were 
excellent in showing that negative consequences do occur 
when contraception is not used, and they provide exam- 
ples of honest discussions of contraception. Nonetheless, 
this show was on HBO, and it remains to be seen whether 
the major networks would air such open and truthful 
approaches. If teenagers saw lots 
of instances of their heroes and 
heroines behaving responsibly 
about contraception, it would 
probably influence their behavior. 
But right now that is not what the 
media gives them. 


What are the solutions? Can this research and theoriz- 
ing on the psychology of contraceptive use be applied to 
reducing the teenage pregnancy problem? The most direct 
solution would be to have better programs of sex educa- 
tion in the schools. Many districts have no sex education 
programs, and those that do often skip the important 
issue of contraception, fearing that it is too controver- 
sial. Sex education programs would need to include a 
number of components that are typically missing. These 
include legitimizing presex communication about sex and 
contraception; legitimizing the purchase and carrying of 
contraceptives; discussing how one weighs the costs and 
benefits of pregnancy, contraception, and abortion; legit- 
imizing noncoital kinds of sexual pleasure, such as mas- 
turbation and oral-genital sex; and encouraging males to 
accept equal responsibility for contraception. For further 
information on sexuality education, see Looking to the 
Future: Sexuality Education, at the end of this book. 


Te —————————___ | 
Abortion 


Abortion (the termination of a pregnancy) is highly con- 
troversial in the United States. Pro-choice groups talk of 
the woman’s right to control her own body, whereas mem- 
bers of right-to-life groups speak of the fetus’s rights. In 
1973 the U.S. Supreme Court made a landmark decision 
(Roe v. Wade) that essentially decriminalized abortion 
by denying the states the right to regulate early abor- 
tions. In 2021, 630,000 legal abortions were performed 
in the United States (Kortsmit et al., 2021). That rate is 
down dramatically from 2008. This decline in the num- 
ber of abortions may be due to several factors, including 
increased use of highly effective LARC methods and the 
increase in state laws restricting access to abortion. Then, 
in 2022, the Supreme Court overturned Roe, thus allow- 
ing states to pass laws restricting abortion. As of this writ- 
ing, it is too soon to tell what all the consequences will be. 

In this section we discuss methods of abortion and the 
psychological aspects of abortion. We explore the ethical 
and legal aspects in the chapters “Ethics, Religion, and 
Sexuality” and “Sex and the Law.” 


Abortion Procedures 

Several methods of abortion are available, which can be 
categorized as surgical or medication abortion. Which 
one is used depends in part on how far the pregnancy has 
progressed. 


Surgical Abortion 

The vacuum aspiration method (also called suction curet- 
tage) can be performed during the first trimester of preg- 
nancy and up to 14 weeks’ gestation. It is done on an 
outpatient basis with a local anesthetic. The procedure 
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itself takes only about 10 minutes, and the woman stays in 
the clinic for a few hours. 

The woman is prepared as she would be for a pelvic 
exam, and an instrument is inserted into the vagina; the 
instrument dilates (stretches open) the opening of the cer- 
vix. A tube is then inserted into this opening until one end 
is in the uterus (see Figure 14). The other end is attached 
to a suction-producing apparatus and the contents of the 
uterus, including the fetal tissue, are sucked out. 

Vacuum aspiration is the most common method of 
early (first trimester) abortion because it is simple and 
entails little risk. There are rare risks of uterine perfora- 
tion, infection, hemorrhaging, and failure to remove all 
the fetal material. In the United States today, 49 percent 
of abortions are surgical abortions performed in the first 
trimester (first 13 weeks of gestation) and 42 percent are 
medication abortions (discussed in the next section) per- 
formed in the first 8 weeks (Kortsmit et al., 2021). 

Dilation and evacuation (D&E) is used especially for 
later, second trimester abortions (Hatcher et al., 2018). It 
is somewhat similar to vacuum aspiration, but it is more 
complicated because the fetus is relatively large by the sec- 
ond trimester. 


Vacurette 


Amniotic  \ 


Attaches 
to vacuum 
curettage unit 


.- Retractor 


Vaginal canal 


Figure 14 A vacuum aspiration abortion. 


Table 4 Summary of Death Rates 


Associated with Legal Abortion 
and with Normal Childbirth 


Deaths per 100,000 legal abortions* 0.4 

Deaths per 100,000 normal childbirths** 20 
Blacks 44 
Whites 18 
Hispanics 133 


*Kortsmit et al (2021). 
“Hoyert (2021). 


A summary of statistics on death rates associated with 
abortion, compared with childbirth, is shown in Table 4. 
Legal abortion is much safer than childbirth. 


Medication Abortions 

The drug mifepristone (brand name Mifeprex, formerly 
called RU-486) is used for a medication or medical 
abortion, so called because it involves only the adminis- 
tration of a drug. It can induce an 
early abortion. It has 
a powerful antiproges- [Maley Wameloy--Miliicy yarixelat-y 
terone effect, causing [Rielle 

the endometrium of 
the uterus to be sloughed off and 
thus bringing about an abortion. 
It is administered as a tablet followed 24 to 48 hours 
later by a small dose of prostaglandin (misoprostol), 
which increases contractions of the uterus, helping to 
expel the embryo. It can be used during the first 70 days 
(10 weeks) of pregnancy. Research shows that it is effec- 
tive in 92 percent of cases when combined with prosta- 
glandin (Hatcher et al., 2007). Research has found little 
evidence of side effects, although the woman experiences 
some cramping as the uterine contents are expelled. 

Until 1994 the drug was blocked from use in the United 
States by pressure from antiabortion groups. Because the 
drug can be easily administered in any doctor’s office and 
reduces the use of abortion clinics, these groups feared 
that it would become more difficult to protest abor- 
tions. The drug was finally approved in 2000 and is now 
widely available. Today, medication abortions account for 
42 percent of all abortions in the United States (Kortsmit 
et al., 2021). 

Another alternative in drug-induced early abortion 
involves the use of a combination of the drug metho- 
trexate, which is toxic to the embryo, with misoprostol, 
which causes uterine contractions that expel the embryo 
(Hatcher et al., 2018). Both of these drugs are already 
widely used for other purposes, methotrexate for the treat- 
ment of cancer and misoprostol for 


ulcers. Hake mifepristone, they permit Mifepristone: The “abortion pill” 
the early induction of abortion in a 
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different cultures around the world. The following 


BI eliefs about abortion show dramatic variations in 
is a sampling from two very different cultures. 


Ekiti Yoruba 

The Ekiti Yoruba, many of whom have a high school or 
college education, live in southwest Nigeria. For them, 
abortion is not a distinct category from contraception but 
rather is on a continuum with it (Renne, 1996). 

Traditionally in the Ekiti Yoruba culture the ideal was 
for a woman to have as many children as possible, spaced 
at two- to three-year intervals. The spacing of children is 
made possible by a period of sexual abstinence for two 
years postpartum. The Ekiti Yoruba believe that sexual 
intercourse while a woman is still breast-feeding a baby 
causes illness or death to the child; men whose children 
have died in infancy have been blamed for breaking the 
postpartum sex taboo and causing the death. Because 
of the high value placed on fertility, use of contracep- 
tives and abortion must be kept secret. Even though 
condoms, foam, and birth control pills are available at 
a local clinic, few people take advantage of the service 
because they would not want others to know that they 
engaged in such practices. Abortion then becomes the 
chief method of birth control. Estimates are that between 
200,000 and 500,000 pregnancies are aborted each year 
in Nigeria and that about 10,000 women die each year 
from botched abortions. 

If a woman has an unwanted pregnancy, she generally 
will consult a local divine healer or herbalist first, in order 
to “keep the pregnancy from staying.” They generally pro- 
vide pills or substances to insert in the vagina. If the treat- 
ment does not work, the woman then goes to a clinic and 
has a dilation and curettage (D&C; a procedure similar 
to D&E). 

Women who abort generally fall into two categories: 
unmarried high school or college students who want to 
finish their education, and married women who are preg- 
nant because of an affair. Here is one woman’s story: 


In 1991, when awaiting entrance into university, I became 
pregnant by one boyfriend whom I later decided not to 
marry in favor of another. Since I did not want my cho- 
sen fiancé to know of the pregnancy, I decided to abort 
it. I first used 3 Bee-codeine tablets, Andrew’s Liver Salt, 
and Sprite, mixing them together and then drinking them. 
When this did not work, I went to a clinic in a neighbor- 
ing town for D&C. The abortion cost N80 and was paid 
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for by my boyfriend. There were no after-effects. (Renne, 
1996, p. 487) 


The ease with which Ekiti Yoruba people rely on abor- 
tion is related in part to their understanding of prenatal 
development. Many believe that the “real child” is not 
formed until after the fourth month of pregnancy, and 
before that the being is lizardlike. 


Greece 

Birth control for women was legalized in Greece only 
in 1980, and abortion was not legalized until 1986. 
Yet Greece has had a sharply declining birthrate since 
World War II, accounted for, in large part, by abortion 
(Georges, 1996). Among European nations, Greece is 
unique in its combination of very little use of medical 
contraception, a low fertility rate, and the highest abor- 
tion rate in Europe. 

Three powerful institutions-the government, the 
Greek Orthodox Church, and the medical profession— 
have exerted a strong pronatalist (in favor of having 
babies) influence. The Greek Orthodox Church equates 
abortion with murder and prohibits all methods of birth 
control except rhythm and abstinence. The government, 
for its part, encourages large families by a variety of mea- 
sures, including paying a monthly subsidy to families 
with more than three children, making day care centers 
widely available, and keeping female methods of contra- 
ception illegal (until 1980). Despite all this, Greek women 
achieved a low fertility rate, which is regarded by the gov- 
ernment as a threat to the Greek “race,” Greek Ortho- 
doxy, and the military strength of Greece in relation to 
hostile neighbors such as the extremely fertile Turks. 

Despite the illegality of abortion in Greece until 
1986, abortion was widespread and a very open secret. 
Abortions were not back-alley affairs but rather were per- 
formed by gynecologists in private offices. Physicians, as 
members of a powerful and prestigious profession, were 
successful at legal evasion. As a result, Greek women did 
not have to face the life-threatening risks that occur with 
illegal abortion in other countries. They had access to 
safe, illegal abortion. 

Why is there so much reliance on abortion and so 
little access to contraception in this modern European 
nation? As noted earlier, the Greek Orthodox Church 
opposes all medical contraception and the Greek govern- 
ment kept contraception illegal until 1980. But even then, 
contraception did not become widespread. In 1990 only 
2 percent of women of reproductive age were using the 
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pill. Some blame this on the medical profession, which is 
thought to block access to contraception in order to con- 
tinue a thriving abortion practice that is more lucrative. 
Greek women, too, resist contraception. They distinguish 
between “contraception” (such as birth control pills) and 
“being careful” (withdrawal and condoms). They reject 
contraception, but being careful—especially the use of 
withdrawal—is widespread. Rhythm is not widely used 
and would not be very successful if it were, since Greek 
women commonly believe that they are most fertile for 
the four to seven days just before and after the menstrual 
period. The mass media have spread scare messages about 
the pill, and many women believe that it causes cancer. 

How do Greek women, the great majority of whom 
are Orthodox, deal with the contradiction between 
their church’s teaching—that abortion is murder and 
that a woman who has had an abortion may not receive 
Communion—and their actual practice of having abor- 
tions? First, the Greek Orthodox Church is not as abso- 
lutist in its application of doctrines regarding abortion as 
the Roman Catholic Church is. Some attribute this to the 
fact that Orthodox priests can be married and are there- 
fore more in touch with the realities of life. In some cases, 
women do abstain from receiving Communion following 
an abortion but then later make a confession to the priest. 
Priests typically are forgiving. 


physician’s office rather than an abortion clinic, allowing 
women to avoid sidewalk picketers and potential violence 
by protestors at abortion clinics. Methotrexate is also 
used to treat ectopic pregnancy, which is a life-threatening 
condition. 


Psychological Aspects 

The discovery of an unwanted pregnancy triggers a com- 
plicated set of emotions, as well as a complex decision- 
making process. Initially women tend to feel anger and 
some anxiety. They then embark on the decision-making 
process studied by psychologist Carol Gilligan (1982). In 
this process women essentially weigh the need to think of 
themselves and protect their own welfare against the need 
to think of the welfare of the fetus. Even focusing only on 
the welfare of the fetus can lead to conflicting conclusions: 
Should I complete the pregnancy, because the fetus has 
a right to life; or should I have an abortion, because the 
fetus has a right to be born into a stable family with mar- 
ried parents who have completed their education and can 
provide good financial support? Some women consider 
whether to give birth to the baby and then give it up for 
adoption. By the time women seek an abortion, research 
shows that they display a high level of certainty about the 
decision (Ralph et al., 2017). In fact, the level of certainty 


In Greece, motherhood is highly esteemed and ideal- 
ized, yet abortion is not considered contradictory to the 
high value placed on motherhood. Good motherhood 
today is thought to require an intense investment of time 
and energy in one’s children; by definition, then, the good 
mother limits family size, and abortion is a means to 
achieve that goal. 


Cross-Cultural Patterns 

Several patterns emerge from the study of abortion in 
these quite distinct cultures and other cultures (e.g., 
Gursoy, 1996; Johnson et al., 1996; Rigdon, 1996; Rylko- 
Bauer, 1996). First, no matter how strict the prohibitions 
against abortion, some women in all cultures choose and 
manage to obtain abortion. Second, the meaning of abor- 
tion is constructed in any particular culture based on fac- 
tors such as beliefs about prenatal development, when life 
starts, and how much large families are valued. Third, the 
legality and morality of abortion in any culture is deter- 
mined in part by political forces, such as the Greek govern- 
ment’s desire to expand the size of the Greek population. 


Sources: Georges (1996); Gursoy (1996); Johnson et al. (1996); 
Renne (1996); Rigdon (1996); Rylko-Bauer (1996). 


is higher than found in patients undergoing other medical 
procedures, such as reconstructive knee surgery. 

Is there a “postabortion syndrome”? Antiabortion 
activists claim that women are psychologically trauma- 
tized by having an abortion (Bazelon, 2007). What do 
the scientific data say? The best scientific evidence indi- 
cates that most women do not experience severe nega- 
tive psychological responses to legal abortion (Gomez, 
2018; Major et al., 2009; Munk-Olsen et al., 2011). When 
women are interviewed a year or so after their abortion, 
most show good adjustment. Typically they do not feel 
guilt or sorrow over the decision. Instead, they report feel- 
ing relieved, satisfied, and relatively happy and say that if 
they had the decision to make over again they would do 
the same thing. Nonetheless, some women benefit from 
talking about their experience, and it is important that 
postabortion support groups be available. 

Research in this area raises many interesting questions. 
Women generally show good adjustment after having an 
abortion, but good adjustment compared with what? That 
is, what is the appropriate control or comparison group? 
One comparison group that could be studied is women 
who requested an abortion but were denied it. 

The Turnaway Study is a well-designed U.S. study of 
exactly these issues (Foster, 2020; Harris et al., 2014; 
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Roberts et al., 2014). The background is that all abortion 
facilities have a gestational age limit on the abortions they 
perform; perhaps it’s 12 weeks or 15 weeks or 20 weeks. 
In the Turnaway Study, researchers recruited nearly 1,000 
women from multiple clinics across the country who 
fell into one of three groups: (1) Near Limit Abortion 
Group (they were within 2 weeks of the clinic’s limit and 
received their abortion); (2) Turnaway Group (they were 
slightly over the clinic’s limit, by no more than 3 weeks, 
and therefore did not receive an abortion, i.e., they were 
turned away and later gave birth); and (3) First Trimester 
Abortion Group. The clever aspect of the design is that 
the Near Limit Abortion Group and the Turnaway Group 
do not differ by much. They are within a few weeks of 
each other in gestational age, and all the psychological 
and social factors that go with it. Yet women in one group 
received an abortion and women in the other did not and 
subsequently carried the pregnancy to term. Data were 
then collected from the women months and even years 
later. 

Several interesting findings have emerged so far from 
the study. When data were collected 5 years later, the 
three groups did not differ in depression (Biggs et al., 
2017). That is, women who had abortions felt no more 
depressed than women who had not, again confirming the 
generally good adjustment of women following an abor- 
tion. In other data from the study, it turns out that one 
reason women seek an abortion is that they have a partner 
who is violent toward them (Roberts et al., 2014). Inti- 
mate partner violence decreased following abortion for 
women in the two groups who had abortions, but intimate 
partner violence persisted at the same level for women in 
the Turnaway Group. Therefore, denial of abortion may 
keep women in contact with violent partners, putting both 
them and their children at risk. 

Another group that has been studied is children who 
were born because an abortion request was denied. In 
some countries access to abortion depends on obtain- 
ing official approval. One such country was the former 
Czechoslovakia. Researchers followed up 220 children 
born to women denied abortion (the study group) and 
220 children born to women who had not requested abor- 
tion; the children were studied when they were 9 years 
old and again when they were 14 to 16 years old, 21-23, 
30, and 35 (David et al., 2003). By age 14, compared with 
the control group, more children from the study group 
had been referred for counseling. Although there were no 
differences between the groups in tested intelligence, chil- 
dren in the study group did less well in school and were 
more likely to drop out. At age 16, the boys (but not the 
girls) in the study group more frequently rated themselves 
as feeling neglected or rejected by their mothers and felt 
that their mothers were less satisfied with them. By their 
early 20s, the study group reported less job satisfaction, 
more conflicts with coworkers and supervisors, and 
fewer and less satisfying friendships. Several other stud- 
ies have found results similar to the Czech one (David 


et al., 2003). These results point to the serious long-term 
consequences for children whose mothers would have 
preferred to have an abortion. In fact, one analysis has 
shown that legalized abortion in the United States has 
lowered crime rates because it reduces the number of 
unwanted children (Donohue & Levitt, 2004). 


Men and Abortion 

Only women become pregnant, and only women have 
abortions, but where do men enter the picture? Do they 
have a right to contribute to the decision to have an abor- 
tion? What are their feelings about abortion? 

A large survey of women who had abortions indicated 
that 82 percent of the male partners knew they were 
having an abortion, although the percentage was lower 
for women in abusive relationships (Jones et al., 2011). 
Among the men who knew, 80 percent were supportive 
of the decision. 

Although counseling for women undergoing abortion 
is a standard procedure, counseling is rarely available 
for the men who are involved. On a political level, some 
men’s activists argue that, just as women should not be 
forced to carry a pregnancy to term, so men should not 
be subjected to forced fatherhood and an 18-year financial 
commitment (Marsiglio & Diekow, 1998). 


————————————————————————— ee 
New Advances in Contraception 


Since the introduction of the birth control pill in 1960, 
advances in contraceptive technology have been remark- 
able. Nonetheless, research marches on, seeking to 
develop even better methods, including methods for men. 


Male Methods 


Several possibilities for new or improved male contracep- 
tion are being explored. 


New Condoms 

Several new models of condoms are being tested. To deal 
with the problem of allergies to latex, polyurethane con- 
doms have been developed, as noted earlier. They are 
thinner than latex, so they should provide more sensation. 
Another model is one that could be put on before erection. 


Male Hormonal Methods 

The basic idea underlying the development of male hor- 
monal methods is to suppress the production of LH and 
FSH by the pituitary, so that sperm 
would not be produced 


Are there any male 
YE hormonal contraception 
properly (Kogan & [MreitivereFyg 
Wald, 2014). Unfortu- 

nately, many of the hormone prepa- 
rations that have been tried shut down sperm production 
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but also shut down the user’s sex drive, making them 
unacceptable to most men. The most promising of 
the male hormonal methods is a gel called Nestorone- 
Testosterone, which is applied to the arms and shoulders 
every day (Roth et al., 2014; Zitzmann et al., 2017). It 
contains both progestin (Nestorone) and testosterone. 
The progestin works on the hypothalamus-pituitary-gonad 
feedback loop, inhibiting sperm production, and the tes- 
tosterone is added to maintain sex drive. It is currently in 
clinical trials with humans (Long et al., 2021). 

Slow progress is also being made on a “male pill.” A 
promising possibility involves the drug DMAU, which is 
a molecule that has properties like both androgens and 
progesterone (Ayoub et al., 2017). 


Male Nonhormonal Methods 

Male nonhormonal methods are in the very early stages 
of development (Long et al., 2021), so don’t expect to 
see them any time soon. As one example, sperm surface 
protein EPPIN is crucial to sperm motility; scientists are 
pursuing an anti-EPPIN molecule (for more possibilities, 
see Long et al., 2021). 


Female Methods 


Microbicides 

Microbicides are substances that kill microbes (bacteria 
and viruses) and, preferably, sperm. Experts had hoped 
that current contraceptive foams and gels, which con- 
tain nonoxynol-9 (N-9), would be effective microbicides, 


but it turns out that N-9 is ineffective and may actually 
make women more vulnerable to infection by irritating 
the vagina. What we need is a microbicide that is highly 
effective at killing the viruses and bacteria that cause STIs 
and is also effective at killing sperm and does not irritate 
the vagina. 

Several microbicides, with trade names such as Buffer- 
Gel and PRO 2000, are in clinical trials now. To this point, 
though, they have proven ineffective against HIV, chlamydia, 
and gonorrhea (Guffey et al., 2014; Obiero et al., 2012). 


A Better Pill 

The combination birth control pill tends to lower wom- 
en’s testosterone levels, which may explain why some 
women experience a loss of sexual desire while they are 
on it. A new pill is being developed that adds an androgen 
to the combination pill (Zimmerman et al., 2015). 


Vaginal Rings 

The NuvaRing, discussed earlier, is already available 
and contains a combination of estrogen and progestin. 
A new ring, NES/EE, is being developed and would last 
12 months (Stifani et al., 2018). The NES stands for Nes- 
terone, a progestin, and EE stands for ethinyl estradiol. 
Why do we need a new ring when we have LARCs? The 
answer is that LARCs require trained medical personnel 
for insertion, and in many countries there aren’t many of 
them around. A vaginal ring can fairly easily be inserted 
and removed by the woman herself. 


Figure 15 Sperm-binding beads are being explored as a contraceptive. In 
these photos, the beads have bound to sperm and the sperm do not head to the 


fallopian tubes. 
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One company is developing a ring that contains both 
contraceptive hormones and tenofovir, an antiretroviral 
that protects against HIV (Clark et al., 2014). The idea is 
to produce multipurpose technologies that work as con- 


go after eggs. The idea is to place the beads in the uterus. 
This process has been tested in mice and seems to work. 


Reversible, Nonsurgical Sterilization 


traceptives and protect from STIs. This method involves injecting liquid silicone into the 
fallopian tubes. The silicone hardens and forms a plug. 
The plugs could later be removed if the woman wished to 
become pregnant. This method has not yet been approved 
by the FDA but is being studied in the Netherlands. It 


might also be used to plug the vas in men. 


Sperm-Binding Beads 

This may sound a bit weird, but here’s the idea. Scientists 
have developed tiny beads containing the protein ZP2 
(Avella et al., 2016; Figure 15). Sperm like these beads 
and bind to them. Once bound to the beads, they won’t 


Understanding the concept of probability 


Concepts of probability are often misunderstood and misused, yet they are crucial for good decision making. For 
example, we are grateful to the Weather Service and the forecasts it provides, especially if a tornado is approach- 
ing. However, a pet peeve of mine is a weather forecast of a 70 percent chance of rain today when it is currently 
raining outside. If it is currently raining, then the probability of rain today is 100 percent! It is definitely going to 
rain and, in fact, it already is. 

Understanding concepts of probability is crucial in understanding the effectiveness of contraceptives and in 
deciding which one you should use. Probability refers to the chance that an event will occur. Probabilities can 
range between 0 (no chance) and 1.0 (definitely will occur). Often probabilities are stated as percentages ranging 
between 0 percent and 100 percent. For example, if we toss a fair coin, the probability that it will come up heads 
is 0.5, or 50 percent. Statisticians tend to talk a lot about tossing coins and rolling dice. Here we will think about 
rolling the pregnancy dice. 

As explained earlier in this chapter, contraception experts define the failure rate of a contraceptive method as 
follows: If 100 people use the method for one year, the number of them who become pregnant is the failure rate. 
If 100 women use the vaginal ring for a year and 7 of them become pregnant during that time, then the ring has 
a failure rate of 7, or 7 percent. That 7 percent is really a probability. It means that if Samantha uses that method 
for a year (and is of reproductive age and engages in sexual intercourse regularly), her probability of pregnancy at 
some time during that year is 7 percent. The effectiveness of a method is 100 minus the failure rate. If the ring has 
a7 percent failure rate, then it is 93 percent effective, which means that Samantha has a 93 percent probability of 
not getting pregnant during that year. 

Suppose that your friend Eunjung comes to you, knowing that you are taking a human sexuality course and 
wanting advice. She is considering using the vaginal ring. She is an unmarried college student and her parents 
would be furious if she got pregnant. Her boyfriend attends a college 500 miles away, so they get together only once 
a month. So far, they have abstained from sex, but both of them really want to do it next month. Eunjung, who has 
a good understanding of probability and statistics but not contraception, asks you the probability that she will get 
pregnant this one time she has sex if she is using the vaginal ring. What would you tell her? 

It is tempting to say that the answer would be 7 percent, but the 7 percent probability of pregnancy while using 
the ring is over a whole year, assuming intercourse 2-3 times per week, or perhaps 100-150 times over the year. The 
probability of pregnancy from a single act of intercourse is therefore much less than 7 percent, but we can’t know 
exactly what it is from the information we have. You could explain all of that to Eunjung. She could then weigh the 
likelihood of pregnancy (which might be | percent or less) against the seriousness of the costs of pregnancy. 

The other complication in thinking about the probability of pregnancy is that it depends not only on the con- 
traceptive method but also on some other factors. Mathematicians call this conditional probability, which is the 
probability of an event occurring given some other event. If Eunjung has one act of intercourse while using the ring 
and the act of intercourse occurs one day before she ovulates, that carries a higher probability of pregnancy than if 
the intercourse occurred the day before her period, long after she ovulated. 

People engage in the best decision making if they understand and use concepts of probability. 
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SUMMARY 


Table 2 earlier in this chapter provides a comparative summary of the various methods of birth control discussed in this 
chapter. 
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1. What happens, biologically, when a 
man has an erection? When a woman’s 
vagina lubricates? 

2. What hormone is most important to 
sexual desire in men? In women? 

3. What does the scientific evidence say 
about whether sex offenders should 
be castrated to prevent them from 
committing more crimes? 


Read this chapter to find out. 
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Hi: are some colors of different people’s orgasms: champagne, all colors and white 
and gray afterward, red and blue, green, beige and blue, red, blue and gold. Some 
people never make it because they are trying for plaid.* 


*Eric Berne. (1970). Sex in Human Loving. New York: Simon & Schuster, p. 238. 


In this chapter, we focus on the ways the body becomes 
sexually aroused, responds during arousal and orgasm, 
and the physiological, hormonal, neural, and social pro- 
cesses involved in these responses. This information is 
important in developing good techniques of lovemaking 
and in analyzing and treating sexual disorders such as 
premature ejaculation (see the chapter “Sexual Disorders 
and Sex Therapy”). 

First, we examine how the body responds physiolog- 
ically during arousal and orgasm. Our basic knowledge 
of these processes comes from the classic research of 
Masters and Johnson. 
Their research was 
later criticized, though, 
man has an erection? which led to the devel- 


: ‘ 
AUER CE opment of alternative, 
lubricates? 


What happens, 
biologically, when a 


expanded models, con- 
sidered in the next sec- 
tion. Then we focus on how hormones, the brain, and the 
spinal cord contribute to sexual behavior and response. 
We also consider research on pheromones and their influ- 
ence on sexual behavior in animals and humans. Finally, 
we discuss sexual techniques. 


—SSEEeEeEIEEEeoEEeEEeESESEEEeo—————==——— 
The Sexual Response Cycle 


Sex researchers William Masters and Virginia Johnson 
provided one of the first models of the physiology of 
human sexual response (See First Person: William Mas- 
ters and Virginia Johnson). Their research culminated 
in 1966 with the publication of Human Sexual Response, 
which reported data on 382 women and 312 men observed 
in more than 10,000 sexual cycles of arousal and orgasm. 
Recent biological research has confirmed many of their 
findings, while questioning a few and augmenting some. 
All of this research is the basis for the sections that follow. 

Sexual response typically progresses in three stages: 
excitement, orgasm, and resolution. The two basic physiolog- 
ical processes that occur during these stages are vasocon- 
gestion and myotonia. Vasocongestion occurs when a great 
deal of blood flows into the blood vessels in a region, in 
this case the genitals, as a result of dilation of the blood ves- 
sels in the region. Myotonia occurs when muscles contract, 
not only in the genitals but also throughout the body. Let 
us now consider in detail what occurs in each of the stages. 


Excitement 
The excitement phase is the begin- 


Vasocongestion (vay-so-con- 
JES-tyun): An accumulation of blood 


ning of erotic arousal. The basic |} in the blood vessels of a region of the 
physiological process that occurs |} body, especially the genitals; a swell- 


during excitement is vasoconges- | ("9 Or erection results. 
tion. This produces the obvious 
arousal response in males—erec- 


Myotonia (my-oh-TONE-ee-ah): Mus- 
cle contraction. 


Excitement: The first stage of sexual 


tion. Erection results when the } response, during which erection and 


corpora cavernosa and the cor- | vaginal lubrication occur. 


pus spongiosum fill (becoming 
engorged) withblood(see Figure 1 ). 
Erection may be produced by direct physical stimulation 
of the genitals, by stimulation of other parts of the body, 
or by erotic thoughts or watching a sexy movie. It occurs 
rapidly, within a few seconds of the stimulation, although 
it may take place more slowly as a result of a number of 
factors including age, intake of alcohol, and fatigue. As 
the man gets closer to orgasm, a few drops of fluid (for 
some men, quite a few), secreted by the Cowper’s gland, 
appear at the tip of the penis. Although they are not the 
ejaculate, they may contain active sperm. 

More recent research—stimulated, in part, by the search 
for drugs to treat erectile disorder—has given us much more 
detailed information about the physiological processes 
involved in erection (Adams et al., 1997; Heaton, 2000). 
Several arteries supply the corpora cavernosa and spongio- 
sum (see Figure 12 in the chapter “Sexual Anatomy”). For 
an erection to occur, these arteries must dilate (vasodila- 
tion), allowing a strong flow of blood into the corpora. At 
the same time, the veins carrying blood away from the penis 
are compressed, restricting outgoing blood flow. The arteries 
dilate because the smooth muscle surrounding the arteries 
relaxes. Multiple neurotransmitters are involved in this pro- 
cess, including, especially, nitric oxide (NO). Dopamine is 
involved as well. The drug Viagra acts on the NO system. 

Nice as they are, erections would become a pain if 
they lasted forever, so there is a reverse process, vasocon- 
striction, that makes an erection go away, for example, 
following orgasm. The neurotransmitters epinephrine and 
norepinephrine are involved. These processes occur in the 
resolution phase, discussed below. 

An important response of females in the excitement 
phase is lubrication of the vagina (Figure 2). Although 
this response might seem much different from the male’s, 
actually they both result from the same physiological pro- 
cess: vasocongestion. During excitement, the capillaries 
in the walls of the vagina dilate and blood flow through 
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Figure 1 Changes during the sexual response cycle in male bodies. 


them increases (Levin, 2005). Vaginal lubrication results 
when fluids seep through the semipermeable membranes 
of the vaginal walls, producing lubrication as a result of 
vasocongestion in the tissues surrounding the vagina. This 
response to arousal is also rapid, though not quite so fast 
as the male’s; lubrication begins 10 to 30 seconds after 
the onset of arousing stimuli.'! Like the male sexual 
response, female responding can be affected by factors 
such as age, intake of alcohol, and fatigue. 

During the excitement phase, the glans of the clitoris 
(the tip) swells. This swelling results from engorgement 
of its corpora cavernosa and is similar to erection in the 


'Before the Masters and Johnson research, it was thought that the 
lubrication was due to secretions of the Bartholin glands, but it is 
now known that these glands contribute little if anything. At this 
point, you might want to go back to the limerick about the Bar- 
tholin glands in the chapter “Sexual Anatomy” and see whether you 
can spot the error in it. 


male. The clitoris can be felt as larger and harder than 
usual. The crura of the clitoris, lying deeper in the body 
(see Figure 3 in the chapter “Sexual Anatomy”), also 
swell as a result of vasocongestion. The vestibular bulbs, 
which lie along the wall of the vagina, are also erectile and 
swell during the excitement phase. Late in the excitement 
phase, elevation of the clitoris may occur. The clitoris 
essentially retracts or draws up into the body. 
Vasocongestion in females results from the same 
underlying physiological processes as those in males. 
That is, relaxation of the smooth muscle surrounding the 
arteries supplying the glans and crura of the clitoris and 
the vestibular bulbs occurs, allowing a great deal of blood 
flow to the region (Berman et al., 2000). As in males, 
nitric oxide is a key neurotransmitter involved in the pro- 
cess (Traish et al., 2002). Estrogen helps the vasodilation. 
During excitement the nipples become erect. This 
response results from contractions of the muscle fibers 
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Figure 2 Changes during the sexual response cycle in female bodies. 


(myotonia) surrounding the nipple. The breasts them- 
selves swell and enlarge somewhat in the late part of the 
excitement phase (a vasocongestion response). The nip- 
ples may not actually look erect but may appear some- 
what flatter against the breast because the breast has 
swollen. Many males also have nipple erection during the 
excitement phase. 

In the unaroused state the inner lips are generally 
folded over, covering the entrance to the vagina, and the 
outer lips lie close to each other. During excitement the 
inner lips swell and open up (a vasocongestion response). 

The vagina shows an important change during excite- 
ment. Think of the vagina as being divided into two parts, 
an upper (or inner) two-thirds and a lower (or outer) one- 
third. In the unaroused state the walls of the vagina lie 
against each other, much like the sides of an uninflated 
balloon. During the excitement phase, the upper two- 
thirds of the vagina expands dramatically in what is often 
called a “ballooning” response. In other words, it becomes 


more like an inflated balloon (Figure 2). This ballooning 
helps accommodate the entrance of the penis. As part of 
the ballooning, the cervix and uterus also pull up. 

As the woman becomes more aroused and gets closer 
to orgasm, the orgasmic platform forms. This response is 
a tightening of the bulbospongiosus muscle around the 
entrance of the vagina (Figure 2). As a result, the size of 
the vaginal entrance actually becomes smaller, and there 
may be a noticeable increase in gripping of the penis. 

Pulse rate, breathing rate, and blood pressure also 
increase in both men and women. 

In men, the skin of the scrotum thickens. The scrotal 
sac tenses, and the scrotum is 
pulled up and closer to the body 
(see Figure 1). The spermatic 
cords shorten, pulling the testes 
closer to the body. 

Late in the excitement phase, 
the processes of vasocongestion 


Orgasmic platform: A tightening of 
the entrance to the vagina caused by 
contraction of the bulbospongiosus 


muscle (which runs along the entrance 
to the vagina) that occurs during the 
excitement stage of sexual response. 
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Orgasm: The second stage of sexual 
response; an intense sensation that 


occurs at the peak of sexual arousal 
and is followed by release of sexual 
tensions. 


and myotonia continue to build until there is sufficient 
tension for orgasm. 


Orgasm 

In males, orgasm consists of a series of rhythmic contrac- 
tions of the pelvic organs at 0.8-second intervals. Male 
orgasm occurs in two stages. In the preliminary stage, 
the vas, seminal vesicles, and prostate contract, forcing 
the ejaculate into a bulb at the base of the urethra (see 
Figure 1). Masters and Johnson called the sensation in 
this stage one of ejaculatory inevitability (“coming”). 
In other words, there is a sensation that ejaculation is just 
about to happen and cannot be stopped. And, indeed, 
it cannot be stopped once the process has reached this 
point. In the second stage, the urethral bulb and the penis 
itself contract rhythmically, forcing the semen through 
the urethra and out the opening at the tip of the penis. 

In both males and females, pulse rate, blood pressure, 
and breathing rate increase sharply during orgasm.” Mus- 
cles contract throughout the body. The face may be con- 
torted in a grimace; the muscles of the arms, legs, thighs, 
back, and buttocks may contract; and the muscles of the 
feet and hands may contract in carpopedal spasms. Gener- 
ally, in the passion of the moment, a person is not really 
aware of these occurrences, but an aching back or but- 
tocks may serve as a reminder the next day. 

The process of orgasm in females is basically similar 
to that in males. It is a series of rhythmic muscular con- 
tractions of the orgasmic platform. The contractions gen- 
erally occur at about 0.8-second intervals; there may be 
three or four in a mild orgasm or as many as a dozen ina 
very intense, prolonged orgasm. The uterus also contracts 
rhythmically. Other muscles, such as those around the 
anus, may also contract. 

Female orgasm is a funny thing. As with love, you can 
almost never get anyone to give you a solid definition of 
what it is. Instead, people usually fall back on, “You'll know 
what it is when you have one.” This evasiveness is prob- 
ably related to several factors, most notably that female 
orgasm leaves no tangible evidence of its occurrence like 
ejaculation—except for those women who do ejaculate. 
Also, women often do not reach orgasm as quickly as men 
do, a point to be discussed in more detail in the chapter 
“Gender and Sexuality.” In fact, some women, particularly 
young women, may think they are having an orgasm when 
they are not. If they have never had an orgasm, they mis- 
take intense arousal for orgasm. 

Just what does orgasm in females feel like? The main 
feeling is a spreading sensation that begins around the cli- 
toris and then spreads outward through the whole pelvis. 
There may also be sensations of 
falling or opening up. The woman 
may be able to feel the contrac- 
tion of the muscles around the 
vaginal entrance. The sensation 
is more intense than just a warm 
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“Did the Earth move for you.” 


Figure 3 


Tom Cheney, Penthouse Magazine. Cartoon Stock, 1996. 
Used with permission. All rights reserved. 


glow or a pleasant tingling. In one study, college men and 
women gave written descriptions of what an orgasm felt 
like to them (Vance & Wagner, 1976). Interestingly, a 
panel of experts (medical students, obstetrician-gynecol- 
ogists, and clinical psychologists) could not reliably figure 
out which of the descriptions were written by women and 
which by men. This result suggests that the sensations are 
quite similar for males and females. 

Some of the men in my classes have asked how they 
can tell whether a woman has really had an orgasm (see 
Figure 3). Their question in itself is interesting. In part it 
reflects a cultural skepticism about female orgasm. There 
is usually obvious proof of male orgasm: ejaculation. But 
there is no consistent proof of female orgasm—except that 
some women do ejaculate. 

The question also reflects the fact that men know that 
women sometimes fake orgasm (see Figure 4). So do men. 
A survey of college students reported that 25 percent of 
the men and 51 percent of the women had faked an orgasm 
during heterosexual activity (Muehlenhard & Skippee, 
2010). Most had pretended (scientists prefer this term 
over “fake”) during penile-vaginal intercourse. Analyses 
of their reports of the situation in which they pretended 
suggests that pretending reflects a shared sexual script (see 
the chapter “Theoretical Perspectives on Sexuality”) in 
which women should orgasm first, and men are responsi- 
ble for the orgasms. Other research shows that women 
(and some men) pretend orgasm for a variety of reasons: it 
can feel good to do it; to please the partner; to bring an 
end to the sexual encounter; to feel powerful or gain power 
over the partner to get something the person wants; 
because the person feels insecure (e.g., fears the partner 
may reject her); and to feel close to the partner (Goodman 
et al., 2017). Pretending is a complex issue. In some ways 
it is not a good practice, because it prevents the partner 
from getting valid feedback about sexual technique. 
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“THAT'S OK. THis \ 
\S A FAKE ROLEX. ) 


= FAKED 
MY ORGASM. 


Figure 4 How do the behaviors of these people 
relate to the concept of performativity from the crit- 
ical theories discussed in the chapter “Theoretical 
Perspectives”? 


On the other hand, we can appreciate that people do it 
because of the pressures created by the script.’ 


Resolution 

Following orgasm is the resolution phase, during which 
the body returns physiologically to the unaroused state. 
Orgasm triggers a massive release of muscular tension 
and of blood from the engorged blood vessels. Resolution 
represents a reversal of the processes that build up during 
the excitement stage. 

In the 5 to 10 seconds after the end of the orgasm, the 
clitoris returns to its normal position, although it takes 
longer for it to shrink to its normal size. The orgasmic 
platform relaxes and begins to shrink, and the ballooning 
of the vagina diminishes. The resolution phase generally 
takes 15 to 30 minutes, but it may take much longer—as 
much as an hour—in women who have not had an orgasm. 

In men, the most obvious occurrence in the resolution 
phase is detumescence, the loss of erection in the penis. 
Detumescence happens in two stages. The first occurs rap- 
idly but leaves the penis still enlarged. This first loss of erec- 
tion results from an emptying of the corpora cavernosa. 
The second stage occurs more slowly, as a result of the 
slower emptying of the corpus spongiosum and the glans. 

During the resolution phase, men enter a refractory 
period, during which they are refractory to further arousal. 
In other words, they are incapable of being aroused again, 
having an erection, or having an orgasm. The length of 
this refractory period varies considerably from one man 


3Indeed, many of the old sex manuals, as well as physicians’ text- 
books, counseled women to fake orgasm. For example: “It is good 
advice to recommend to the women the advantage of innocent sim- 
ulation of sex responsiveness, and as a matter of fact many women 
in their desire to please their husbands learned the advantage of 
such innocent deception” (Novak & Novak, 1952, p. 572). 


to the next. In some it may last only a few minutes, and 
in others it may go on for 24 hours. The refractory period 
tends to become longer as men grow older. 

Women do not have a refractory period, making possi- 
ble the phenomenon of multiple orgasm in women, which 
we discuss in the next section. 


More on Women’s Orgasms 

Some people believe that women can have two kinds of 
orgasm: clitoral orgasm and vaginal orgasm. The words 
clitoral and vaginal refer to the region of stimulation: 
an orgasm resulting from clitoral stimulation versus an 
orgasm resulting from vaginal stimulation. The distinc- 
tion originated with Sigmund Freud. Freud believed that 
in childhood little girls masturbate and have orgasms by 
means of clitoral stimulation, or clitoral orgasms. He 
thought that as women grow older and mature, they ought 
to shift from having orgasms as a result of masturbation 
to having them as a result of heterosexual intercourse, in 
other words, by means of vaginal stimulation. For this rea- 
son the vaginal orgasm was considered “mature” and the 
clitoral orgasm “immature” or “infantile.” Not only were 
there two kinds of orgasm, but one was regarded as “bet- 
ter” (that is, more mature) than the other. 

According to the results of Masters and Johnson’s 
research, though, there is no difference between clitoral 
and vaginal orgasms. This conclusion is based on two find- 
ings. First, their results indicate that all female orgasms are 
physiologically the same, regardless of the site of stimu- 
lation. An orgasm always consists of contractions of the 
orgasmic platform, whether the stimulation is clitoral 
or vaginal. Indeed, they found a few women who could 
orgasm purely through breast stimulation, and that orgasm 
was the same as the other two, consisting of contractions 
of the orgasmic platform and the muscles around the 
vagina. Physiologically there is only one kind of orgasm. 

Second, clitoral stimulation is almost always involved 
in producing orgasm, even during vaginal intercourse. 
Most women report that clitoral stimulation is an integral 
part of their orgasm (Prause et al., 
2016). The deep structure of the 


clitoris ensures that the crura of 
the clitoris are stimulated as the 
penis moves through the vaginal 
entrance. For this reason even the 
purely vaginal orgasm results from 
quite a bit of clitoral stimulation. 
Clitoral stimulation is usually the 
trigger to orgasm, and the orgasm 
itself occurs in the vagina and sur- 
rounding tissues. 

Masters and Johnson also dis- 
covered that women do not enter 
a refractory period, and they can 
have multiple orgasms within a 
short period of time. Actually, 


Resolution: The third stage of sexual 
response, in which the body returns 
to the unaroused state. 

Refractory period (ree-FRAK- 
toh-ree): The period following 
orgasm during which a male cannot 
be sexually aroused. 

Clitoral orgasm: Freud’s term for 
orgasm in females resulting from 
stimulation of the clitoris. 

Vaginal orgasm: Freud’s term for 
orgasm in females resulting from 
stimulation of the vagina in hetero- 
sexual intercourse; Freud considered 
vaginal orgasm to be more mature 
than clitoral orgasm. 

Multiple orgasm: A series of orgasms 
occurring within a short period of time. 
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women’s capacity for multiple orgasms was originally dis- 
covered by Kinsey in his interviews with women (Kinsey 
et al., 1953). The scientific establishment, however, dis- 
missed these reports as another instance of Kinsey’s sup- 
posed unreliability. 

The term multiple orgasm, then, refers to a series of 
orgasms occurring within a short period of time. Multiple 
orgasms do not differ physiologically from single orgasms. 
Each is a “real” orgasm, and they are not minor experiences. 

How does multiple orgasm work physiologically? 
Immediately following an orgasm, both males and females 
move into the resolution phase. In this phase, males typ- 
ically enter into a refractory period, during which they 
cannot be aroused again. But females do not enter into a 
refractory period. That is, if a woman is stimulated again, 
she can immediately be aroused and move back into the 
excitement phase and have another orgasm. 

Multiple orgasm is more likely to result from hand- 
genital or oral-genital stimulation than from intercourse 
because most men do not have the endurance to continue 
thrusting for such long periods of time. Regarding capac- 
ity, Masters and Johnson found that women in masturba- 
tion might have 5 to 20 orgasms. In some cases, they quit 
only when physically exhausted. When a vibrator is used, 
less effort is required, and some women were capable of 
having 50 orgasms in a row. 

We should note that some women who are capable of 
multiple orgasms are completely satisfied with one, par- 
ticularly in intercourse, and do not wish to continue. We 
should be careful not to set multiple orgasm as another of 
the many goals in sexual performance. 

Some men are capable of having multiple orgasms. 
In one study, 21 men were interviewed, all of whom had 
volunteered for research on multiply orgasmic men (Dunn 
& Trost, 1989). Some of the men reported having been 
multiply orgasmic since their sexual debut, whereas oth- 
ers had developed the pattern later in life, and still others 
had worked actively to develop the capacity after reading 
about the possibility. The respondents reported that multi- 
ple orgasm did not occur every time they engaged in sexual 
activity. For these men, detumescence did not always fol- 
low an orgasm, allowing for continued stimulation and an 
additional orgasm. This study cannot tell us the incidence 
of multiply orgasmic men in the general population, but it 
does provide evidence that multiply orgasmic men exist. 


SSS EE) 
Other Models of Sexual Response 


Some experts on human sexu- 
Triphasic model: Kaplan’s model of ality are critical of Masters and 
sexual response in which there are Johnson’s model. One import- 
three components: vasocongestion, ant criticism is that the Masters 
muscular contractions, and sexual ' 

and Johnson model ignores the 


desire. a tian 
cognitive and subjective aspects 


of sexual response (Zilbergeld & Ellison, 1980). Masters 
and Johnson focused almost entirely on the physiological 
aspects of sexual response, ignoring what the person is 
thinking and feeling emotionally. Desire and passion are 
not part of the model. 

A second important criticism concerns how research 
participants were selected and how this process may have 
created a self-fulfilling prophecy for the outcome (Tiefer, 
1991). To participate in the research, participants were 
required to have a history of orgasm both through mas- 
turbation and through coitus. Essentially, anyone whose 
pattern of sexual response did not include orgasm—and 
therefore did not fit Masters and Johnson’s model—was 
excluded from the research. For this reason, the model 
cannot be generalized to the entire population. Masters 
and Johnson themselves commented that every one of 
their participants was characterized by high and consis- 
tent levels of sexual desire. Yet sexual desire is certainly 
missing among some members of the general popula- 
tion, or it is present sometimes and absent at others. The 
research, in short, claims to be universal when it is not 
(Tiefer, 1991). 

Once these difficulties with the Masters and Johnson 
research and model of sexual response were recognized, 
alternative models were proposed. We examine two of 
them in the following sections. 


Kaplan’s Triphasic Model 

On the basis of her work on sex therapy (discussed in 
the chapter “Sexual Disorders and Sex Therapy”), Helen 
Singer Kaplan (1974, 1979) proposed a triphasic model 
of sexual response. Rather than thinking of the sexual 
response as having successive stages, she conceptual- 
ized it as having three relatively independent phases, or 
components: sexual desire, vasocongestion of the genitals, 
and the reflex muscular contractions of orgasm. Notice 
that two of the components (vasocongestion and mus- 
cular contractions) are physiological, whereas the other 
(sexual desire) is psychological. Kaplan’s model adds the 
cognitive component, desire, that is missing in Masters 
and Johnson’s model. Desire can occur either sponta- 
neously, motivating the person toward sexual activity and 
excitement, or excitement can come first, activating desire 
(Levin, 2005). The latter is called responsive desire. 

There are a number of strengths in Kaplan’s approach. 
First, the two physiological components are controlled by 
different parts of the nervous system. Vasocongestion— 
producing erection in males and lubrication in females— 
is controlled by the parasympathetic division of the 
autonomic nervous system. In contrast, ejaculation and 
orgasm are controlled by the sympathetic division. 

Second, the two components involve different anatom- 
ical structures—blood vessels for vasocongestion and mus- 
cles for the contractions of orgasm. 

Third, vasocongestion and orgasm differ in their 
susceptibility to being disturbed by injury, drugs, or age. 
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William Masters and Virginia Johnson 


illiam Howell Masters was born in 1915. He 
attended Hamilton College in Clinton, New 

York, graduating with a BS in 1938. At Hamilton 
he specialized in science courses and yet managed to play 
on the varsity football, baseball, basketball, and track 
teams and participate in the Debate Club. The college 
yearbook called him “a strange, dark man with a future... . 
Has an easy time carrying three lab courses but a hard 
time catching up on lost sleep... . Bill is a boy with pur- 
pose and is bound to get what he is working for.” His devo- 
tion to athletics persisted, and in 1966 a science writer 
described him as “a dapper, athletically trim gynecologist 
who starts his day at 5:30 with a two-mile jog.” 

He entered the University of Rochester School of Med- 
icine in 1939, planning to train himself to be a researcher 
rather than a practicing physician. In his first year there 
he worked in the laboratory of the famous anatomist 
Dr. George Washington Corner. Corner was engaged 
in research on the reproductive system in animals and 
humans, which eventually led to important discoveries 
about hormones and the reproductive cycle. He had also 
published Attaining Manhood: A Doctor Talks to Boys About 
Sex and the companion volume, Attaining Womanhood. 

The first-year research project that Corner assigned to 
Masters was a study of the changes in the lining of the 
uterus of the rabbit during the reproductive cycle. In this 
way his interest was focused early on the reproductive 
system. 

Masters was married in 1942 and received his MD in 
1943. He and his wife had two children. 

After Masters received his degree, he had to make 
an important decision: To what research area should he 
devote his life? Apparently his decision to investigate the 
physiology of sex was based on his shrewd observation 
that almost no prior research had been done in the area 
and that he thus would have a good opportunity to make 
some important scientific discoveries. In arriving at this 
decision he consulted with Dr. Corner, who was aware 
of Kinsey’s progress and also of the persecution he had 
suffered (see the chapter “Sex Research”). For this reason 
Corner advised Masters not to begin the study of sex until 
he had established himself as a respected researcher in 
some other area, was somewhat older, and could conduct 
the research at a major university or medical school. 

Masters followed the advice. He established him- 
self on the faculty of the Washington University School 
of Medicine in St. Louis. From 1948 to 1954 he pub- 
lished 25 papers on various medical topics, especially 


Figure 5 Virginia Johnson and William Masters. 
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on hormone-replacement therapy for postmenopausal 
women and on infertility treatment. 

In 1954 he began his research on sexual response at 
Washington University, supported by grants from the 
U.S. Public Health Service. The first paper based on that 
research was published in 1959, but the research received 
little attention until the publication, in 1966, of Human 
Sexual Response and, in 1970, of Human Sexual Inadequacy 
(a topic discussed in the chapter “Sexual Disorders and Sex 
Therapy”), both of which received international acclaim. 

Virginia Johnson was born Virginia Eshelman in 1925 
in the Missouri Ozarks. She was raised with the realis- 
tic attitude toward sex that rural children often have, as 
well as many of the superstitions found in that area. She 
began studying music at Drury College but transferred to 
the University of Missouri, where she studied psychology 
and sociology. She married and had two children, one in 
1952 and the other in 1955. Shortly after that, she and 
her husband separated, and she went to the Washington 
University placement office to find a job. Just at that 
time, Masters had put in a request for a woman to assist 
him in research interviewing, preferably a married woman 
with children who was interested in people. Johnson was 
referred to him and became a member of the research and 
therapy team in 1957. 

In 1971, following the divorce of Masters and his 
first wife, he and Virginia Johnson were married. They 
divorced in 1993. In 1994, at the age of 79, Masters 
retired and closed his research institute. He died in 2001 
and Johnson died in 2013. 


Sources: Brecher & Brecher (1966); Maier (2009). 
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Can the dual control model of sexual arousal explain our response to this? Here a man touches a 


woman’s breast, but it is not sexual. Why not? Our culture has taught us that medical exams are not sexual. 
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For example, the refractory period following orgasm in males 
lengthens with age. Accordingly, orgasm decreases in fre- 
quency with age. In contrast, for many men the capacity for 
erection is relatively unimpaired with age, although the erec- 
tion may be slower to make its appearance. An elderly man 
may have nonorgasmic sex several times a week, with a firm 
erection, although he may have an orgasm only once a week. 

Fourth, the reflex of ejaculation in males can be 
brought under voluntary control by most men, but the 
erection reflex generally cannot. 

Finally, impairment of the vasocongestion response or 
the orgasm response produces different disturbances (sex- 
ual disorders). Erection problems in men are caused by 
an impairment of the vasocongestion response, whereas 
premature ejaculation and delayed ejaculation are distur- 
bances of the orgasm response. Similarly, many women 
show a strong arousal and vasocongestion response, yet 
have trouble with orgasm. 

Kaplan’s triphasic model is useful both for understand- 
ing the nature of sexual response and for understanding 
and treating disturbances in it. Her writing on the desire 
phase is particularly useful in 


The Sexual Excitation-Inhibition Model 
Researchers at the Kinsey Institute, including John Ban- 
croft and Erick Janssen, have introduced a dual control 
model of sexual response (Bancroft et al., 2009). The 
model proposes that two basic processes underlie human 
sexual response: excitation (responding with arousal to 
sexual stimuli) and inhibition (inhibiting sexual arousal). 
The researchers argue that almost all sex research has 
focused on the excitation component, and certainly the 
Masters and Johnson research falls in that category. They 
believe that the inhibition component is equally import- 
ant to understand. They observe that inhibition of sexual 
response is adaptive across species; sexual arousal can 
be a powerful distraction that could become disadvanta- 
geous or even dangerous in certain situations. 

According to the dual control model, propensities 
toward sexual excitation and sexual inhibition vary widely 
from one person to the next. Most people fall in the mod- 
erate range on both and function well. At the extremes, 
however, problems can occur. People who are high on the 
excitation component and low on the inhibition component 
may engage in high-risk sexual behaviors (Skakoon-Sparling 


Dual control model: A model that 
holds that sexual response is con- 


understanding disorders of sexual 
desire, which we discuss in the 
chapter “Sexual Disorders and 
Sex Therapy.” 


& Milhausen, 2021). People who are very high on inhibi- 
tion and low on excitation may be more likely to develop 
sexual disorders such as erectile dysfunction or problems 
with sexual desire (Velten et al., 2019). 


trolled both by sexual excitation and 
by sexual inhibition. 
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Bancroft and Janssen have developed scales to mea- 
sure individuals’ tendencies toward sexual excitation and 
sexual inhibition (Janssen et al., 2002). Examples of exci- 
tation items are these: 


When I think of a very attractive person, I easily become 
sexually aroused. 

When I am taking a shower or a bath, I easily become 
sexually aroused. 

When a sexually attractive stranger accidentally touches 
me, I easily become aroused. 


Examples of inhibition items are (male version/female 
version) as follows: 


I need my penis to be touched to maintain an erection/I 
need my clitoris to be stimulated to continue feeling aroused. 
Putting on a condom can cause me to lose my erection/ 
Using condoms or other safe-sex products can cause me 
to lose my arousal. 

If I am masturbating on my own and IJ realize that some- 
one is likely to come into the room at any moment, I will 
lose my erection/my sexual arousal. 


Data collected from large samples using these scales 
support the model’s assumption that individuals do vary 
widely in their tendencies toward excitation and inhi- 
bition. Sexual excitation tends to be at its highest levels 
between the ages of 26 and 40 and lower at younger ages 
and older ages (Pinxten & Lievens, 2015). 

The dual control model also recognizes that, although 
both excitation and inhibition have biological bases, early 
learning and culture are critical factors because they deter- 
mine which stimuli the individual will find to be sexually 
exciting or will set off sexual inhibition. Most men in our cul- 
ture, for example, have learned that children are not appropri- 
ate sexual stimuli, so any sexual response to them is inhibited. 

Wouldn’t evolution have selected purely for sexual 
excitation? It is the engine that drives reproduction and 
the passing of one’s genes to the next generation. Would 
inhibition therefore be dysfunctional in an evolutionary 
sense? Not according to the dual control model. First, sex- 
ual activity in some situations could be downright danger- 
ous. Imagine, for example, that the King and Queen are 
locked in lusty embrace while the castle is being stormed 
by enemies eager to kill them both. Sexual inhibition 
would be very adaptive at that point, so that the King and 
Queen could engage in nonsexual behaviors that would 
save their lives. Second, sometimes the environment is 
not conducive to reproduction, and it is better to wait for 
a better day or a better season. For example, in conditions 
of drought and famine, women’s fertility is usually sharply 
reduced because any baby born would likely die, and the 
mother might die as well in the attempt to provide food. 
Inhibiting sexual response and waiting until conditions 
improve would be the best strategy. Third, excessive sexual 
behavior in men, perhaps with ejaculations several times 
a day, would reduce fertility. The body could not produce 
sperm quickly enough to have a high sperm count in each 


of those ejaculations, so the high rate of sexual behavior 
would not be adaptive in an evolutionary sense. 

Data support many aspects of this model. We review 
some of these data in the next section, then return to it 
in the chapter “Sexual Disorders” because it is helpful in 
understanding them. 


Emotion and Arousal 

One criticism of Masters and Johnson’s model of sexual 
response is that it is all physiological, ignoring the psycho- 
logical aspects of sexual responding. The two alternative 
models that we have reviewed—Kaplan’s three-component 
model and the excitation-inhibition model—make major 
strides in filling in some of the psychological missing 
pieces. Cognitive processes are added with Kaplan’s 
component of sexual desire and the emphasis of the exci- 
tation-inhibition model on the importance of culture and 
early learning shaping the way the individual processes 
and evaluates sexual stimuli. 

What is still missing, though, is recognition of the 
importance of emotion in sexual arousal. No one has pro- 
posed a formal model of emotion and arousal; so here we 
review one study that provides a preview of what these 
effects might look like. Researchers recruited 81 hetero- 
sexual couples and 106 same-gender couples (Ridley 
et al., 2008). A daily diary method was used, in which each 
participant logged onto a website at the same time each 
day for 14 days. The questionnaire each day contained 
questions about emotions as well as sexual behaviors. 
Members of the couple were asked to fill it out separately 
and independently. The results indicated that, over time, 
positive emotions (e.g., happiness) showed a strong pos- 
itive association with reports of sexual arousal. That is, 
when people were happier, they also had more thoughts 
of sexual arousal. The surprising result was that negative 
emotions (e.g., anger, anxiety, sadness) were also posi- 
tively correlated with reports of sexual arousal. When peo- 
ple experienced stronger negative emotions, they also had 
more thoughts of arousal. The researchers believe that 
this is because emotions such as anger involve general- 
ized arousal, which intensifies arousal responses to sexual 
stimuli. (For other studies investigating the relationship 
between emotion and sexual expression, see Burleson 
et al., 2007, and Fortenberry et al., 2005.) 

Disgust is a powerful emotion that seems antierotic. 
If your partner has some quality that disgusts you, it’s a 
turn-off. Research shows that women who are high in the 
tendency to experience disgust tend to have worse sexual 
functioning (Grauvog] et al., 2015). This relationship does 
not seem to be present in men. 

Shame and pride are two other emotions that can be 
involved with sex. Some people in our culture, for exam- 
ple, have been taught that sex is shameful. Researchers cre- 
ated scales to measure both sexual shame and sexual pride 
(Rendina et al., 2019). An example of a shame item is “I'd 
be ashamed if people knew the kinds of things I have done 
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sexually,” and an example of a pride item is “I think that I 
make a great sexual partner.” In this study, sexual shame 
correlated with a measure of depression and anxiety. 

Not only do emotions affect sexual responding, but sex 
also affects our mood and emotions. Another study using 
the daily diary method found that, systematically, people 
were in a more positive mood the day after sexual activity 
(Kashdan et al., 2018). This was especially true when the 
person had a good, close relationship with their partner. 

Clearly there is much intriguing research to be done 
about the role of emotions in sexual responding. 


Neural and Hormonal Bases 
of Arousal 


Up to this point we have focused on the genital and psy- 
chological responses that occur during sexual activity. But 
what about the underlying neural and hormonal processes 
that make the sexual response cycle possible? 


The Brain, the Spinal Cord, and Sex 

The brain and the spinal cord both have important inter- 
acting functions in sexual response. First, we discuss the 
relatively simple reflexes involved in sexual response, and 
then we consider the more complex brain processes. 


Spinal Reflexes 

Several important components of sexual behavior, includ- 
ing erection and ejaculation, are controlled by fairly sim- 
ple spinal cord reflexes (see the lower part of Figure 7). 
A reflex has three basic components. The receptors are sen- 
sory neurons that detect stimuli and transmit the message 
to the spinal cord (or brain). The transmitters are centers in 
the spinal cord (or brain) that receive the message, inter- 
pret it, and send out a message to produce the appropriate 
response. The effectors are neurons or muscles that respond 
to the stimulation. The jerking away of the hand when it 
touches a hot object is a good example of a spinal reflex. 


Erection 

Erection is produced by a spinal reflex that works in a sim- 
ilar way (McKenna, 2000). The penis has lots of receptor 
neurons, and tactile stimulation (stroking or rubbing) of the 
penis or nearby regions such as the scrotum or thighs pro- 
duces a neural signal that is transmitted to an erection center 
in the sacral, or lowest, part of the spinal cord. (There is also 
another erection center higher in the cord.) This center then 
sends out a message via the parasympathetic division of the 
autonomic nervous system to the muscles (the effectors) 
around the walls of the arteries in the penis. In response to 
the message, the muscles relax, permitting a large volume 
of blood to flow into the arteries. Erection results. In addi- 
tion, the valves in the veins and the compression of the veins 
caused by the swelling in the tissue around them reduce the 
blood flow out of the penis (Adams et al., 1997). 
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Figure 7 Nervous system control of erection. 
Note both the reflex center in the spinal cord and 
brain control. 


The existence of this reflex is confirmed by the 
responses of men who have had their spinal cords com- 
pletely severed, as a result of accidents, at a level above 
that of the reflex center (see A Sexually Diverse World: 
Sexuality and Disability). They are capable of having erec- 
tions and ejaculations produced by rubbing their genitals, 
although it is clear that no brain effects can be operating 
because signals from the brain cannot move past the point 
at which the spinal cord was severed. (In fact, these men 
cannot “feel” anything because neural signals cannot be 
transmitted up the spinal cord either.) Erection can be 
produced simply by tactile stimulation of the genitals, 
which triggers the spinal reflex. 

Besides tactile stimulation of the genitals, other condi- 
tions may also produce erection. For example, fantasy or 
other purely psychological factors may produce erection. 
We explore the importance of the brain in producing erec- 
tion in a later section. 


Ejaculation 

The ejaculation reflex is similar—except that the two ejac- 
ulation centers are located higher in the spinal cord, both 
the sympathetic and parasympathetic divisions of the ner- 
vous system are involved, and the response is myotonia, 
not vasocongestion (Giuliano & Clement, 2005; Row- 
land & Slob, 1997). In the ejaculation reflex, the penis 
responds to stimulation by sending a message to the ejacu- 
lation center, which is located in the lumbar portion of the 
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Figure 8 How a retrograde ejaculation 


spinal cord. This center then sends out a message via the 
nerves in the sympathetic nervous system, and this mes- 
sage triggers muscle contractions in the internal organs 
that are involved in ejaculation. 

Ejaculation can often be controlled voluntarily. This 
fact highlights the importance of brain influences on the 
ejaculation reflex (Truitt & Coolen, 2002). 

The three main problems of ejaculation are premature 
ejaculation, male orgasmic disorder (delayed ejaculation), 
and retrograde ejaculation. We discuss premature ejacu- 
lation and male orgasmic disorder in the chapter “Sexual 
Disorders and Sex Therapy.” Retrograde ejaculation occurs 
when the ejaculate empties into the bladder rather than 
going out through the tip of the penis (Kothari, 1984). 
A dry orgasm results, as no ejaculate is emitted. This prob- 
lem can be caused by some illnesses, by tranquilizers and 
drugs used in the treatment of psychoses, and by prostate 
surgery. It happens in the following way (Figure 8): Two 
sphincters are involved in ejaculation: an internal one, 
which closes off the entrance to the bladder during a nor- 
mal ejaculation, and an external one, which opens during a 
normal ejaculation, allowing the semen to flow out through 
the penis. In retrograde ejaculation, the action of these two 
sphincters is reversed. The external one closes, and thus the 
ejaculate cannot flow out through the penis, and the internal 
one opens, permitting the ejaculate to go into the bladder. 
The condition itself is quite harmless, although some men 
are disturbed by the lack of sensation of emitting semen. 


Reflexes in Women 

Unfortunately, there is far less research on similar reflexes 
in women. We know that sensory input—such as touch—to 
the clitoris travels to a reflex center in the sacral portion of 
the spinal cord (Berman et al., 2000). Research with non- 
humans—mainly male and female rats—has investigated 
the urethrogenital reflex, which results in muscle contrac- 
tions similar to orgasm in humans (Meston et al., 2004). 
This research suggests that the neural circuits for orgasm in 
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women are very similar to those for 
orgasm and ejaculation in men. The 


Retrograde ejaculation: A condition 
in which orgasm in a male is not 


clitoris receives both sympathetic | accompanied by an external ejacula- 
and parasympathetic nerve fibers. | tion; instead, the ejaculate goes into 


The vagina, too, is supplied by both | the urinary bladder. 
sympathetic and parasympathetic 
nerves. The limbic system of the 


Grafenberg spot (gRAY-fen-berg) or 
G-spot: A small region on the front wall 
of the vagina, emptying into the urethra, 


brain, which we discuss shortly, is | and responsible for female ejaculation. 


crucial to female sexual arousal just 
as it is to male sexual arousal. 
Research indicates that female ejaculation occurs in some 
women (Addiego et al., 1981; Belzer, 1981; Perry & Whipple, 
1981). The region responsible is the Grafenberg spot (or 
G-spot), also called the female prostate or the Skene’s glands 
(Schubach, 2002). It is located on the top side of the vagina 
(with the woman lying on her back, which is the best position 
for finding it), about halfway between the pubic bone and the 
cervix (see Figure 9). Its ducts open into the urethra. Stroking 
it produces an urge to urinate, but if the stroking continues 
for a few seconds more, it begins to produce sexual pleasure. 
In one survey of adult women, 40 percent reported hav- 
ing experienced ejaculation at the time of orgasm at least 
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Figure 9 G-spot: hypothesized to produce ejacu- 
lation in some women. 
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, as Sexuality and Disability 


t is commonly believed that a person in a wheel- 
ie chair is sexless. People with physical disabilities 
are thought not to be interested in sex, much less 
to be capable of engaging in sexual activity. Contrast 


those stereotypes with the following ideas from one 
woman with a spinal-cord injury: 


Don’t think paralysis takes away your womanhood because 
you don’t feel sex anymore; it doesn’t. First of all, you’re a 
woman, you're pretty, and you’re able. The point is to have 
the self-confidence to realize that you haven’t changed so 
much, other than your paralysis (Fritz et al., 2015, p. 3). 


Ableism refers to discrimination or oppression of dis- 
abled people, which may include denial of rights and the 
perpetuation of stigma (Gill, 2015). About 10 percent of 
adults in the United States have a physical disability that 
imposes a substantial limitation on their activities. Given 
a chance to express themselves, these people emphasize 
the importance of their sexuality and sex drive, which are 
not necessarily altered by their disability. Yet they must 
face sexual ableism, which assumes that there are qualifi- 
cations that one must meet to be sexual, based on criteria 
such as ability, intellect, appearance, and age. 

Space does not permit a complete discussion of all 
types of disabilities and their consequences for sexuality. 


(a) 


Instead, we concentrate on two illustrative examples: spi- 
nal-cord injury and intellectual disability. 


Spinal-Cord Injury 

Paraplegia (paralysis of the lower half of the body on both 
sides) and tetraplegia (also known as quadriplegia, paral- 
ysis of the body from the neck down) are both caused by 
injuries to the spinal cord. Many able-bodied people find 
it difficult to understand what it feels like to be paralyzed. 
Imagine that your genitals and the region around them 
have lost all sensation. You would not know they were 
being touched unless you saw it happen. Furthermore, 


(6) 


Figure 10 Inthe last 30 years we have become aware of the capacity of people with disabilities for 
sexual expression. (a) There is a need for sex education for children with disabilities. (6) Ellen Stohl, the first 
woman with disabilities to appear in Playboy (July, 1987). She has quadriplegia, having suffered several 
broken bones in her neck in an automobile accident. She was completely paralyzed initially, but her injury 
was incomplete. She gradually recovered use of her arms and hands. Although she has no movement below 
the waist, she has some sensitivity in her legs and is hypersensitive in the genitals. She enjoys sex very 


much and is orgasmic. 


(a) manonallard/E+/Getty Images; (b) Courtesy of Ellen Stohl 
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there could be a loss of bladder and bowel control, which 
may produce embarrassing problems if sexual activity is 
attempted (Fritz et al., 2015). 

The capacity of a man with a spinal-cord injury to 
have an erection depends on the level of the spinal cord 
at which the injury occurred and whether the spinal cord 
was completely or only partially severed (Overgood et al., 
2014; Phelps et al., 2001; Sabharwal, 2014). According to 
most studies, a majority of men with a spinal-cord injury 
are able to have erections. Injuries in the lower, sacral por- 
tion of the spinal cord can have especially serious effects 
if they injure the erection reflex center. Physicians are 
experimenting with surgeries that would restore sensation 
to the glans penis in these cases (Overgood et al., 2014). 

Men with spinal-cord injury (SCI) learn how to adjust 
their sexuality. In one study, there was strong agreement 
with statements such as “I think that sex involves more 
than just penetration,” “Emotional closeness with my 
partner during sex has become more important since my 
SCI,” and “I get sexual satisfaction through my partner’s 
sexual satisfaction” (Kathnelson et al., 2021). 

Women with a spinal-cord injury experience many 
of the same sexual responses as other women, including 
engorgement of the clitoris and labia, erection of the nip- 
ples, and increases in heart rate. Approximately 50 per- 
cent of women with spinal-cord injuries can have orgasms 
from stimulation of the genitals. Some women with a spi- 
nal-cord injury develop a capacity for orgasm from stim- 
ulation of the breasts or lips. Nonetheless, many other 
women with spinal-cord injuries experience problems with 
desire, arousal, and orgasm (Sipski et al., 2001, 2004). 

Because sexuality in our culture is so orgasm-oriented, 
orgasm problems among people with spinal-cord injury 
may appear to be devastating. But many of them report 
that they have been able to cultivate a kind of “psycho- 
logical orgasm” that is as satisfying as the physical one. 
Fantasy is one form of sexual expression that their injury 
does not stop. 

For women with spinal-cord injuries whose menstrual 
cycling returns, their ability to conceive a baby is normal. 
Therefore, they need access to contraception if they wish 
not to have a baby. Most pregnancies proceed normally, 
although there is a higher risk of some complications. 
Vaginal deliveries are usually possible and can be done 
without anesthetic. 

It is important that sex therapy be available to people 
with physical disabilities (Mona et al., 2014). (See the 
chapter “Sexual Disorders and Sex Therapy” for a com- 
plete discussion of sex therapy.) When working with peo- 
ple with physical disabilities, the therapist must assess 
factors such as the individual’s mobility and level of pain 
when engaging in sex. Disability-affirmative therapy is 
being developed and holds much promise for the future. 


Intellectual Disability 

The DSM-5 uses the term intellectual disability (or intellectual 
developmental disorder) for what was formerly called mental 
retardation (American Psychiatric Association, 2013). To be 
diagnosed as having an intellectual disability, the individual 
must display: (1) difficulties in intellectual functions such as 
reasoning, judgment, and academic learning (determined 
in part by intelligence testing); (2) difficulties in activities 
of daily living, with deficits such as communication, social 
participation, and independent living; (3) the onset of these 
difficulties in childhood. Intellectual disabilities vary consid- 
erably, from mild to moderate to severe to profound. This 
variation is reflected in the spectrum of functioning of those 
with intellectual disabilities, from those who require institu- 
tionalization to others who function well in the community, 
who can read and write and hold simple jobs. 

Four issues are especially important when considering 
the sexuality of people with intellectual disabilities: their 
opportunity for sexual expression, the need for sexuality 
education, the importance of contraception, and the pos- 
sibility of sexual abuse. 

People with intellectual disabilities have sexual desires 
and seek to express them, despite the fact that they are 
often viewed by others as asexual (Sinclair et al., 2015). 
Because children with intellectual disabilities are often 
slower to learn the norms of society, they may express 
themselves sexually in ways that offend other people, such 
as masturbating in public. For this reason and others, bet- 
ter sexuality education for people with intellectual disabil- 
ities is essential (Finlay et al., 2015; Schmidt et al., 2022), 
education that respects the sexual agency and desires of 
the students and understands that they may already be 
engaging in sexual activity (Gill, 2015). 

It is important that people with intellectual disabilities 
be educated about contraception and that contraceptives 
be made available to them. Because they have typical sexual 
desires, they may engage in sexual intercourse. In one study, 
24 percent of boys and 8 percent of girls with intellectual 
disabilities had engaged in intercourse by age 16 (Cheng & 
Udry, 2003). If these youth lack sexuality education, they 
may not realize that pregnancy can result. An unwanted 
pregnancy for a woman or couple with intellectual disabil- 
ities may be a difficult situation. They may be able to func- 
tion well when taking care of themselves, but not with the 
added burden of a baby. On the other hand, some people 
with intellectual disabilities do function sufficiently well to 
care for a child. The important thing is that they make as 
educated a decision as possible. Many experts recommend 
the IUD for women with intellectual disabilities because it 
does not require memory and forethought for effective use. 

The topic of contraception and individuals with intel- 
lectual disabilities raises the ugly issue of involuntary 
sterilization. Until the mid-1950s, people with mental 
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retardation, as they were called then, who lived in institu- 
tions were routinely sterilized, although certainly not with 
their informed consent. We now view this as a terrible vio- 
lation of the human rights of these individuals. It is now 
very difficult to gain legal permission to sterilize a person 
with an intellectual disability. 

A final concern is that people with intellectual disabili- 
ties may be particularly vulnerable to sexual abuse (Matin 
et al., 2021). Because there is such a spectrum of ability 
among these people, it raises the question of what level 
of intellectual ability is required for consent (Gill, 2015). 


once, and 66 percent reported having an especially sensitive 
area on the front wall of the vagina (Darling et al., 1990). 
Biochemical analyses indicate that the female prostate pro- 
duces prostate-specific antigen (PSA) just as the male pros- 
tate does (Pastor & Chmel, 2018; Zavia¢ié et al., 2000a). In 
one study, MRI scans identified a female prostate in 6 of 
the 7 women studied (Wimpissinger et al., 2009). 


Brain Control of Sexual Response 

Sexual responses are controlled by more than simple 
spinal reflexes. Sexual responses may be brought under 
voluntary control and may be initiated by purely psycho- 
logical forces, such as fantasy. Environmental factors, 
such as having been taught as a child that sex is dirty 
and sinful, may also affect a person’s sexual response. 
All these phenomena point to the critical influence of 
the brain and its interaction with the spinal reflexes in 


Thalamus 


Cingulate gyrus 


Septal region 


Hypothalamus 
Amygdala 
Pituitary gland 


Hippocampus 


Brain a 


In summary, there are three general points to be made 
about sexuality and people with physical or intellectual 
disabilities: (1) They generally do have sexual needs and 
desires; (2) they are often capable of a sexual response 
quite similar to that of able-bodied people of average intel- 
ligence; and (3) there is a real need for more information 
and communication about what people with various dis- 
abilities can and cannot do sexually. 


producing sexual response (see Figure 7). As one scientist 
commented, the most important sexual organ is the brain. 

Research using sophisticated imaging techniques 
is revealing a great deal about brain control of sexual 
response (see Milestones in Sex Research: Mapping the 
Sexual Brain). The results indicate that distinct brain 
regions and networks are associated with desire/interest, 
arousal, orgasm, and the refractory period (Georgiadis & 
Kringelbach, 2012; Pfaus et al., 2014; Poeppl et al., 2014; 
Unterhorst et al., 2020). Interestingly, these neural net- 
works are quite similar to other pleasure networks in the 
brain such as those involved in the pleasure of eating food. 

Still photos presented to heterosexual men create neural 
activity in the sexual interest network, which includes the 
nucleus accumbens (NAcc, which is in the center of the 
brain close to the hypothalamus), amygdala, anterior cin- 
gulate cortex (pACC), and hypothalamus (see Figure 11). 


Cerebral cortex 


Cerebellum 


Reticular formation 


Figure 11 The limbic system of the brain, which is important in sexuality. 
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Milestones in Sex Research , 
Mapping the Sexual Brain Good: 


ing are giving us inside views of the human brain 

during various phases of sexual response. Meth- 
ods such as PET (positron emission tomography) and 
fMRI (functional magnetic resonance imaging) show 
which regions of the brain “light up” (have neurons most 
actively firing) while the individual is solving a math prob- 
lem or thinking about something sad (Figure 12). 

Sex researchers have adopted these techniques with 
the goal of learning which regions of the brain are most 
involved in various aspects of sexuality. One of the chal- 
lenges they have faced is that the participant cannot 
move while in an MRI scanner, making it difficult to 
achieve sexual arousal using most of the typical methods. 
Researchers have solved the problem by showing erotic 
videos to the person inside the scanner. 

In one experiment, heterosexual men viewed erotic 
video clips, relaxing clips, and sports clips, in random order 
(Arnow et al., 2002). Meanwhile, their brains were being 


E| xciting advances in the technology of neuroimag- 


All or 


Risky>Safe subjects 


scanned in an MRI machine and the erection of the penis 
was measured. One has to admire these men for being able 
to become aroused while in an MRI scanner! When the 
men were exposed to erotic clips and were sexually aroused, 
as indicated by erection, intense brain activity was found 
in the right insula and claustrum, striatum (left caudate 
nucleus and putamen), cingulate gyrus, and—you guessed 
it-the hypothalamus! The insula is known to be involved 
in sensory processing, particularly of touch sensations. The 
cingulate cortex has been demonstrated in other studies to 
be involved in attentional processes and in guiding respon- 
siveness to new environmental stimuli. Doubtless it was 
activated because of the men’s attention to the erotic film. 
Another study used fMRI to assess brain activation in 
both men and women while viewing erotic video segments 
(Karama et al., 2002). This study found brain activation 
in roughly the same regions as the study discussed previ- 
ously. Almost all regions responded similarly in women 
and men. This study also found evidence of activation of 


6 6 © 


866 
866 


Figure 12 An fMRI study of brain activity associated with risky 
sexual behavior among men who have sex with men (MSM). (see 


text for explanation.) 


Smith, Benjamin J, et al. “Virtually in the Heat of the Moment’: 
Insula Activation in Safe Sex Negotiation among Risky Men.” Social Cognitive and 
Affective Neuroscience, vol. 13, no. I, 2017, pp. 80-91., doi:10.1093/scan/nsx 137. 
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the amygdala during sexual arousal. The amygdala is part 
of the limbic system, and, as noted earlier in this chapter, 
plays a role in sexual responding. The amygdala is known 
to be involved in emotion, and its activation speaks to the 
strong emotions—sometimes positive, sometimes nega- 
tive—that are evoked by sexual stimuli. 

Social psychologist Stephen Read uses fMRI to study 
brain activity associated with risky sexual behavior among 
men who have sex with men (MSM) (Barkley-Levenson 
et al., 2018; Smith et al., 2018; Xue et al., 2018). Risky 
sex for MSM refers to anal sex without using a condom, 
a practice that can spread HIV and other STDs. One study 
compared a Safe group, who had not engaged in condom- 
less anal sex in the past 90 days, to a Risky group who 
had (Smith et al., 2018). While in an fMRI scanner, each 
participant played a virtual sexual hook-up game, in which 
they had the opportunity to meet an attractive male com- 
puter character and have sex with him on a virtual date. 


These are part of the limbic system. Interestingly, erection 
is not associated with activity in these regions, suggesting 
that the role of the interest network is to recognize sexual 
Opportunity in the environment. 


Neurochemical Influences on Sexual Response 
Distinctive neurochemicals are involved in sexual excitation 
and sexual inhibition. During excitement and arousal, dopa- 
mine, melanocortins, oxytocin, and norepinephrine are 
involved (Pfaus, 2009). Dopamine and melanocortin stim- 
ulate attention to sexual stimuli and sexual desire within 
the limbic system. Norepinephrine and oxytocin stimulate 
sexual arousal and erection. In part, these neurochemicals 
also block the action of inhibitory processes. 
Neurochemicals involved in inhibitory processes 
include opioids, which are released in the cortex, limbic 
system, hypothalamus, and midbrain in response to sexual 
pleasure and orgasm/ejaculation. 


Limbic system: A set of structures 

in the interior of the brain, including 
the amygdala, hippocampus, and 
fornix; believed to be important for 
sexual behavior in both animals and 
humans. 

Organizing effects of hormones: 
Effects of sex hormones early in 
development, resulting in a perma- 
nent change in the brain or reproduc- 
tive system. 

Activating effects of hormones: 
Effects of sex hormones in adulthood, 
resulting in the activation of behav- 
iors, especially sexual behaviors and 
aggressive behaviors. 


They also include endocannabi- 
noids, which induce sedation (and 
counteract stress!), and serotonin, 
which induces satiety and the 
refractory period. (For more detail 
and diagrams, see Pfaus, 2009; 
Pfaus et al., 2014.) 

Androgens, estrogen, and 
progestin facilitate or prime the 
brain to respond to sexual stimuli 
by binding to specific hormone 
receptor complexes, which in 
turn lead to the synthesis of these 
neurochemicals. 


Through their avatar, participants had opportunities to 
make choices about practicing safe sex. In this situation, 
the Risky group had more activity in the right insula than 
did the Safe group. The insula is a part of the cortex buried 
deep in the brain (see Figure 11). These findings suggest 
that there are group differences in neural processing in the 
moment of risky versus safe sex decision making. 

These studies are fascinating in themselves, as they 
allow us to view the workings of the brain during sexual 
responding. As research advances, future studies will help 
us understand the brain regions and associated neurotrans- 
mitters involved in sexual dysfunction, which will lead to 
more effective treatments for these problems. They will also 
allow us to better understand and treat arousal problems 
such as those suffered by individuals with pedophilia, who 
are aroused by completely inappropriate stimuli—children. 


Hormones and Sex 

The sex hormones are another important physiological 
force that interacts with the nervous system to influence 
sexual response. 


Organizing versus Activating Effects 
Endocrinologists generally make a distinction between 
the organizing effects of hormones and the activating 
effects of hormones. As explained in the chapter “Sex 
Hormones, Sexual Differentiation, and the Menstrual 
Cycle,” hormones present during prenatal development 
have important influences on genital anatomy, creating 
male or female genitals. Hormone effects such as these 
are called organizing effects because they cause a rel- 
atively permanent change in the organization of some 
structures, whether in the nervous system or in the repro- 
ductive system. Typically there are critical periods during 
which these hormone effects may occur. 

It has also been known for some time that if an adult 
male mouse or rat is castrated (has the testes removed, which 
removes the source of testosterone), it will cease engaging in 
sexual behavior (and will be less aggressive). If that animal 
is then given injections of testosterone, it will start engag- 
ing in sex again. Hormone effects such as these are called 
activating effects because they activate certain behaviors. 

The organizing effects of hormones on sexual behav- 
ior have been well documented (Keefe, 2002). In a classic 
experiment, testosterone was administered to pregnant 
female guinea pigs. The female offspring that had been 
exposed to testosterone prenatally were, in adulthood, 
incapable of displaying female sexual behavior—in particu- 
lar, lordosis, which is a sexual posturing involving arching 
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of the back and raising of the hindquarters so that intro- 
mission of the male’s penis is possible (Phoenix et al., 
1959). It is thought that this result occurred because the 
testosterone “organized” the brain tissue (particularly the 
hypothalamus) in a male fashion. These female offspring 
were also born with masculinized genitals—evidence that 
their reproductive systems had also been organized in the 
male direction. But the important point here is that the 
prenatal doses of testosterone had masculinized their sex- 
ual behavior. Experiments with many other species have 
obtained similar results. 

These hormonally masculinized females in adulthood 
displayed mounting behavior, a male* sexual behavior. 
When they were given testosterone in adulthood, they 
showed about as much mounting behavior as males did. 
In this way, the testosterone administered in adulthood 
activated male patterns of sexual behavior. 

The analogous experiment on males would be castra- 
tion at birth, followed by administration of ovarian hor- 
mones in adulthood. When this experiment was done 
with rats, female sexual behavior resulted. These males 
responded to mating attempts by other males essentially 
in the same way females do (Harris & Levine, 1965). 
Their brain tissue had been organized in a female direc- 
tion during an early, critical period when testosterone was 
absent, and the female behavior patterns were activated in 
adulthood by administration of ovarian hormones. 

It seems, then, that males and 
females initially have 


What hormone is most capacities for both 
important ve) sexual desire male and female sexual 
in men? in women? 


behaviors. If testoster- 
one is present early in 
development, the capacity for exhib- 
iting female behaviors is suppressed. Sex hormones in 
adulthood then activate the behavior patterns that were 
differentiated early in development. 

How relevant is this research to humans? Generally 
the trend is for the behavior of lower species to be more 
under hormonal control and for the behavior of higher 
species to be more under brain (neural) control (Pfaus 
et al., 2014). Accordingly, human sexual behavior is less 
under hormonal control than is rat sexual behavior, and 
human sexual behavior is controlled more by the brain. 
For these reasons, learning from past experiences and cul- 
tural conventions, which are stored in the brain, is more 
likely to have a profound effect (Wallen, 2001). 

Let us now consider in more detail the known acti- 
vating effects of sex hormones on the sexual behavior of 
adult humans. 


‘The term male sexual behavior is being used here to refer to a sex- 
ual behavior that is displayed by typical males of the species and 
either is absent in females of that species or is present at a much 
lower frequency. Typical females do mount, but they do so less fre- 
quently than males do. Female sexual behavior is defined similarly. 


Testosterone and Sexual Desire 
Testosterone has well-documented effects on libido, or 
sexual desire, in humans (Bancroft & Graham, 2011; van 
Anders, 2012). In men deprived of their main source of 
testosterone by castration or by illness, there is a dramatic 
decrease in sexual behavior in some, but not all, cases. 
Sexual desire declines if a man is given an antiandrogen 
drug. Thus testosterone seems to have an activating effect 
in maintaining sexual desire in men. However, in cases of 
castration, sexual behavior may decline very slowly and 
may be present for several years after the source of testos- 
terone is gone. Such cases point to the importance of expe- 
rience and brain control of sexual behavior in humans. 
Research indicates that androgens—both testosterone 
and DHEA, an adrenal androgen—are related to sexual 
desire in women also (Ingram et al., 2020; Macdowall 
et al., 2022; Zheng et al., 2020). If all sources of andro- 
gens (the adrenals and the ovaries) are removed, women 
lose sexual desire. Women who have undergone oophorec- 
tomy (surgical removal of the ovaries, typically because of 
cancer) report marked decreases in sexual desire. If they 
are treated with testosterone, their sexual desire increases 
(Shifren et al., 1998, 2000). Moreover, androgens are 
used successfully in the treatment of women who have 
low sexual desire (Kaplan & Owett, 1993). Androgen lev- 
els decline with age in women, and research shows that 
administration of testosterone to postmenopausal women 
results in their having increased sexual desire (Ingram 
et al., 2020). The research is solid enough at this point that 
the International Society for the Study of Women’s Sexual 
Health has issued practice guidelines for using testosterone 
to treat low sexual desire in women after menopause and 
for pre-menopausal women as well (Parish et al., 2021). 
But it’s not a one-way street. Not only does testoster- 
one have an effect on sexual desire and behavior, but sex- 
ual behavior also affects testosterone levels (van Anders, 
2012). Masturbation, for example, increases testosterone 
levels. The effects are bidirectional—testosterone influ- 
ences sex and sex influences testosterone. 


Sex Offenders—Castration or 
Incarceration? 
In 2004, James Jenkins, imprisoned for sexually molesting 
three young girls, asked a guard for a razor, saying that he 
wanted to be clean-shaven for a court appearance the next 
day. He then got the blade out of the holder, castrated him- 
self, and flushed his testes down the toilet. Afterward, he 
expressed happiness with the outcome, saying that he was 
now free of sexual urges and deviant sexual fantasies (Ron- 
deaux, 2006). In 2018, an Oklahoma legislator proposed a 
bill that would authorize chemical castration at the time of 
release of a sex offender from prison (Ducharme, 2018). 
Physical castration refers to surgical removal of the testes, 
technically known as bilateral orchiectomy. Chemical castra- 
tion refers to injections of a drug such as Depo- Provera, an 


192 


CHAPTER 8 * SEXUAL AROUSAL 


antiandrogen drug that sharply reduces the levels of testos- 
terone in the body. 

Cases such as these raise a host of questions, some of 
them legal and ethical, others within the province of the 
sciences (Gooren, 2011; Weinberger et al., 2005). Legally, 
a castration sentence could be challenged on the grounds 
that it is cruel and unusual punishment, which is forbid- 
den by the U.S. Constitution. And what is the goal of 
such a sentence? Was the legislator simply being punitive 
and letting the punishment fit the crime? Or is castration 
intended to ensure that the man would never commit 
the crime again? The scientific data become pertinent in 
addressing this last point. 

With either physical castration or chemical castration, 
the man is left with little natural testosterone in his body. 
Numerous experiments with other species have demon- 
strated that the effect of this low level of testosterone is 
a sharply reduced sex drive and the virtual elimination of 
sexual behavior. However, the effects in humans are not so 
clear because we are not as hormone dependent as other 
species. There are documented cases of castrated men 
continuing to engage in sexual intercourse for years after 
the castration. Castration may reduce sexual behavior in 
humans, but its effects are not completely predictable. 


Furthermore, testosterone is available artificially, either 
by pill or by injection, so a physically castrated criminal 
might secretly obtain replacement testosterone. 
In cases of rape, - « 

more than sexual behav- td 
ior is involved. Many 
experts believe that rape 
is better conceptualized 
as an aggressive or vio- 
lent crime that happens 
to be expressed sexually than seen as a sex crime per se. 
For this reason, the scientific question may be restated from 
“Does castration eliminate sexual behavior?” to “Does cas- 


—- 


tration eliminate aggressive behavior?” Here, too, there are 
numerous experiments documenting—in other species—that 
castration greatly reduces aggressive behavior by lowering 
testosterone levels. But once again, the hormone effects are 
not as clear or consistent in humans. So castration might 
be effective in reducing sexual or aggressive behaviors and 
for this reason might reduce the chances of the man com- 
mitting rape again, but such effects cannot be guaranteed. 
It seems clear that physical or chemical castration should 
be only part of the treatment, which should also include 
intensive psychotherapy (Saleh et al., 2010; Figure 13). 


Figure 13 Sex offenders in a therapy group. Research shows that treatment of sex offenders, whether 
with the drug Depo-Provera or not, should always include psychotherapy. 


Jon Bradley/Stone/Getty Images 
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Pheromones 


Scientists and laypeople alike are intrigued by the role 
that pheromones play in sexual behavior (Cutler, 1999; 
McClintock, 2000). Pheromones are somewhat like hor- 
mones. Recall that hormones are biochemicals manufac- 
tured in the body and secreted into the bloodstream to be 
carried to the organs they affect. Pheromones, in contrast, 
are biochemicals secreted outside the body. Through the 
sense of smell, they are an important means of communi- 
cation between animals. An animal’s urine often contains 
pheromones. The dog that does scent marking by urinating 
on a tree is actually depositing pheromones. Some phero- 
mones appear to be important in sexual communication, 
and some have even been called sex attractants (Figure 14). 

Much of the research on pheromones has been done 
with animals and demonstrates the importance of phero- 
mones in sexual and reproductive functioning. For exam- 
ple, pheromones present in female urine influence male 
sexual behavior. If urine from an ovulating monkey is in 
the cage of a pregnant (and thus not ovulating) female 
and her mate, the male shows more frequent erections 
and more mounting (Snowdon et al., 2006). Males also 
show an increase in testosterone levels following exposure 
to the urine of the ovulating female. 

The sense of smell, olfaction, is essential for phero- 
mone effects to occur. Removal of the olfactory bulbs, 
and specifically a region called the vomeronasal organ 
(VNO), dramatically reduces the sexual behavior of males 
from species such as mice and guinea pigs (Thorne & 
Amrein, 2003). The VNO, located inside the nose, is a 
chemoreceptor—that is, it is activated by chemicals such 
as pheromones. Neuroscientists have even recorded the 


(a) 


Figure 14 Pheromones. (a) Pheromones are a 
major means of communication between animals. 
(b) Are there human pheromones that are sex 
attractants? 


(a) Spiky and I/Shutterstock; 
(b) Brooke Fasani Auchincloss/Corbis/Getty Images 


activity of single neurons in the VNO of male mice and 
found that certain neurons fire when the animal comes 
into contact with another male, but different neurons fire 
when he comes into contact with a female (Luo et al., 
2003). Activation of the VNO then activates cells in the 
hypothalamus (Keverne, 1999), and as discussed earlier, 
the hypothalamus is crucial to sexuality. The VNO is a 
kind of second olfactory pathway. Sometimes called the 
accessory olfactory bulb, the VNO functions in addition to 
the main sense of smell. 

What relevance does all this have for humans? Humans 
are not, by and large, “smell animals.” Olfaction is much 
less important for us than for most other species. We tend 
to rely mostly on vision and, secondarily, hearing. Com- 
pare this with a dog’s ability to gain a wealth of informa- 
tion about who and what has been in a park simply by 
sniffing around for a few minutes. Does this mean that 
pheromones have no influence on our sexual behavior? 

It is now clear that human pheromones exist and may 
play an important role in sexuality (Wyatt, 2003, 2015). 
Indeed, pheromones may be exactly the “body chemistry” 
that attracts people to each other. Perfumes with musky 
scents are popular and presumably increase sexual attrac- 
tiveness, perhaps because they 
smell like pheromones. 

What scientific evidence is there 
regarding the existence and effects 
of pheromones in humans? First, 
the vomeronasal organ—which, as 


serve as sex attractants. 


(6) 


Pheromones (FARE-oh-mones): 
Biochemicals secreted outside the 


body that are important in communi- 
cation between animals and that may 
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Menstrual synchrony: The conver- 
gence, over several months, of the 
dates of onset of menstrual periods 
among women who are in close con- 


tact with each other. 

Erogenous zones (eh-RAH-jen-us): 
Areas of the body that are particularly 
sensitive to sexual stimulation. 


noted earlier, is related to olfaction and sexual behavior in 
other species and essentially seems to function as a pher- 
omone sensor—consists of just a few neurons in humans 
and seems to be nonfunctional (Georgiadis & Kringelbach, 
2012). That said, there is evidence that, when humans smell 
pheromones, a region of the hypothalamus is activated, as 
is the amygdala. That is, our brains do respond to phero- 
mones. Even though humans do not have a functional vom- 
eronasal organ, they have cells in the lining of the nose that 
contain pheromone receptors. Scientists have recently iden- 
tified several genes in humans that code for these receptors 
in the lining of the nose (Wallrabenstein et al., 2015). 

It is clear that humans do secrete pheromones. Andro- 
stenol, an odorous steroid that is well documented as a 
pheromone in pigs, has been isolated in the underarm 
sweat of humans (Gower & Ruparelia, 1993). Molecules 
known to be sex-attractant pheromones to male rhesus 
monkeys have been isolated in human vaginal secretions 
(Cowley & Brooksbank, 1991). 

Research provides important indications that phero- 
mones may play a role in human sexuality. In one experi- 
ment, for example, a synthesized female pheromone was 
added to women’s perfume, and a placebo was added to 
perfume for women in the control group (McCoy & Pitino, 
2002; Rako & Friebely, 2004). The women recorded 
their sexual behaviors over the next three months. Com- 
pared with the control group, pheromone-treated women 
showed a significantly greater frequency of intercourse, 
dates, and petting and kissing. They did not differ in fre- 
quency of masturbation. The researchers concluded that 
the pheromone had increased the women’s attractiveness 
to men. In an imaging study, eight heterosexual men were 
exposed to a woman’s perfume (Huh et al., 2008). Two 
reported “strong” arousal and three reported “moderate” 
arousal. All eight experienced brain activity in the insula, 
the gyrus, and the hypothalamus, areas we noted earlier 
are involved in arousal. 

The classic research of Martha McClintock (1971) 
documented the existence of a phenomenon known 
as menstrual synchrony: the convergence, over several 
months, of the dates of onset of menstrual periods among 
women who are in close contact with each other (McClin- 
tock, 1998; Weller et al., 1995). This phenomenon is now 
thought to be due to pheromones produced by the women. 

In another study, men smelled T-shirts worn by 
(1) women near ovulation, (2) women far from ovulation, 
or (3) no one. Men exposed to the scent of an ovulating 
woman subsequently had elevated 
levels of testosterone (Miller & 
Maner, 2010). 

Other pheromone research has 
found that people’s preference for 
human body odors and their brain 
responses to pheromones differ 
according to sexual orientation 
(Berglund et al., 2006; Martins 


et al., 2005). In one study, armpit secretions were col- 
lected from heterosexual men, heterosexual women, gay 
men, and lesbians (Martins et al., 2005). Odor evaluators 
then rated the pleasantness of these odors without know- 
ing the source of them. Heterosexual men gave the lowest 
pleasantness ratings to the pheromones from gay men. 
Gay men gave low ratings to the pheromones of hetero- 
sexual men. The researchers concluded that human “odor 
prints” may help us identify groups of people who are 
potential sex partners. 

The smell of pheromones does not necessarily have 
to be consciously perceived in order to have an effect 
(McClintock, 2000). The olfactory system can respond 
to odors even when they are not consciously perceived. 
For this reason, pheromones that we are not even aware 
of may have important influences. 

If these indications about the effects of pheromones 
on human sexual behavior are correct, our hyperclean 
society may be destroying the scents that attract people 
to each other. The normal genital secretions (assuming 
reasonable cleanliness to eliminate bacteria) may contain 
sex attractants. Ironically, “feminine hygiene” deodorants 
may destroy precisely the odors that turn men on. 


————————— | 
Sexual Techniques 


Earlier in this chapter, we discussed some of the wonder- 
ful things that happen to the body during sexual arousal 
and orgasm. How do we get to these marvelous states, for 
both ourselves and our partners? 

We live in the era of sex manuals. Books like Electrify 
Your Sex Life and The Illustrated Guide to Extended Massive 
Orgasm, as well as feature articles and advice columns in 
many magazines, give us information on how to produce 
bigger and longer orgasms in ourselves and our partners. 
The sex manuals may also set up impossible standards of 
sexual performance that none of us can meet. 

On the other hand, we live in a society that has a his- 
tory of leaving the learning of sexual techniques to nature 
or to chance, in contrast to some other societies in which 
adolescents are given explicit instruction in methods for 
producing sexual pleasure. For humans, sexual behavior is 
a lot more than “doin’ what comes naturally.” We all need 
some means for learning about sexual techniques, and the 
sex manuals may help to fill that need, but they may also 
raise unrealistic expectations. In the sections that follow, 
we consider sexual techniques. 


Erogenous Zones 

Although the notion of erogenous zones originated in 
Freud’s work, the term is now part of our general vocab- 
ulary. It refers to parts of the body that are sexually 
sensitive. Stroking them or otherwise stimulating them 
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produces sexual arousal. The genitals and the breasts 
are good examples. The lips, neck, and thighs are gener- 
ally also erogenous zones. But even some rather unlikely 
regions—such as the back, the ears, the stomach, and 
the feet—can also be erogenous. One person’s erogenous 
zones can be quite different from another’s. For this rea- 
son it is impossible to give a list of sure “turn-ons.” The 
best way to find out is to communicate with your partner, 
verbally or nonverbally. 


One-Person Sex 

It does not necessarily take two to have sex. Individuals 
can produce their own sexual stimulation. Sexual self- 
stimulation is called autoeroticism.° The best examples are 
masturbation and fantasy. 


Masturbation 

Here we reserve the term hand-genital stimulation 
for stimulation of another’s genitals and the term 
masturbation for self-stimulation, either with the hand 
or with some object, such as a vibrator. Masturbation 
is a very common sexual behavior. Almost all men and 
the majority of women in the United States masturbate 
to orgasm at least a few times during their lives. In the 
National Survey of Sexual Health and Behavior, 72 to 
84 percent of men (depending on age and other factors) ages 
18 to 60 reported they had masturbated in the preceding (b) 

year, as did 54 to 65 percent of the women (Herbenick 

et al., 2010a,b, Tables 2 and 3). Fifty-six to 66 percent of | Figure 15 (a) Male masturbation using hand stim- 
men and 26 to 52 percent of women had masturbated in ulation of the penis. (b) Female masturbation using 


the preceding month. clitoral stimulation. 
The techniques used by males and females inmastue- (a) H. S. Photos/Science Source; (b) Aleksandr Doodko/Alamy 
bation are interesting in part because they provide infor- Stock Photo 


mation to their partners concerning the best techniques 
to use in lovemaking. Most commonly, women mastur- 
bate by manipulating the clitoris and the inner lips and 
outer lips. Some prefer to rub at the side of the clitoris, 
and a few stimulate the glans of the clitoris directly. 

A few women are capable of using fantasy alone to pro- 
duce orgasm; fantasy-induced orgasms are accompanied 
by the same physiological changes as orgasms produced 
by masturbation (Whipple et al., 1992). 

Almost all males report masturbating by hand stimu- 
lation of the penis. Those interested in speed can reach 
an orgasm in only a minute or two. Most men use the 
technique of circling the hand around the shaft of the 
penis and using an up-and-down movement to stimulate 
the shaft and glans. Because the penis produces no nat- 
ural lubrication of its own, some men like to use lubri- 
cation, such as soapsuds while showering. The tightness 
of the grip, the speed of movement, and the amount of 


glans stimulation vary from one person to the next. 
Most increase the speed of stimulation as they approach 
orgasm, slowing or stopping the stimulation at orgasm 
because further stimulation would be uncomfortable 
(Masters & Johnson, 1966). Immediately after orgasm, 
the glans and corona are hypersensitive, and the man gen- 
erally avoids further stimulation of the penis at that time. 


Fantasy 

Sexual fantasy refers to any conscious mental imagery 
or daydream that includes sexual activity or is sexually 
arousing (Bivona & Critelli, 2009). Almost all men and 
women report that they have expe- 
rienced sexual fantasies, often fre- Autoeroticism: Sexual self-stimulation; 


: for example, masturbation. 
uently (Kahr, 2008; Leitenberg & 3 
q ly( B Masturbation: Stimulation of one’s 
Henning, 1995). own genitals with the hand or with 
The themes of sexual fantasies some object, such as a pillow or 

reported by men and women are } vibrator. 
E 3 ; 1 i 
zoe Ose of you who are interested in the roots of words, auto- similar. Some of the most popular Sexual fantasy: Sexual thoughts or 
eroticism does not refer to sex in the backseat of a car. The prefix f d f images that alter the person’s emo- 
auto means “self” (as in autobiography); hence self-stimulation is ones lor women and men are fanta- tions or physiological state. 
autoeroticism: sizing about taking part in fellatio 
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: or cunnilingus; having sex in an 
Dildo: A rubber or plastic cylinder, unusual place (eg., in the office, 
often shaped like a penis. A , . 

public toilets); sex in a romantic 


place (e.g., on a deserted beach); 

being masturbated by my partner; and having sex with 

someone I know who is not my spouse (Joyal et al., 2015). 

Gays and lesbians tend to fantasize about sexual part- 

ners of the same gender (Price et al., 1985). Heterosexu- 

als may fantasize about sexual activities with someone of 
the other gender or the same gender. 


Exercise-Induced Orgasm 

Roughly 10 percent of women and 10 percent of men 
experience exercise-induced orgasm (Herbenick et al., 
2021). Women report orgasms from activities such as 
cycling, running, and yoga; men report them from exercise 
such as lifting weights, climbing rope, and running. 


Vibrators and Other Sex Toys 
Various sexual devices, such as vibrators and dildos, are 
used by some people in masturbation or by couples as 
they have sex together (Figure 16). 

Both male and female artificial genitals can be pur- 
chased. A dildo is a rubber or plastic cylinder, often 
shaped like a penis. It can be inserted into the vagina or 
the anus. Dildos are used by some women in masturba- 
tion, by men, by lesbians, by gays, and by heterosexual 
couples. Artificial vaginas, and even inflatable replicas of 
the entire body, male or female, can also be purchased. 

Some vibrators are shaped like a penis, but others are 
not. Some models have a cord that plugs into an electric 
outlet; others are cordless and use batteries. Women may 
use vibrators to masturbate, stimulating the clitoral and 
mons area or inserting them into the vagina (Herbenick 
et al., 2009). Men may also use them during masturbation 
or during sex with a partner (Reece et al., 2009). They 
can be purchased in “respectable” stores (where they are 
sometimes euphemistically called “face massagers”), in 
sex stores, and by mail. 

Vibrators designed for women are not recent. They 
were invented in the 1880s and sold as a medical device 
(Maines, 1999). Physicians prescribed their use for the 
treatment of various female “maladies,” especially hysteria. 

Body oils are also popular. In fact, their use has been 
encouraged by experts in the field. For example, sex ther- 
apists recommend them for the touching or sensate focus 
exercises that they prescribe for their patients in sex ther- 
apy (see the chapter “Sexual Disorders and Sex Therapy”). 
Oils have a sensuous quality that heightens erotic feelings. 
Be aware that Vaseline and some other lubricants cause 
condoms to break. 


Two-Person Sex 
When many of us think of techniques of two-person sex, 
the image that flashes across our mind generally reflects 


Figure 16 Vibrators and dildos, used for sexual 
stimulation. 


Thornova Photography/Shutterstock 


several assumptions. One assumption is that one of the 
people is male and the other female—that is, that the sex 
is heterosexual. This image reflects heteronormativity, 
a belief that heterosexual sex is normative. We also tend 
to assume that the man is supposed to do certain things 
during the act and the woman is to do certain other 
things, reflecting the sexual scripts of our culture. He, 
for example, is supposed to take the initiative in deciding 
what techniques are to be used, and she is to follow his 
lead. Although there is nothing particularly evil in these 
assumptions, they do tend to impose limitations on our 
own sexual expression and to make some think that their 
own sexual behavior is “not quite right.” For these reasons 
we will attempt to avoid these assumptions in the sections 
that follow. 


Initiating Sex 

What are some ways to initiate sex that will turn on your 
partner? One study asked people how they preferred their 
partner to initiate sex in a way that was a turn-on (Zebroff, 
2021). Four general approaches emerged: emotional- 
sentimental (e.g., engages in an emotional or romantic 
conversation), seductive (e.g., takes a provocative pose or 
shows more skin), surrender (e.g., is urgent or passionate), 
and sexual sensations (e.g., kisses or caresses my neck). 


Kissing 

Kissing (or what we might call, technically, “mouth-to- 
mouth stimulation”) is an activity that virtually every- 
one in our culture has engaged in. In simple kissing, the 
partners keep their mouths closed and touch each other’s 
lips. In deep kissing (“French kissing”), both people part 
their lips slightly and insert their tongues into each oth- 
er’s mouths (somehow these clinical descriptions do not 
make it sound like as much fun as it is). There are endless 
variations on these two basic approaches, such as nibbling 
at the partner’s lips or tongue or sucking at the lips. There 
are also plenty of other regions of the body to kiss: the 
nose, the forehead, the eyelids, the earlobes, the neck, the 
breasts, the genitals, and the feet, to give a few examples. 
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Touching 

Enjoying touching and being touched is essential to sexual 
pleasure. Caresses or massages, applied to virtually any 
area of the body, can be exciting. The regions that are 
exciting vary a great deal from one person to the next and 
depend on how the person is feeling at the moment. For 
this reason, it is important to communicate what sort of 
touching is most pleasurable to you. 

As we noted earlier, one of the best ways to find out 
how to use your hands in stimulating the genitals of 
another person is to find out how that person masturbates. 

When stimulating a woman, generally it is best, partic- 
ularly if the woman is not already aroused, to begin with 
gentle, light stroking of the inside of the thighs and the 
inner and outer lips, moving to light stroking of the clito- 
ris. As she becomes more aroused, the stimulation of the 
clitoris can become firmer. The clitoris is very sensitive, 
and this sensitivity can be either exquisite or painful. If the 
woman is already somewhat aroused, lubrication can be 
provided by touching the fingers to the vaginal entrance 
and then spreading the lubrication on the clitoris. If she 
is not aroused or does not produce much vaginal lubrica- 
tion, saliva works well too. Some women find direct stim- 
ulation of the clitoral glans to be painful in some states 
of arousal. These women generally prefer stimulation on 
either side of the clitoris instead. 


The Other Senses 
So far in this section, we have focused on tactile (touch) 
sensations in sexual arousal. However, the other senses— 
vision, smell, and hearing—can also make contributions. 
What you see can contribute to your arousal. Men 
seem, in general, to be turned on by a variety of visual 
stimuli, such as an attractive person or partially dressed 
or nude bodies. As we discussed earlier, both men and 
women respond with physiological, neural, and neuro- 
chemical arousal to portrayals of partnered sexual activity. 


D a 


Figure 17 Technique of 
hand stimulation of the penis. 


Just as erotica may be used during autoerotic activity, 
viewing sexual activity on a video or on the Internet may 
contribute to partnered sexual activities. Some men, and 
a few women, have mild fetishes (see the chapter “Varia- 
tions in Sexual Behavior” for more detail) and like to see 
their partner wearing certain types of clothing, such as 
leather or rubber clothing or schoolgirl dresses. A good 
rule here, as elsewhere, is to communicate with your part- 
ner to find out what they would find arousing. 

Perhaps the biggest visual turn-on comes simply from 
looking at your own body and your partner’s. According 
to the NHSLS, watching a partner undress is one of the 
most appealing sexual activities (Michael et al., 1994, 
Table 12). 

Odors can be turn-ons or turn-offs. The scent of a body 
that is clean, having been washed with soap and water, is 
a natural turn-on. It does not need to be covered up with 
an “intimate deodorant.”° In a sense, the scent of your 
skin, armpits, or genitals is your “aroma signature” and 
can be quite arousing. Research shows that people who 
are more sensitive to olfactory stimuli (odors) rate their 
sexual activities as more pleasant (Bendas et al., 2018). 
This may occur because reward centers in the brain are 
stimulated more for these people. 

Many people respond with arousal to specific musical 
stimuli, probably reflecting classical conditioning (see the 
chapter “Theoretical Perspectives on Sexuality”). 


Fantasy during Two-Person Sex 

Fantasies can be done solo or can heighten the experience 
of sex with another person. Particularly in a long-term, 
monogamous relationship, sexual monotony can become 
a problem. Fantasies are one way to introduce some vari- 
ety and excitement without violating an agreement to be 
faithful to the other person. It is important to view such 
fantasies in this way, rather than as a sign of disloyalty 
to, or dissatisfaction with, one’s sexual partner. Fantasies 
during two-person sex are generally quite similar to the 
ones people have while masturbating. 


Genital—Genital Stimulation: Positions of 
Intercourse 

One of the most common heterosexual techniques 
involves the insertion of the penis into the vagina. This 
technique is called coitus or sexual intercourse. Ancient 
love manuals and other sources 


illustrate many positions of inter- Coitus: Sexual intercourse; insertion 


course (Figure 18). 


‘With the popularity of oral sex, some women worry that the scent 
of their genitals might be offensive. The advertisements for femi- 
nine hygiene deodorant sprays prey upon these fears. These sprays 
should not be used because they may irritate the vagina. Besides, 
there is nothing offensive about the scent of a vulva that has been 
washed; some people, in fact, find it arousing. 


of the penis into the vagina. 
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Figure 18 Erotic sculptures at the temple of Kan- 
dariya Mahadevo, India, built in A.D. 1000. 


miragik/123RF 


Some authorities state that there are only four posi- 
tions of intercourse. Personally, I prefer to believe that 
there are an infinite number. Consider how many differ- 
ent angles your arms, legs, and torso may be in, in relation 
to those of your partner, and all the various ways in which 


you can intertwine your limbs—that’s a lot of positions. 
I trust that given sufficient creativity and time, you can 
discover them all for yourself. 

I would agree, though, that there are a few basic posi- 
tions. One basic variation depends on whether the cou- 
ple face each other (face-to-face position) or whether one 
partner faces the other’s back (rear-entry position). If you 
try the other obvious variation, a back-to-back position, 
you will quickly find that you cannot accomplish much 
that way. The other basic variation depends on whether 
one partner is on top of the other or whether the couple 
are side by side. Let us consider four basic positions that 
illustrate these variations. 

In the face-to-face, man-on-top position (“missionary” 
position—see Figure 19) the man and woman stimulate 
each other until they are aroused, he has an erection, and 
she is producing vaginal lubrication. Then he moves on 
top of her as she spreads her legs apart, either he or she 
spreads the inner lips apart, and he inserts his penis into 
her vagina. He supports himself on his knees and hands 
or elbows and moves his penis in and out of the vagina in 
what is sometimes called pelvic thrusting. 

The woman can have her legs in a number of posi- 
tions that create variations. She may have them straight 
out horizontally, a position that produces a tight rub on 
the penis but does not permit it to go deeply into the 
vagina. She may bend her legs and elevate them to varying 
degrees, or she may hook them over the man’s back or 
over his shoulders. The last approach permits the penis to 
move deeply into the vagina. The woman can also move 
her pelvis, either up and down or side to side, to produce 
further stimulation. 

The man-on-top position has some advantages and 
some disadvantages. It is the best position for ensur- 
ing conception, if that is what you want. This position, 
however, does not work well if the woman is in the 
advanced stages of pregnancy or if either she or the man 
is extremely obese. Sex therapists have also found that it 


Figure 19 The man-on-top position of intercourse. 
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is not a very good position if the man wants to control 
the timing of his orgasm; the woman-on-top position is 
better for this purpose. 

For the woman-on-top position (Figure 20), the woman 
kneels over the man, with one knee on either side of 
his hips. Then his hand or hers guides the erect penis 
into the vagina as she lowers herself onto it. She then 
moves her hips to produce the stimulation. Beyond that, 
there are numerous variations, depending on where she 
puts her legs. She can remain on her knees, or she can 
straighten out her legs behind her, putting them outside 
his legs or between them. Or she can turn around and face 
toward his feet. 

This position has a number of advantages. It provides 
a lot of clitoral stimulation, and the woman can control 
the kind of stimulation she gets. For this reason, many 
women find it the best position for having an orgasm. It 
is also a good position for the man who wants to delay his 
ejaculation, and for this reason it is used in sex therapy. 

In the rear-entry position, the man faces the woman’s 
back. One way to do this is for the woman to kneel with 
her head down. The man kneels behind her and inserts 
his penis into her vagina (Figure 21). (This is sometimes 
called the “doggie position,” because it is the way in which 
dogs and most other animals copulate.) Rear entry can 
also be accomplished when the couple are in the side-to- 
side position. A small amount of air may enter the vagina 
when this position is used, producing interesting noises 
when it comes out. 


In the side-to-side position, the man and woman lie 
beside each other, either face-to-face or in a rear-entry 
position (Figure 22). The side-to-side position is good 
for leisurely or prolonged intercourse or if one or both of 
the partners are tired. It is also good for the pregnant and 
the obese. 


Mouth-—Genital Stimulation (Oral Sex) 

There are two kinds of mouth-genital stimulation (oral 
sex or “going down on” one’s partner): cunnilingus 
and fellatio. 

In cunnilingus, or “eating” (from the Latin words cun- 
nus, meaning “vulva,” and /ingere, meaning “to lick”), the 
woman’s genitals are stimulated by her partner’s mouth. 
Cunnilingus can be performed by either heterosexuals or 
lesbian couples. Generally the focus of stimulation is the 
clitoris. The tongue stimulates it and the surrounding area 
with quick darting or thrusting movements, or the mouth 
can suck at the clitoris. The best way to know what she 
wants is through communication between partners, either 
verbal or nonverbal. 

Many women are enthusiastic about cunnilingus and 
say that it is the best way—perhaps the only way—for them 
to orgasm. In one large, well-sampled study of Australians, 
respondents reported the specific sexual practices that 
were used in their most recent 
heterosexual encounter (Richters 
et al., 2006). If women had inter- 
course only, 50 percent had an 


stimulation of the vulva. 


Figure 20 The woman-on-top position of intercourse. 


Cunnilingus (cun-ih-LING-us): Mouth 
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Figure 21 The rear-entry position of intercourse. 


Figure 22 The side-to-side position of intercourse. 
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Figure 23 Simultaneous mouth—genital stimulation in the sixty-nine position. 


orgasm, but when they had cunnilingus plus intercourse, 
73 percent had an orgasm. In contrast, among men who 
engaged only in intercourse, 95 percent had an orgasm. It 
just isn’t fair. 

Cunnilingus, like fellatio, discussed next, can transmit 
some sexually transmitted infections such as gonorrhea. 
Oral sex can also result in transmission of herpes from the 
genitals of an infected person to the mouth of the part- 
ner or vice versa. For these reasons, you need to be as 
careful about whom you engage in mouth-genital sex with 
as about whom you would engage in intercourse with. 
A small sheet of latex, called a dental dam (or sex dam), 
can be placed over the vulva for those wanting to practice 
safer sex. 

In fellatio (“sucking,” “a blow job”) the man’s penis 
is stimulated by his partner’s mouth. Fellatio can be per- 
formed by either heterosexuals or gay male couples. The 
partner licks the glans of the penis, its shaft, and perhaps 
the testes. The penis is gently taken into the mouth. If it is 
not fully erect, an erection can generally be produced by 
stronger sucking combined with hand stimulation along 
the penis. After that, the partner can produce an in-and- 
out motion by moving the lips down toward the base of 
the penis and then back up, always being careful not to 
scrape the penis with the teeth. Or the tongue can be 
flicked back and forth around the tip of the penis or along 
the corona. 

When a couple are engaged in fellatio, the big question 
in their minds may concern ejaculation. The man may, 
of course, simply withdraw his penis from his partner’s 
mouth and ejaculate outside it. Or he may ejaculate into 
it, and his partner may even enjoy swallowing the ejacu- 
late. The ejaculate resembles partially cooked egg white 
in texture. It does not have a very distinctive flavor but 
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often leaves a salty aftertaste. Because some people have 
mixed feelings about having the semen in their mouths, 
it is a good idea for the couple to discuss ahead of time 
(or during the activity) what they plan to do, particularly 
because ejaculation into the mouth is an unsafe practice 
in the AIDS era (see the chapter “Sexually Transmitted 
Infections”). 

Most men find fellatio to be a highly stimulating expe- 
rience, which no doubt accounts for the high frequency 
with which prostitutes are asked to do it. 

Fellatio and cunnilingus can be performed simultane- 
ously by both partners. This is often called sixty-nining’ 
because the numerals “69” suggest the position of the two 
bodies during simultaneous mouth-genital sex. Sixty- 
nining may be done either side to side or with one person 
on top of the other, each with the mouth on the other’s 
genitals (Figure 23). 


Anal Intercourse 

In anal intercourse the man inserts his penis into his 
partner’s rectum. In legal terminology it is sometimes 
called sodomy (although this term may also refer to other 
sexual practices such as inter- 
course with animals), and it is 
sometimes referred to as having } lation of the penis. 


Fellatio (feh-LAY-shoh): Mouth stimu- 


sex “Greek style.” It may be done | Sixty-nining: Simultaneous mouth— 


by either heterosexual couples or } genital stimulation; also called 


gay male couples. soixante-neuf. 


Anal intercourse is somewhat 
more difficult than penis-in-vagina 


Anal intercourse: Insertion of the 
penis into the partner’s rectum. 


"If you want to be elegant and impress your friends, you can call it 
soixante-neuf, which is “sixty-nine” in French. 
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Anilingus (ay-nih-LING-us): Mouth 


stimulation of the partner’s anus. 


intercourse because the rectum has no natural lubrication 
and because it is surrounded by fairly tight muscles. The 
man should therefore begin by moistening the partner’s 
anus, with a sterile surgical lubricant such as K-Y Jelly 
(not Vaseline). He should also lubricate his penis. He then 
inserts it gently into the rectum and begins controlled pel- 
vic thrusting. It is typically done in the rear-entry position 
or in the man-on-top position. The more the partner can 
relax, the less uncomfortable it is. Discomfort can also be 
reduced by allowing the receiving partner to be in control. 
While some heterosexual couples find the idea repulsive, 
others delight in it (McBride, 2019). Some women report 
orgasm during anal intercourse, particularly when it is 
accompanied by hand stimulation of the clitoris. Men 
also report orgasms from receiving anal intercourse, pri- 
marily due to stimulation of the prostate. 

Some health risks are associated with anal intercourse. 
It can cause damage or injury to the tissue of the rectal lin- 
ing and anal sphincter. It can lead to infections with various 
organisms. Of greatest concern, HIV can be transmitted 
through anal intercourse. For these reasons, safer sex con- 
sists of either refraining from engaging in anal intercourse 
or using a condom (or doing it only in a monogamous 
relationship with an uninfected partner). Furthermore, 
for heterosexuals the penis should never be inserted into 
the vagina after anal intercourse unless it has been washed 
thoroughly. The reason for this is that the rectum contains 
bacteria that do not belong in the vagina and that can cause 
a dandy case of vaginitis if they happen to get there. Also, 
sex toys or other objects inserted in the anus should be 
thoroughly washed following removal from the anus. 

Another variation is anilingus (fewille de rose in 
French, “rimming” in slang), in which the tongue and 
mouth stimulate the anus. The anus may also be stimu- 
lated by the hand, and some people report that having a 
finger inserted into the rectum near the time of orgasm 
provides a heightened sexual sensation. Anilingus carries 
with it the risk of AIDS, hepatitis, or E. co/i infections. 


Techniques of Lesbians and Gay Men 
Some people have difficulty imagining exactly what gays 
and lesbians do in bed—after all, the important ingredi- 
ents for sex are one penis and one vagina, aren’t they? 
The preliminaries consist, as they do for heterosex- 
uals, of kissing, hugging, and petting. Gay men engage 
in mutual masturbation (Figure 24), oral-genital sex 
(fellatio), and anal intercourse. Gay men sometimes also 
engage in interfemoral intercourse, in which a man’s penis 
moves between the thighs of the partner. Lesbians engage 
in mutual masturbation, oral-genital sex (cunnilingus), 
and a practice called tribadism 
(“dry hump”), which is similar to 
heterosexual intercourse, with one 
partner lying on top of the other 


Figure 24 Male-male sexual expression. 


and making thrusting movements so that both receive 
genital stimulation (Figure 25). 

An important point to note about these practices is 
that they are all behaviors in which heterosexuals also 
engage. In other words, gays and lesbians do the same 
things sexually that heterosexuals do. The only thing that 
is distinctive about same-gender lovemaking is that the 
partners are of the same gender. 

Masters and Johnson (1979), in their laboratory stud- 
ies, made direct observations of the lovemaking tech- 
niques of gay men and lesbians and compared them with 
those of straights. One major difference was that gays and 
lesbians “took their time’—in other words, they seemed 
to have less of a goal orientation. Heterosexual couples, 
in contrast, seemed to be performance oriented—they 
seemed to strive toward a goal of orgasm for each partner. 
In the initial approach to stimulating the woman, hetero- 
sexuals and lesbians began with holding and kissing, but 
this lasted only about 30 seconds for the heterosexuals, 
who quickly moved on to genital stimulation. Lesbians, 
on the other hand, spent more time in holding and kissing 
and then went on to a long period of breast stimulation, 
which sometimes resulted in orgasm without genital stim- 
ulation. In the initial approach to stimulating the man, 
gays did extensive stimulation of the nipples, generally 
producing erection, but such a technique was rare among 
heterosexuals. Gay men were much more likely to stimu- 
late the frenulum (the area of the penis on the lower side, 
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Figure 25 Female-female sexual expression. 


just below the corona). Among heterosexuals, the man’s 
most frequent complaint was that the woman did not 
grasp the shaft of the penis tightly enough. Masters and 
Johnson argued that heterosexuals can learn from gays 
and lesbians; the technique of gays and lesbians benefits 
from stimulating another body like their own. 


Two-Person Cybersex 

The Internet provides not only visual sexual images for 
people wanting to masturbate, it also creates the oppor- 
tunity for two-person cybersex. People report forming 
relationships on the Internet that they consider to be sex- 
ually intimate, even though they have never actually met 
the person face-to-face (Ross, 2005). It has also created a 
new sexual space that is somewhere between fantasy and 
action. Essentially, a person can type sexual acts without 
actually doing them (Ross, 2005). In the chapter “Sexual- 
ity and the Life Cycle: Adulthood,” we discuss data from 
a survey of people who used the Internet to meet partners, 
and the activities that they engaged in. These Internet 
activities challenge us to think more clearly about our defi- 
nitions of sexual activity. For example, a wife accuses her 
husband of having a cybersex affair with another woman 
and he replies that he was only typing. Who is right? 


Aphrodisiacs 


Is There a Good Aphrodisiac? 

An aphrodisiac is a substance—such as a food, a drug, or 
a perfume—that excites sexual desire. Throughout history 
people have searched for the surefire aphrodisiac. Before 
arousing your hopes, I should say that the search has been 


unsuccessful. There is no known substance that works 
well as an aphrodisiac. 

One popular idea is that oysters are an aphrodisiac. 
This notion appears to reflect the myth that foods that 
resemble sexual organs have sexual powers. For exam- 
ple, bananas and asparagus resemble the penis and have 
been thought to be aphrodisiacs. Another example is the 
Asian belief that powdered rhinoceros horn is an aphro- 
disiac (perhaps this is also the origin of the term /orny) 
(Taberner, 1985). Perhaps oysters are thought to have 
such powers because of their resemblance to the testes. 
Oysters, however, contain no substances that can in any 
way influence sexual functioning. 

Doubtless some substances gain a continued reputa- 
tion as aphrodisiacs because simply believing that some- 
thing will be arousing can itself be arousing. For example, 
the belief that a bull’s testicles (“prairie oysters”) or pea- 
nuts or clams have special powers may produce a tempo- 
rary improvement of sexual functioning, not because of 
the chemicals contained in them but because of a belief 
in them. 

Alcohol also has a reputation as an aphrodisiac. 
Briefly, drinking small quantities of alcohol may, for some 
people, decrease psychological inhibitions and for this rea- 
son increase sexual desire. Moderate to large quantities, 
however, rapidly lead to an inability to function sexually. 
We discuss the effects of alcohol on sexual functioning in 
more detail in the chapter “Sexual 
Disorders and Sex Therapy.” 

Users of marijuana report that 
it acts as a sexual stimulant. Prob- 
ably this effect is due, in part, to 


substance that increases sexual 


desire. 


Aphrodisiac (ah-froh-DIZ-ih-ak): A 
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that in matters of love and sex the old Protestant 

ethic—work hard and become successful—is alive 
and well in modern America. This cultural tendency is 
represented by books like Rachel Greenwald’s Find a Hus- 
band After 35 Using What I Learned at Harvard Business 
School. The problem, though, says Perel, is that this work 
ethic kills eroticism. 

Discussions of sex tend to focus on the physical 
aspects of sex, especially orgasm, while ignoring our feel- 
ings about sex. Orgasm is the observable product, and we 
are concerned with how many orgasms we can produce or 
have, much as a plant manager is concerned with how 
many cans of soup are produced on the assembly line 
each day. Similar beliefs are reflected in a commonly used 
phrase, achieving orgasm, as if orgasm were something to 
be achieved like a promotion on the job.* Viagra has only 


[ol ouples sex therapist Esther Perel (2006) believes 


*To avoid this whole notion, I do not use the phrase to achieve 
orgasm in this book. Instead, I prefer the phrase to have an orgasm 
or simply to orgasm. Why not turn it into a verb so that we will not 
feel we have to work at achieving it? 


the fact that marijuana produces the sensation that time 
is being stretched out, thus prolonging and intensifying 
sensations, including sexual sensations. The effect is 
also probably an instance of expectancy effects. That is, 
many people assume that marijuana will make them feel 
horny and make them enjoy sex more (Willoughby et al., 
2021). There is no scientific documentation of the aphro- 
disiac effects of marijuana except for the reports of users. 
We consider possible negative effects of marijuana on 
sexual functioning in the chapter “Sexual Disorders and 
Sex Therapy.” 

The current interest in nutrition, and in natural and 
organic foods and supplements, has created a market 
for “natural” aphrodisiacs. According to one industry 
source, the popular herbs purchased for this purpose 
include yohimbe, ginseng, arginine, aventa sativa, and 
prohormones (testosterone “boosters” ). Some companies 


The Protestant Ethic: Sex as Work 


made this situation worse because it encourages people to 
reduce sexuality to an erection. 

The emphasis on simultaneous orgasm expresses how 
clock-oriented we are. It is important for us to have things 
running on schedule and happening at exactly the right 
time, and so orgasms must be timed perfectly. 

We tend to set standards of sexual performance, much 
as we would set standards of work performance on the 
job. Once we set standards for sexual performance, the 
possibility of failure looms large, and sexual dysfunction 
is created. 

As Perel puts it, 


We are indeed a nation that prides itself on efficiency. But 
here’s the catch: eroticism is inefficient. It loves to squan- 
der time and resources. ... We glorify efficiency and fail 
to recognize that the erotic space is a radiant interlude in 
which we luxuriate, indifferent to demands of productiv- 
ity; pleasure is the only goal. (p. 75) 


Source: Perel (2006). 


sell herbal combinations and edible syrups and “brews” 
that are claimed to increase sexual desire, sexual perfor- 
mance, sexual stamina, or all three. Again, there is no evi- 
dence that any of these affect sexual desire (UC Berkeley, 
2012), though the belief that they do may enhance 
sexual functioning. 

Unfortunately, some of the substances that are thought 
to enhance sexual functioning are quite dangerous. For 
example, cantharides (Spanish fly) has a reputation as an 
aphrodisiac, but it is poisonous. 

Amyl nitrite (“poppers”) is popular among some peo- 
ple. Because it relaxes the sphincter muscle of the anus, 
it is used by those engaging in anal intercourse (Krilis 
et al., 2013; Romanelli et al., 2004). Users report that it 
produces heightened sensations during orgasms. Amyl 
nitrite is a potent source of nitric oxide and has its sexual 
effects by dilating the blood vessels in the genitals. It may, 
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A Personal Growth Exercise—Getting to Know Your 


Own Body 


ost experts on sexual communication agree that 
before you can begin to communicate your sex- 


ual needs to your partner, you must get to know 
your own body and its sexual responsiveness. This exer- 
cise is designed to help you do that. Set aside some time 
for yourself, preferably 30 minutes or more. You'll need 
privacy and a mirror, preferably a full-length one. 


1. Undress and stand in front of the mirror. Relax your 
body completely. 


2. Take a good look at your body, top to bottom. Look 
at the colors, the curves, the textures. Take your time 
doing this. Try to discover things you haven’t noticed 
before. What pleases you about your body? What 
don’t you like about your body? Can you say these 
things aloud? 


3. Look at your body. What parts of it influence how 
you feel about yourself sexually? 


4. Run your fingers slowly over your body, from head to 
toe. How does it feel to you? Are some parts soft? Are 
some sensitive? Are you hurrying over some places? 
Why? How do you feel about doing this? 


5. Explore your genitals. [f you're a man, look at them. 
Do you like the way they look? Now explore your 
genitals with your fingers. Gently stroke your penis, 


however, have side effects, including dizziness, headaches, 
fainting, and, in rare cases, death, so it can be dangerous. 


Sexual Satisfaction 

Ultimately, what most of us want from our sexual interac- 
tions is to feel sexually satisfied. But what does it mean, 
to feel sexually satisfied? Both laypeople and researchers 
have tended to assume that everyone knows what it means 
and that everyone agrees on the meaning. New research 


scrotum, and the area behind the scrotum. Pay close 
attention to the various sensations you're produc- 
ing. Which areas feel particularly good when they’re 
stroked? Try different kinds of touching—light, hard, 
fast, slow. Which kind feels best? If you get an erec- 
tion, that’s okay. Just take your time and learn as 
much as you can. Are there differences in sensitiv- 
ities between the aroused state and the unaroused 
state? If you're a woman, take a hand mirror and 
look at your genitals. Do you like the way they look? 
Now explore your genitals with your fingers. Touch 
your outer lips, inner lips, clitoris, vaginal entrance. 
Which areas feel particularly good? Try different 
kinds of touching—light, hard, fast, slow. Which kind 
feels best? If you get aroused, that’s okay. Are there 
differences in sensitivities between the aroused state 
and the unaroused state? Just take your time and 
learn as much as you can. 


6. Now you're ready to communicate some new infor- 
mation to your partner! 


For more exercises like this, see Zilbergeld’s The 
New Male Sexuality (1992) and Nagoski’s Come as You 
Are (2015). 


is probing the meaning of sexual satisfaction. As it turns 
out, it means different things to different people (McClel- 
land, 2014). For some people, it means feeling emotion- 
ally close and letting your guard down. For others, sex is 
satisfying if it makes them feel more masculine or more 
feminine. Some people feel sexually satisfied from their 
partner feeling satisfied. And for some people, sexual sat- 
isfaction is equated with orgasm. What does it mean to 
you to feel sexually satisfied? 
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Critical 


Defending against everyday persuasive techniques 


Sexual functioning is important throughout life. We often become concerned if our performance doesn’t live up to 
our (or others’) expectations. Imagine that the last couple of times you attempted a sexual interaction, you weren’t 
able to enjoy it. One day, your best friend casually inquires about your “love life.” Because you have a trusting rela- 
tionship and like him, you reply, “Well, it’s not great these days.” He says, “Well, I think you’re just too tense. Next 
time, you should have a couple of beers before you try to get it on.” 

This is an example of everyday persuasion. A well-meaning friend or coworker or roommate is trying to per- 
suade you to solve a problem in the way they think will work. In this situation, many of us are tempted to follow 
the suggestion. They mean well; you like them; you don’t want to be critical or start an argument. But is it a good 
idea? Your friend is suggesting that alcohol is an aphrodisiac. Is it? There is a lot of good evidence on this point. 
We noted in this chapter that alcohol may reduce inhibitions, but it does not improve performance. In fact, 2 beers 
may inhibit sexual functioning. There is more information on alcohol and its effect on sexual functioning in the 
chapter “Sexual Disorders and Sex Therapy.” 

As we suggest in the chapter “Attraction, Love, and Communication,” direct, honest communication is a good 
strategy. If you aren’t sure you want to try your friend’s advice, you could say, “I appreciate your suggestion. I'll 
check it out.” Then you can gather information about alcohol’s effect on sexual functioning. If you conclude it isn’t 
a good idea, you can ignore the advice. If the friend asks later on, you can say that you learned that alcohol isn’t an 
aphrodisiac. That might lead to an interesting conversation! 

You should, of course, also gather evidence about sexual dysfunctions if you want to address your concern. 


A good place to start is the chapter “Sexual Disorders and Sex Therapy.” 


SUMMARY 


The Sexual Response Cycle 

William Masters and Virginia Johnson conducted an 
important program of research on the physiology of 
human sexual response. They found that two basic phys- 
iological processes occur during arousal and orgasm: 
vasocongestion and myotonia. The sexual response cycle 
occurs in three stages: excitement, orgasm, and resolution. 

Their research indicates that there is no physiolog- 
ical distinction between clitoral and vaginal orgasms in 
women, which refutes an early idea of Freud’s. They also 
provided convincing evidence of the existence of multiple 
orgasm in women. 

Criticisms of Masters and Johnson’s model are that 
(1) they ignored cognitive and other psychological fac- 
tors, and (2) their selective sample of research partici- 
pants may have biased the results. 


Other Models of Sexual Response 

According to Kaplan’s cognitive-physiological model, 
three components are involved in sexual response: desire, 
vasocongestion, and muscle contractions. The dual con- 
trol model holds that two basic processes—excitation and 
inhibition—are involved in sexual response, and that our 


responses to sexual stimuli are shaped by culture and early 
learning. Emotion is another important psychological 
aspect of sexual response. 


Neural and Hormonal Bases of Arousal 
The nervous system functions in sexual response by a com- 
bination of spinal reflexes (best documented for erection 
and ejaculation) and brain influences (particularly from 
the limbic system). There is evidence that some women 
ejaculate. Hormones are important to sexual behavior, 
both in their influences on prenatal development (orga- 
nizing effects) and in their stimulating influence on adult 
sexual behavior (activating effects). For both men and 
women, testosterone is the crucial hormone for maintain- 
ing sexual desire. 


Sexuality and Disability 

Research about sexuality and persons with physical or 
intellectual disabilities indicates that: (1) persons with 
disabilities generally do have sexual needs and desires; 
and (2) they are often capable of a sexual response quite 
similar to that of able-bodied people of average intelli- 
gence. The sexual functioning of people with spinal-cord 
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injuries is particularly interesting for what it reveals about 
spinal cord and brain control of sexual responding. 


Pheromones 

Pheromones are biochemicals secreted outside the body 
that play an important role in sexual communication and 
attraction. Much of the evidence is based on research with 
animals, but evidence in humans is accumulating rapidly. 


Sexual Techniques 
Sexual pleasure is produced by stimulation of various 
areas of the body called erogenous zones. 

Sexual self-stimulation, or autoeroticism, includes 
masturbation and sexual fantasies. Many people have 
fantasies while masturbating, as well as during sex with 
a partner. 


Although there are infinite varieties in the positions 
for heterosexual intercourse, there are four basic posi- 
tions: man on top (missionary position), woman on top, 
rear entry, and side to side. The two kinds of oral sex are 
cunnilingus (mouth stimulation of the vulva) and fella- 
tio (mouth stimulation of the penis). Anal intercourse 
involves inserting the penis into the partner’s rectum. 

An aphrodisiac is a substance that arouses sexual 
desire. There is no known reliable aphrodisiac, and some 
substances that are popularly thought to act as aphrodisi- 
acs can be dangerous to a person’s health. 

We have a tendency in our culture, perhaps a leg- 
acy of the Protestant ethic, to view sex as work and to 
turn sex into an achievement situation, as witnessed by 
expressions such as achieving orgasm. Such attitudes 
make sex less pleasurable and may set the stage for sexual 
problems. 
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Design Elements: A Sexually Diverse World (hands): Dragon Images/Shutterstock; First Person (people): Image Source/ 
Getty Images; Milestones in Sex Research (survey): Ravi Tahilramani/Getty Images 


1. What is the “sexualization of children” 
and why is it a problem? 


2. Do media portrayals of sex really affect 
my sexual attitudes and behaviors? 


3. How many U.S. teens engage in sexual 
intercourse early, by the age of 15? 


Read this chapter to find out. 


Cohen/Ostrow/Digital Vision/Getty Images 


Sexuality and the Life Cycle: 


Childhood and Adolescence 


Data Sources Same-Gender Sexual Behavior The College Years 
Sex Knowledge and Interests Masturbation 
Infancy and the Preschool Years The Sexualization of Children Patterns of Heterosexual Behavior 
(Birth to 4 Years) Casual Sex 
Attachment Adolescence (12 to 18 Years) Same-Gender Sexual Behavior 
Self-Stimulation Masturbation 
Child-Child Encounters Same-Gender Sexual Behavior How Sexuality Aids in 
Sexual Knowledge and Interests Heterosexual Behavior Development 
Knowledge about Gender Too Early Sex 
Romantic Relationships 
Childhood (5 to 11 Years) Internet Use, Risk, and Sexting 
Masturbation Risky Sex and the Adolescent Brain 


Heterosexual Behavior 
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Mi son Jeremy ... naively decided to wear barrettes to nursery school. Several times 
that day, another little boy insisted that Jeremy must be a girl because “only girls wear 
barrettes.” After repeatedly asserting that “wearing barrettes doesn’t matter; being a boy 
means having a penis and testicles,” Jeremy finally pulled down his pants as a way of mak- 
ing his point more convincingly. The boy was not impressed. He simply said, “Everybody has 


a penis; only girls wear barrettes.”* 


*From Sandra L. Bem, 1989, “Genital knowledge and gender consistency in preschool children.” Child Development, 60, 649-662. 


Blackwell Publishing Ltd. 


Stop for a moment and think of the first sexual experience 
you ever had. Some of you will think of the first time you 
had sexual intercourse; others will remember much ear- 
lier episodes, like “playing doctor” with the neighborhood 
kids. Now think of the kind of sex life you had, or expect 
to have, in your early twenties. Finally, imagine yourself at 
65 and imagine the kinds of sexual behavior you will be 
engaging in then. 

Scientists think about human development, including 
sexual development, as a process that occurs throughout 
the lifespan. This process is influenced by biological, psy- 
chological, social, and cultural factors. This thinking rep- 
resents a departure from the Freudian heritage, in which 
the crucial aspects of development were all thought to 
occur in childhood. This chapter and the chapter “Sex- 
uality and the Life Cycle: Adulthood” are based on the 
contemporary approach to lifespan development, the study 
of our sexuality throughout the course of our lives. The 
things you were asked to remember and imagine about 
your own sexuality in the preceding paragraph will give 
you an idea of the sweep of this approach to development. 


a | 
Data Sources 


What kinds of scientific data are available on the sexual 
behavior of children and adolescents? One source is the 
Kinsey report (Kinsey et al., 1948, 1953), and more recent 
studies include the NHSLS (Laumann et al., 1994). The 
scientific techniques used in these studies are discussed 
and evaluated in the chapter “Sex Research.” Other more 
recent surveys of adults also provide relevant data. 

In these surveys, adults are questioned about their 
childhood sexual behavior, and their responses form 
some of the data to be discussed in this chapter. These 
responses may be problematic, though. For example, a 50- 
or 60-year-old man is asked to report on his sexual behav- 
ior at age 10. How accurately will he remember things that 
happened 40 or 50 years ago? Thus the data on childhood 
sexual behavior may be subject to errors that result from 
adults being asked to recall things that happened a very 
long time ago. 


An alternative would be to interview children about 
their sexual behavior or perhaps even to observe their sex- 
ual behavior. Few researchers have done either. At least in 
the United States, such a study would arouse tremendous 
opposition from parents and politicians, who might argue 
that the research is unnecessary or that it would harm 
the children who were studied. These reactions reflect in 
part the widespread belief that children are not yet sexual 
beings and should not be exposed to questions about sex. 
Such research also raises ethical issues: At what age can 
a child give truly informed consent to participate in such 
a study? 

In a few studies children have been questioned 
directly about their sexual behavior. Kinsey interviewed 
432 children, aged 4 to 14, and the results of the study 
were published after his death (Elias & Gebhard, 1969). 
One innovation today is the use of a “talking computer” 
to interview children. The computer is programmed to 
present the questions through headphones, and the child 
enters their answers using the keyboard. This process 
preserves confidentiality even when others are present 
because only the child knows the question. In one study, 
this procedure was used to gather data from samples of 
high-risk youth ages 9 to 15 (Romer et al., 1997). More 
children reported sexual experience to the computer than 
did children in face-to-face interviews. 

Many studies of adolescent sexual behavior have been 
done. Particularly notable are several U.S. surveys using 
nationally representative samples, including the National 
Longitudinal Study of Youth (NLSY), the National Sur- 
vey of Family Growth (NSFG), and the National Longi- 
tudinal Study of Adolescent Health (Add Health). All of 
these studies asked about multiple aspects of adolescents’ 
lives, with a subset of questions about sexuality. These 
are well-sampled studies and we can have confidence in 
their results. 

The studies of child and adolescent sexual behavior 
have mostly involved surveys, which have used either 
questionnaires or interviews. Virtually no researchers 
have made systematic, direct 


observations of children’s sexual - dani pel ‘ 
: Irespan development: Developmen 
behavior (I know of only one who PE . e 
from birth through old age. 
has), although some have asked 
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Attachment: A psychological bond 


that forms between an infant and the 
mother, the father, or other caregiver. 


parents to report on their children’s sexual behavior (de 
Graaf & Rademakers, 2011). Once children have learned 
that sexual behavior has to be kept private or hidden, 
though, parents may not be able to report their children’s 
behavior very accurately. 


Infancy and the Preschool Years 
(Birth to 4 Years) 


Before the 1800s, it was thought that sexuality was some- 
thing that magically appeared at puberty. Sigmund Freud 
first expressed the notion that children—in fact, infants— 
have sexual urges and engage in sexual behavior. 

The capacity of the human body to show a sexual 
response is present from birth. Male infants, for example, 
get erections. In fact, boy babies are sometimes born with 
erections. Ultrasound studies indicate that reflex erec- 
tions occur in the male fetus for several months before 
birth (Masters et al., 1982); and vaginal lubrication 
has been found in baby girls in the 24 hours after birth 
(Masters et al., 1982). 

The first intimate relationship that most children expe- 
rience is with their mothers, and perhaps their fathers in 
families in which fathers partici- 
pate in child rearing.'! The mother- 
infant relationship involves a good 
deal of physical contact and 


Figure 1 Some activities associated with nurtur- 
ing an infant are potentially sensuous, because they 
involve pleasant physical contact. 


Tetra Images, LLC/Alamy Stock Photo 


‘According to U.S. Census data (2021), 70 percent of children birth 
to age 17 live with both parents (maybe mom and dad, or maybe 
two moms, or maybe two dads), 22 percent live with their mother 
only, 5 percent live with their father only, and 4 percent live with 
neither parent. 


engages the infant’s tactile, olfactory, visual, and auditory 
senses (Frayser, 1994). Breast-feeding especially involves 
close physical contact, but other activities involved in car- 
ing for infants, such as diaper changing or bathing, involve 
intimate contact that can produce a sensuous response in 
the infant (Martinson, 1994). 


Attachment 

The quality of the relationship with the parents in infancy 
can be very important to the child’s capacity for later sex- 
ual and emotional relationships. In psychological terms, 
an attachment (or bond) forms between the infant and the 
mother, the father, or other caregiver. The bond begins 
in the hours immediately following birth and continues 
throughout the period of infancy (Coustan & Angelini, 
1995). It is facilitated by cuddling and other forms of 
physical contact. Later, attachments form to other famil- 
iar people. These are the individual’s earliest experiences 
with love and emotional attachment. The quality of these 
attachments—whether they are stable, secure, and satisfy- 
ing or unstable, insecure, and frustrating—affects the per- 
son’s capacity for emotional attachments in adulthood. 
Research (discussed in the chapter “Attraction, Love, and 
Communication”) indicates that adults’ styles of roman- 
tic attachment are similar to the kinds of attachment they 
remember having with their parents in childhood. 


Self-Stimulation 
Infants have been observed fondling their own genitals. 
Generally the progression is that, between 6 and 12 months 
of age, infants discover their genitals by unintentionally 
touching them (de Graaf & Rademakers, 2006). They 
learn to walk, their coordination improves, and by 15 to 
19 months, some boys and girls increase in genital touch- 
ing. A survey of U.S. parents of 3- to 5-year-olds found that 
17 percent of boys and 16 percent of girls masturbated with 
their hand (de Graaf & Rademakers, 2006). And a survey 
in Finland found that 39 percent of preschool teachers 
reported that children in their group masturbated some- 
times (Cacciatore et al., 2020). These behaviors, then, are 
quite normal and do not indicate pathology. 

Orgasms from self-stimulation are possible even at this 
early age, although before puberty boys are not capable of 
ejaculation. 


Child—Child Encounters 

Infants and young children are very self-centered or ego- 
centric. Even when they seem to be playing with another 
child, they may simply be playing alongside the other 
child, actually in a world all their own. 

By the age of 4 or 5, though, children have become 
more social and some sexual play occurs. Boys and girls 
may hug each other or hold hands in imitation of adults. 
“Playing doctor” can be a popular game at this age. 
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Figure 2 Between the ages of 3 and 7 there is a 
marked increase in sexual interest. 


Kuttig - Travel - 2/Alamy Stock Photo 


Research indicates that roughly 25 to 50 percent of chil- 
dren engage in this type of play (de Graaf & Rademak- 
ers, 2006). It generally involves no more than exhibiting 
one’s own genitals, looking at those of others, and per- 
haps engaging in a little fondling or touching. One woman 
recalled, 


It was at the age of 5 that I, along with my three friends 
who were sisters and lived next door, first viewed the gen- 
itals of a boy. They had a male cousin who came to visit 
and we all ended up behind the furnace playing doctor. 
No matter what he would say his symptoms were, we were 
so fascinated with his penis that it was always the center 
of our examinations. I remember giggling as I punched 
it and dunking it in some red food-colored water that we 
were using for medicine. This seemed to give him great 
enjoyment. One girl put hand lotion and a bandage on 
his penis and in the process he had an erection. We 
asked him to do it again, but their [sic] was no such luck. 
(Martinson, 1994, p. 37) 


Some children first learn about heterosexual behavior 
by seeing or hearing their parents engaging in sexual inter- 
course, that is, witnessing the primal scene. Freud believed 
that this experience could inhibit the child’s subsequent 
psychosexual development. What little data we have, 
though, suggest that the experience is not damaging. In 
surveys, about 20 percent of middle-class parents report 
that their child observed them when the child was 4 to 6 
years of age, typically as a result of accidentally entering 
the parents’ room. Parents report reactions such as curi- 
osity (“Why are you bobbing up and down?”), amusement 
and giggling, or embarrassment and closing the door 
(Okami, 1995). 


Sexual Knowledge and Interests 

In the preschool years, children become interested in sexu- 
ality and begin to develop a simple understanding of some 
aspects of sexuality, although their knowledge is typically 


vague. For example, preschoolers are often interested in 
viewing people nude, and they may touch their mother’s 
or other women’s breasts (de Graaf & Rademakers, 2011; 
Kenny & Wurtele, 2013). They become interested in dif- 
ferent postures for urinating, and girls attempt to urinate 
while standing, just like boys. Children at this age are very 
affectionate and enjoy hugging and kissing their parents. 
They may even propose marriage to the parent of the 
other gender. 

In one study in Germany, the researcher interviewed 
children between the ages of 2 and 6 about their sexual 
knowledge (Volbert, 2000). When the children were shown 
a drawing of an unclothed child or adult, all 3- and 4-year- 
olds correctly identified whether it was male or female, but 
when asked to explain why, they generally gave answers 
based on characteristics such as hair. The 5- and 6-year-olds 
provided explanations based on the genitals. By age 4, 
80 percent of the children knew some term for the genitals. 

By about the age of 5, children have formed a concept of 
marriage—or at least of its nongenital aspects. They say that 
a member of the other gender is the appropriate marriage 
partner, and they are committed to marrying when they get 
older. They practice marriage roles as they “play house.” 

A study at Danish preschools indicated that, in previ- 
ous decades, attitudes were tolerant toward nudity—such 
as swimming in the nude—and doctor games (Leander 
et al., 2018). More recently, though, in the wake of con- 
cerns about child sexual abuse, children’s behavior has 
been more restricted. For example, they must wear swim- 
suits for swimming. As one center director commented, 


When adults make rules for children’s natural curiosity 
about examining each other’s bodies, we send the mes- 
sage that something is wrong about that. That doesn’t 
make the curiosity disappear, but it connects it to shame. 
It sometimes seems as though children are more affected 
by shame owing to our rules, than by any transgression of 
each other’s boundaries. (pp. 870-871) 


It is important to remember that children’s sex play at 
this age is motivated largely by curiosity and is part of the 
general learning experiences of childhood. 


Knowledge about Gender 

By about 2 years of age children know what gender they 
are—the first step in developing a gender identity. Aware- 
ness of being male or female motivates them to be like 
other members of that group (Martin & Ruble, 2010). 
They know that they are like the parent of the same gen- 
der and different from both the parent of the other gender 
and other children of the other gender. At ages 4 to 6, 
ideas about gender are very rigid, as reflected in the open- 
ing vignette. As children gain experience, these gender 
beliefs become more flexible (Martin & Ruble, 2004). As 
noted, 3- and 4-year-olds typically do not understand the 
genital differences between males and females, but they 
acquire this knowledge by 5 or 6. 
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Some children, perhaps | percent, do not identify with 
the gender assigned to them at birth. These children begin 
to exhibit cross-gender behavior (Minter, 2012), wanting 
to dress, play, and be referred to or named in gender- 
atypical ways. These behaviors may be evident as early as 
age 2. The child’s behavior may range from tentative and 
playful to habitual and insistent, both inside and outside 
the home. Depending on the circumstances, some chil- 
dren socially transition to the other gender (Fast & Olson, 
2018). Children who are adamant about their gender- 
atypical identification may be taken or referred to a cli- 
nician and be identified as experiencing gender dysphoria 
(see the chapter “Gender and Sexuality”). 


——E————————————————————————— 
Childhood (5 to 11 Years) 


Freud used the term /atency to refer to the period of child- 
hood following the resolution of the Oedipus complex. He 
believed that the sexual urges go “underground” during 
latency and are not expressed. The evidence indicates, 
however, that Freud was wrong and that children’s inter- 
est in and expression of sexuality remain lively throughout 
this period. For many, sexual awakening does not occur 
until adolescence, but for others it is a very real and poi- 
gnant part of childhood. 

Adrenarche, the maturation of the adrenal glands, 
occurs around 8 to 10 years of age (as early as 6 for some) 
and leads to increased levels of androgens in both boys 
and girls (Rosenfield, 2021). In short, some sex hormone 
action occurs in childhood, well before adolescence. 
Across several studies of adolescents and adults, the aver- 
age age at which participants recalled first experiencing 
sexual attraction to another person was at age 10, probably 
linked to adrenarche and the rise in androgens (Lamb & 
Plocha, 2014; McClintock & Herdt, 1996). 


Masturbation 

During childhood, more and more children gain expe- 
rience with masturbation. About 40 percent of college 
students recall masturbating before puberty (Bancroft 
et al., 2003). Generally boys start masturbating earlier 
than girls, a trend that is even more pronounced in ado- 
lescence. About 40 percent of boys and 20 percent of girls 
report orgasms from masturbation by age 12 (Larsson & 
Svedin, 2002). 


Adrenarche: In childhood, the matu- 
ration of the adrenal glands, resulting 
in increased secretion of androgens. 
Gender-segregated social organiza- 


tion: A form of social organization in 
which boys play and associate with 
other boys, and girls play and asso- 
ciate with other girls; that is, the gen- 
ders are separate from each other. 


Boys and girls tend to learn 
about masturbation in different 
ways. Typically boys are told about 
it by their male peers, they see their 
peers doing it, or they read about 
it; girls most frequently learn about 
masturbation through accidental 
self-discovery (Langfeldt, 1981). 


Heterosexual Behavior 

There is generally little heterosexual behavior during 
childhood, mainly because boys and girls divide them- 
selves into groups rigidly by gender. However, children 
commonly hear about heterosexual intercourse for the 
first time during this period. For example, in a sample of 
adult women, 61 percent recalled having learned about 
intercourse by age 12 (Wyatt et al., 1988). Children’s reac- 
tions to this new information are an amusing combination 
of shock and disbelief—particularly disbelief that their par- 
ents would do such a thing. A college woman recalled, 


One of my girlfriends told me about sexual intercourse. It 
was one of the biggest shocks of my life. She took me aside 
one day, and I could tell she was in great distress. I thought 
that she was going to tell me about menstruation, so I said 
that I already knew, and she said, “No, this is worse!” Her 
description went like this: “A guy puts his thing up a girl’s 
hole, and she has a baby.” The hole was, to us, the anus, 
because we did not even know about the vagina and we 
knew that the urethra was too small. I pictured the act 
as a single, violent and painful stabbing at the anus by 
the penis. Somehow, the idea of a baby was forgotten by 
me. I was horrified and repulsed, and I thought of that 
awful penis I had seen years ago. At first I insisted that it 
wasn’t true, and my friend said she didn’t know for sure, 
but that’s what her cousin told her. But we looked at each 
other, and we knew it was true. We held each other and 
cried. We insisted that “my parents would never do that,” 
and “I'll never let anyone do it to me.” We were frightened, 
sickened, and threatened by the idea of some lusty male 
jabbing at us with his horrid penis. (From a student essay) 


And there is some boy-girl contact. A study of Swedish 
high school seniors asked them to recall consensual child- 
hood sexual experiences with another child (Larsson & 
Svedin, 2002). Eighty percent of them recalled such 
an experience between the ages of 6 and 12, but most 
of this occurred between 11 and 12, the beginning of 
adolescence. Nonetheless, a substantial number (17 to 
44 percent, depending on the behavior) reported kiss- 
ing and hugging, showing their genitals, or another child 
touching their genitals, between ages 6 and 10. 

For some children, heterosexual activity occurs in a 
coercive, incestuous relationship, whether with a sibling, 
parent, stepparent, or other relative. This topic is dis- 
cussed in detail in the chapter “Sexual Coercion.” 


Same-Gender Sexual Behavior 

It is important to understand same-gender sexual activity 
as a normal part of the sexual development of children. 
In childhood, children have a gender-segregated social 
organization. That is, boys play separately from girls, and 
thus children spend most of their time with members of 
their own gender. Some of this social separation is actu- 
ally comical; boys, for example, may be convinced that 
girls have “cooties” and that they must be very careful to 
stay away from them. 
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Given that children are spending time mainly with 
members of their own gender, sexual exploring at this age 
is likely to be with partners of the same gender. These 
activities generally involve masturbation, showing the gen- 
itals, and fondling others’ genitals. Boys, for example, may 
engage in a “circle jerk,” in which they masturbate as a 
team. Girls are less likely to engage in such group activi- 
ties, perhaps because the spectacle of them masturbating 
is not as impressive or perhaps because they already sense 
greater cultural restrictions on their sexuality. Nonethe- 
less, girls have their own behaviors, as reported by one 
team of interviewers: 


Fiona (first grade) said, “Chloe keeps kissing me in 
school! She kissed me on the back of the neck in line 
today.” Chloe said, “I did, like this,” and she crawled over 
to Fiona and kissed her on the back of her neck. Fiona 
said, “See!” Fiona was exasperated by these kisses, but 
she was also amused. Chloe was her best friend. And the 
kissing clearly entertained the whole group. (Myers & 
Raymond, 2010, p. 183) 


A study of lesbian, gay, and bisexual youth found 
that the participants reported their first experience of 
same-gender sexual attraction at age 10 or 11 on average 
(Rosario et al., 1996). This age is comparable to that of 
first experiences of heterosexual attraction. 


Sex Knowledge and Interests 

Children learn very early that male-female pairings are 
the norm. That is, they learn heteronormativity, the belief 
that heterosexuality is the only pattern that is normal 
and natural. Intertwined with this view are beliefs that 
boys and girls are very different from each other, that 
boys should be attracted to girls, and that girls should be 
attracted to boys. A study of girls in kindergarten through 
fifth grade used group interviews, which seem to be good 
for understanding children’s experiences at these ages 
(Myers & Raymond, 2010). The girls’ responses revealed 
well-learned heteronormativity. Even though they were 
initially embarrassed to talk about the topic, the girls 
revealed crushes on boys and then had excited discussions 
of their crushes. They used the term hottie for celebrity 
adolescent boys, such as American Idol contestants, and 
were excited about them as well. Yet, despite all this talk, 
the girls thought that actual behaviors, such as kissing, 
were yucky—“Kissing is gross!” 


The Sexualization of Children 

A major concern of some parents, educators, and research- 
ers is the sexualization of girls and boys in U.S. soci- 
ety. Sexualization, as defined in an authoritative report 
from the American Psychological Association (2007), 
occurs when 


= A person’s value comes only from their sexual appeal 
or behavior. 


= A person is held to a standard that equates physical 
attractiveness with being sexy. 


= A person is sexually objectified. 
= Sexuality is inappropriately imposed on a child. 


One example is beauty pageants for girls, in which 
girls as young as 4 are thrust into elaborate dresses and 
“dolled up” with sexy makeup and pouffy hairdos as they 
compete in a beauty pageant. Another example is sexual 
harassment by peers, which is discussed in more detail in 
the chapter “Sexual Coercion.” Sexualized products are 
involved as well, such as Bratz or Barbie dolls, books, and 
sexy clothing. 

Boys and men are sexualized, too. Elite male athletes, for 
example, are increasingly shown in 


the media with skin exposed or 
in sexy poses (Daniels & Linder, 
2021), and those athletes may be 
idolized by boys. 

One study analyzed the content 
of the 10 most popular TV shows 
for Latina and White girls ages 6 to 


Heteronormativity: The belief that 
heterosexuality is the only pattern 
that is normal and natural. 
Sexualization: A process in which a 
person is valued only for sex appeal 


or behavior; is held to a standard that 
equates physical attractiveness with 
being sexy; is sexually objectified; or 


11 (McDade-Montez et al., 2017). 


on the person. 
A coding of 32 episodes indicated 


Figure 3 The sexualization of children occurs in 
part through cultural messages in sexy clothing and 
sexy dolls. The Bratz dolls are a good example. 


Jill Braaten/McGraw Hill 
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instances of sexualization in every single episode. Female 
characters were more likely to be sexualized than male char- 
acters, with female characters accounting for 72 percent 
of the instances of sexualization. Sexualized clothing was 
the most common form of sexualization; other forms 
included sexualizing comments and body exposure. 

Sexualization also results when girls are treated like 
sexual objects by peers, family, teachers, or other adults. 
As a result of learning to view themselves as sexual objects, 
many girls and women engage in self-sexualization, 
leading them to purchase clothing because it is sexy and 
undergoing cosmetic surgery at a young age (American 
Psychological Association, 2007). 

Experts are concerned that sexualization may lead 
to reduced self-esteem and body dissatisfaction because 
one does not meet the cultural standard of sexy appear- 
ance (Ward, 2016). Cognitive performance, such as 
math performance, can be impaired as well because 
of distracting thoughts resulting from sexualization 
(Gervais et al., 2011). Educational and career aspira- 
tions may be reduced. In adolescence, viewing oneself as 
a sexual object may lead young people to initiate sexual 
activity, to engage in unwanted sexual activity and rela- 
tionships, and to engage in risky sexual behavior such as 
unprotected vaginal intercourse. 

Experts suggest many ways to counteract sexualiza- 
tion (APA, 2007; McDade-Montez et al., 2017). Within 
the schools, we can provide media literacy programs, a 
broader range of athletic opportunities, and comprehen- 
sive sexuality education (see the Epilogue at the end of 
this book). Within the family, parents can watch TV and 
movies and navigate the Internet with their children, shar- 
ing their values about appropriate and inappropriate con- 
tent. Youth can create alternative media including “zines,” 
blogs, and alternative magazines and books. Finally, par- 
ents, educators, and boys and girls can engage in activism 
and resistance, such as campaigning against companies 
that use sexualized images to sell products. 


SSS el 
Adolescence (12 to 18 Years) 


Researchers today define adolescence as more than the 
teenage years. Today it begins at age 11 or 12 and extends 
through the college years, to age 21 or 22 (Steinberg, 
2011). Here we use the category of adolescence for ages 
12 to 18, through the end of high school. Then we devote 
a section to sex during the college years. 

A tension exists in thinking about adolescent sexuality. 
On the one hand, sexuality is a normative part of adoles- 
cent development and it plays an important positive role 
in growth and development (Halpern, 2010; Tolman & 
McClelland, 2011). The last section of this chapter is 
devoted to the ways in which sexuality aids in psycholog- 
ical development. On the other hand, not all adolescent 


sex is good sex. Sometimes the person is too young, or 
the sex is coerced, or the sex is risky and unprotected. 
Quite frankly, researchers have focused much more of 
their energy on the second, negative aspect of adoles- 
cent sexuality than they have on the first, positive aspect. 
They have done so because of the enormous potential 
for negative consequences for the individual, the family, 
and the broader society when adolescent sex goes awry. 
(For an exception, see Smiler et al., 2005.) In this chapter, 
though, we focus mainly on the normative aspects of sex- 
ual development. 

A surge of sexual interest occurs around puberty and 
continues throughout adolescence. This heightened sex- 
uality may be caused by a number of factors, including 
bodily changes and an awareness of them, rises in levels 
of sex hormones, and increased cultural emphasis on sex. 
We can see evidence of this heightened sexuality particu- 
larly in the data on masturbation. But before examining 
those data, let’s consider some theoretical ideas about 
how hormones and social forces might interact as influ- 
ences on adolescent sexuality. 

Udry (1988) proposed a theoretical model that recog- 
nizes that both social factors and biological factors are 
potent in adolescent sexuality. He studied eighth-, ninth-, 
and tenth-graders (13 to 16 years old), measuring their 
hormone levels (testosterone, estrogen, and progester- 
one) and a number of sociological factors (e.g., whether 
they were in an intact family, their parents’ educational 
level, the teenager’s response to a scale measuring sexu- 
ally permissive attitudes, and the teenager’s attachment 
to conventional institutions such as involvement in school 
sports and church attendance). Overall, 35 percent of the 
boys and 14 percent of the girls had engaged in sexual 
intercourse. 

For boys, testosterone levels had a strong relationship 
to sexual activity (including intercourse, masturbation, 
and feeling “turned on”). But sexually permissive atti- 
tudes, a social-psychological variable, were also related to 
sexuality among boys, although they had a smaller effect 
than testosterone did. For girls, there was also a rela- 
tionship between testosterone levels and sexual activity, 
although it was not as strong as the relationship for boys— 
and it was testosterone that was related to sexual activity 
for girls, not estrogen or progesterone. For girls, pubertal 
development (developing a “curvy” figure) had an effect, 
probably by increasing boys’ attention; and the effects 
of testosterone were accentuated among girls in father- 
absent families. Permissive attitudes and church atten- 
dance played a role as well. 

The bottom line in this study is it shows that testos- 
terone level has an impact on the sexuality of adolescent 
boys and girls. Social psychological variables (permissive 
attitudes, father absence for girls, and church attendance) 
then interact with the biological effects, in some cases 
magnifying them (father absence for girls) and in some 
cases suppressing them (church attendance). 


ADOLESCENCE (12 TO 18 YEARS) 


215 


100 — 
8 rr 
x Males 
a 80 - 
ie} 
Qa 
B 60k 
2 
xe) 
40 
% Females 
g 
@ 20 
v 
o 
a | | | | | | 


5 10 15 20 25 30 8635 40 45 50 
Age 


Figure 4 Cumulative incidence of males and 
females who have masturbated to orgasm, accord- 
ing to Kinsey’s data. 


Masturbation 

According to the Kinsey data, there is a sharp increase 
in the incidence of masturbation for boys between the 
ages of 13 and 15, as illustrated in Figure 4. Note that the 
curve is steepest between the ages of 13 and 15, indicat- 
ing that most boys begin masturbating to orgasm during 
that period. By age 15, 82 percent of the boys in Kinsey’s 
study had masturbated. Many girls also begin masturbat- 
ing in adolescence, but note that the curve on the graph 
is flatter for them, indicating that many other girls do not 
begin masturbating until later. The increase in girls’ mas- 
turbation behavior is much more gradual than for boys 
and continues past adolescence. 

More recent studies show similar results (Robbins 
et al., 2010). By age 14, 63 percent of the boys and 
43 percent of the girls had masturbated at least once. By age 
17, the cumulative incidence was 80 and 58, respectively. 


Attitudes toward Masturbation 

Attitudes toward masturbation underwent a dramatic 
change across the 20th century. As a result, adolescents 
today are given much different information about mas- 
turbation than were earlier adolescents, which may affect 
both their behavior and their feelings about masturbation. 
For example, a popular handbook, What a Boy Should 
Know, written in 1913 by two doctors, advised its readers, 


Whenever unnatural emissions are produced . .. the body 
becomes “slack.” A boy will not feel so vigorous and 
springy; he will be more easily tired. . . . He will probably 
look pale and pasty, and he is lucky if he escapes indiges- 
tion and getting his bowels confined, both of which will 
probably give him spots and pimples on his face... . 


The results on the mind are the more severe and more 
easily recognized. ... A boy who practices this habit can 
never be the best that Nature intended him to be. His wits 
are not so sharp. His memory is not so good. His power of 
fixing his attention on whatever he is doing is lessened... . 
A boy like this is a poor thing to look at.... 


The effect of self-abuse on a boy’s character always tends 
to weaken it, and in fact, to make him untrustworthy, 
unreliable, untruthful, and probably even dishonest. 
(Schofield & Vaughan-Jackson, 1913, pp. 30-42) 


Masturbation, in short, was once believed to cause 
everything from warts to insanity.’ 

Attitudes toward masturbation are now considerably 
more positive, and today few people would subscribe to 
notions like those expressed earlier. Indeed, masturbation 
is now recommended as a remedy in sex therapy. As psy- 
chiatrist Thomas Szasz said, the shift in attitudes toward 
masturbation has been so great that in a century it has 
changed from a disease to a form of therapy. 


Same-Gender Sexual Behavior 

According to a well-sampled survey of U.S. high-school 
students, 18 percent of girls and 9 percent of boys have 
had sexual contact with someone of their own gender 
(Raifman et al., 2020). These numbers have increased dra- 
matically since 2009. In terms of identity, 14 percent of 
girls and 7 percent of boys have a non heterosexual iden- 
tity (Phillips et al., 2019). Sexual minority identities are 
less common among White and Asian American youth 
and more common among Indigenous youth (American 
Indian, Alaska Native, Native Hawaiian). 

Experts believe that adolescence is the period during 
which one’s identities develop and become stabilized. As 
noted earlier, sexual minority youth report awareness of 
attraction to persons of the same gender as early as age 
10. The process of self-identification as a sexual minority 
person typically occurs between 14 and 21 (O’Sullivan & 


In case you’re wondering why boys’ advice books were saying such 
awful things, there is an interesting history that produced these pro- 
nouncements (Money, 1987). Swiss physician Simon André Tissot 
(1728-1797) wrote an influential book, Treatise on the Diseases Pro- 
duced by Onanism, taking the term from the biblical story of Onan 
(Genesis 38:9). In this work he articulated a degeneracy theory, in 
which loss of semen was believed to weaken a man’s body; Tissot 
had some very inventive physiological explanations for his idea. 
Benjamin Rush, a famous U.S. physician of the 1800s, was influ- 
enced by Tissot and spread degeneracy theory in the United States. 
The theory became popularized by Sylvester Graham (1794-1851), 
a religious zealot and health reformer, who was a vegetarian and 
whose passion for health foods gave us the names for Graham flour 
and Graham crackers. To be healthy, according to Graham, one 
needed to follow the Graham diet and practice sexual abstinence. 
Then John Harvey Kellogg (1852-1943) of—you guessed 
it—cornflakes fame entered the story. He was an ardent follower of 
Graham and his doctrines of health food and sexual abstinence. 
While experimenting with healthful foods, he invented cornflakes. 
His younger brother, Will Keith Kellogg, thought to add sugar and 
made a fortune. John Harvey Kellogg contributed further to public 
fears about masturbation by writing (during his honeymoon, no 
less) Plain Facts for Old and Young: Embracing the Natural History 
and Hygiene of Organic Life, which provided detailed descriptions 
of the horrible diseases supposedly caused by masturbation. These 
ideas then found their way into the advice books for boys of the 
early 1900s. 
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Milestones in Sex Research 
The Impact of the Media on Adolescent Sexuality 


major developmental task of adolescence is 
learning how to manage physical and emotional 

intimacy in relationships with others. It is not 
surprising, therefore, that adolescents are curious about 
sex and seek information about it. An increasingly import- 
ant source of information is the mass media. How much 
sexual content is there in the mass media? How much are 
adolescents exposed to it? What is the impact of this expo- 
sure on their sexuality? 

Media are a major part of adolescents’ lives. On aver- 
age, teens use screen media about 7.5 hours per day, not 
counting use for schoolwork (Rideout & Robb, 2019). 
Today, watching television on a TV set has been edged 
out by online video viewing, which 69 percent of teens say 
they do every day, compared with 57 percent for TV view- 
ing. By age 12, 69 percent of youth own a smartphone. 
The average age of starting social media use is 14, and 
teens spend about | hour per day on social media. Media 
use differs somewhat by gender; boys are most involved in 
gaming (video games, computer games) whereas girls are 
more involved in social media and reading; and they all 
love online videos. 

In analyzing how much sexual content there is in the 
media, sexual behavior is defined to include talk about 
sex, sexually suggestive behavior, and explicit portrayals 
of sex (Kunkel et al., 2005). Researchers use the method 
of media content analysis (described in the Chapter “Sex 
Research”) to analyze the sexual content in various kinds 
of media. 

In one study, the researchers analyzed the content of 
movies in the category Teen Sex Romps (TSR), which are 
targeted specifically at an audience of adolescents (Alex- 
opoulos & Taylor, 2020). The researchers examined the 
38 top-grossing TSRs and analyzed them by 5-minute seg- 
ments. The results indicated that 31 percent of segments 
contained sexual behavior, averaging about 4 sexual scenes 
per hour. The most commonly shown behavior was physi- 
cal flirting and passionate kissing (shown in 48 percent of 
the sex segments), followed by sexual intercourse strongly 
implied (16 percent) and sexual intercourse depicted 
(16 percent). In short, plenty of sex is shown. 

Adolescents view sexual media for a variety of reasons, 
one being sex education, as they grow up in a culture where 
it is not provided systematically by the schools. They may 
indeed gain some sexual knowledge, but there are pitfalls. 
One is that sexual risk and responsibility are rarely shown. 


For example, in the analysis of Teen Sex Romps described 
above, sexual precautions and sexual risk were mentioned 
in only 7 percent of the segments (Alexopoulos & Taylor, 
2020). Birth control was mentioned or depicted in only 
3 percent of segments, but it was not actually used in most 
of those segments. Risks of sexual behavior (pregnancy 
or acquiring an STI) were mentioned in only 2 percent 
of segments. Movies also do a poor job of showing sexual 
consent (Jozkowski et al., 2019). 

Adolescents have easy access to pornography on the 
Internet. The problem is that much of the information con- 
veyed by pornography is misinformation—that is, informa- 
tion that is directly contradicted by sexual science (Wright 
et al., 2021). These erroneous messages include the follow- 
ing: that women orgasm relatively easily through vaginal 
intercourse, that a man must have a large penis to satisfy 
his partner, and that most women enjoy anal sex. Results 
from a probability sample of U.S. adolescents aged 14-18 
showed that those who had viewed pornography were 
more likely to hold erroneous sexual beliefs than those 
who had not viewed pornography (Wright et al., 2021). 

What effect do sexual portrayals have on adoles- 
cents? Experts say that these portrayals represent sex- 
ual socialization by the media (Wright, 2009). The 
images, dialogue, plots, and characters provide insight 
and instruction into the initiation, nourishment, main- 
tenance, and termination of sexual relationships (Ward 
et al., 2014). Youth may learn scripts that influence their 
later sexual decision making and behavior. For example, 
one team of researchers developed measures of a “het- 
erosexual script” that includes guidelines for men’s and 
women’s behaviors (Aubrey et al., 2020). In this script, 
masculinity is defined, in part, by sexual conquest and 
experience, by taking the initiative in relationships and 
aggressively seeking sex, and by limiting emotional com- 
mitment. The script defines femininity as being chaste yet 
seductive, setting sexual limits, attaining power and status 
by sexually objectifying oneself, and by seeking commit- 
ment. The researchers’ analysis of programming aimed at 
tweens, teens, or young adults, from broadcast networks, 
cable networks, and streaming platforms, found nearly 7 
instances of sexual content (talk or behavior) per episode 
(Aubrey et al., 2020). 

One college student, recalling his first intercourse, 
described it in relation to media portrayals: 

Interviewer: What were you thinking at the time? 
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Michael: When I had sex with her? “Let’s see if this is 
really as good as everyone says.” And it wasn’t. It was 
pretty bad actually. Just because there was like, no love, 
no passion, she wasn’t like I thought she’d be. You 
know, you always have these sexual fantasy ideas—the 
movies, the magazines—you see all this stuff and you’re 
like “Oh yeah! This is the way it is!” And then in real life 
it’s like . . . It was just not a good experience. (Albanesi, 
2010, p. 124) 


At the top of adolescents’ list of media use is listening 
to music—audio music or music videos—on any number of 
devices, including smartphones (Rideout & Robb, 2019). 
Popular music is increasingly sexualized, and one-third 
of popular songs contain explicit sexual content, two- 
thirds of which is degrading (Wright & Centeno, 2018). 
According to a meta-analysis, adolescents’ exposure to 
sexual content in music is significantly correlated with 
both sexual attitudes (r = 0.24) and sexual behaviors 
(r = 0.22) (Wright & Centeno, 2018). That finding is 
based on averages over correlational, longitudinal, and 
experimental research designs (discussed below). As cor- 
relations go, those are medium-sized ones, indicating that 
there is a relationship between exposure to sexual content 
in music and adolescents’ sexual attitudes and behaviors. 
And, of course, music is only one of many media influ- 
ences on adolescents’ sexuality. 

Another meta-analysis, pooling across multiple types 
of media, also found significant correlations between 
sexual media exposure and sexual attitudes and behav- 
iors (Coyne et al., 2019). Yet another meta-analysis 
found a significant correlation between exposure to 
violent porn and acceptance of rape myths (Hedrick, 
2021). You get the picture—there is little doubt that the 
relationship is there. Of course, as we noted in the chap- 
ter “Sex Research,” we should not make causal infer- 
ences from correlational data. We cannot conclude, for 
example, that use of sexually explicit materials caused 
less sexual satisfaction. Therefore, researchers have 
turned to other designs to test the effects of the media 


Thompson, 2014) and occurs at somewhat younger ages 
for boys. 

Many sexual minority adolescents experience prej- 
udice and rejection within their families or their school 
(Saewyc, 2011). Calling someone gay is a common form 
of peer harassment in middle school and high school. 
Nonetheless, most sexual minority youth successfully 
navigate these difficulties and emerge at the end of ado- 
lescence with well-being comparable to their heterosexual 


on sexuality—in particular, longitudinal designs and 
experimental designs. 

Several longitudinal studies have assessed adoles- 
cents’ TV viewing or viewing of sexually explicit Internet 
material at one time (baseline), and then followed them 
a year or more later to measure changes in their sexual 
behavior (Ashby et al., 2006; Bleakley et al., 2008; Brown 
et al., 2006; Collins et al., 2004; O’Hara et al., 2012; 
Vandenbosch & van Oosten, 2018). Youth who view 
more sexual content at baseline are more likely to prog- 
ress to more advanced sexual activities and to engage 
in first intercourse in the following year. Research- 
ers believe that this occurs for two reasons (Brown & 
Bobkowski, 2011). First, exposure to the media content 
may increase viewers’ sense of self-efficacy for engag- 
ing in sexual behavior—that is, it helps them figure out 
what to do and feel confident about doing it. Second, 
the media portrayals may arouse viewers sexually so that 
they want to engage in sexual behavior. 

Experiments, too, indicate that the media have an 
impact on sexual attitudes and behavior. For example, 
male undergraduates viewed either (1) a music video 
showing a highly sexually objectified female artist (e.g., 
Beyoncé) or (2) a music video showing a female artist 
who was not sexually objectified (e.g., Kelly Clarkson) 
(Aubrey et al., 2011). Afterward, the men in group (1) 
scored significantly higher on a measure of adversarial 
sexual beliefs (e.g., “Most women are sly and manipulat- 
ing when they are out to attract a man”). 

The evidence is strong that media portrayals have an 
important impact on adolescents’ sexual knowledge, atti- 
tudes, and behavior (Wright, 2011). Adolescents report that 
the media are an important source of their knowledge. The 
problem lies in the fact that these portrayals are often erro- 
neous or unrealistic or link sex with aggression. It is unfor- 
tunate that the media have generally not taken advantage 
of their opportunity to provide positive sexuality education. 


peers (Saewyc, 2011). Research does show that, in school 
districts that have antibullying policies that specifically 
prohibit bullying on the basis of sexual orientation, gen- 
der identity, and gender expression (SOGIE), LGBT stu- 
dents report less victimization (Kull et al., 2016). These 
policies, then, seem to be helpful. 

Adolescence is also the period during which gender 
identity, one’s sense of being male, female, or in some 
other gender category, undergoes substantial development 
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(Steensma et al., 2013). Several experiences in late child- 
hood/early adolescence may intensify concerns about 
one’s gender, including the maturation of the sexual parts 
of the body associated with puberty, intensified cultural 
and peer pressure to conform to gender-role norms, and 
increased time spent in gendered social contexts. These 
may encourage the adolescent to explore the possibility 
that they are trans people or nonbinary, two identities 
that are much more available today than they were even 
a decade ago. 


Heterosexual Behavior 

In middle and late adolescence, more and more young 
people engage in heterosexual sex, with more and more 
frequency. Thus heterosexual behavior gains prominence 
and becomes the major sexual outlet. 

Generally there is a progression beginning with kiss- 
ing, then petting, moving on to oral sex, and then to 
penis-in-vagina intercourse (de Graaf et al., 2009). To use 
terminology introduced in the chapter “Theoretical Per- 
spectives on Sexuality,” these behaviors tend to follow a 
sexual script. Variations on the normative sequence can 
occur based on factors such as social class and ethnic- 
ity. Initially there were claims that most of the oral sex 
involved girls “servicing” boys; however, research indi- 
cates a general pattern of gender equality in giving and 
receiving oral sex (Tolman & McClelland, 2011). 

Data on the percentage of high school students 
between the ages of 15 and 19 who have engaged in sex- 
ual intercourse are shown in Table 1. Overall, somewhat 
less than half have done so, and the percentages are essen- 
tially the same for boys and girls. The percentages are also 
down slightly from the 1990s, as part of a trend for more 
adolescents to delay intercourse. 

When high school students who have never engaged 
in intercourse are asked the main reason why, the top 
answers for both girls and boys are: against my religion or 
morals, don’t want to get pregnant, and haven’t found the 
right person yet (Abma et al., 2017). Not wanting to get 
an STD comes in a distant fourth, revealing a poor under- 
standing of the actual risks. 


Table 1 Percentage of High School Students 


Who Have Engaged in Intercourse 
(National Survey of Family Growth) 


Year Females 15-19 Males 15-19 
1995 49% 55% 
2002 46 46 
2019 41 40 


Sources: CDC (2008, 2009, 2021d). 


Adolescents also have a variety of reasons for engaging 
in intercourse. These include relationship goals such as 
increased intimacy, sexual pleasure (let’s not forget that 
one!), and increased social status (Ott et al., 2006). 

First intercourse is a momentous experience for many 
people. In many cultures, it is a symbol of having reached 
(reproductive) adulthood. In U.S. culture, it may also be 
a symbol of the young person’s attractiveness and popu- 
larity. Generally men report more pleasure in first inter- 
course than women do (Boydell et al., 2021). Over the 
last three decades, men and women have converged some- 
what in their reactions, with pleasure increasing and guilt 
decreasing for women (Sprecher, 2014). Using data from 
undergraduates, researchers found that an experience that 
was intentional (not spontaneous), involving people who 
were less committed to “traditional” gender roles (more 
committed to mutual pleasure?), and more satisfied with 
their bodies produced more positive emotions (Smiler 
et al., 2005). Other research using an undergraduate sam- 
ple found that people who reported a more positive first 
experience were more emotionally and physically satisfied 
with their current sexual relationships, up to 7 years later 
(Smith & Shaffer, 2013). These data suggest that carefully 
selecting the partner and setting for one’s first experience 
will have more favorable long-term outcomes. 

Patterns of adolescent sexuality differ substantially 
in different cultures around the world, as the data in 
Table 2 indicate. Most of the data were collected by the 
Demographic and Health Surveys Program, which admin- 
isters the same questions to people in different nations 


Figure 5 Group dating, heterosexual parties, and 
hanging out emerge during early adolescence, and 
may include making out. 


Greg Ceo/The Image Bank/Getty Images 
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Figure 6 In South American nations, the per- 
centage of unmarried young women who engage 
in premarital intercourse is lower than in the United 
States, owing to the strong influence of the Catholic 
Church. 


Photodisc/Getty Images 


(Wellings et al., 2006). Two interesting points emerge. 
First, the percentage of girls who report intercourse 
is lower in Latin American countries than in African 
nations, due partly to the greater influence of the Cath- 
olic Church in Latin America. Second, there is variation 
across nations in the average age of first intercourse; it 
ranges from 15.5 to 18.5 across the countries listed. 

In many countries around the world, the incidence of 
sexual intercourse in adolescence has risen in the last sev- 
eral decades. Around the globe, especially where modern- 
ization has been rapid, adolescents are less and less under 
the influence of family, community, and religion, and 
more and more responsive to peers and the mass media. 


Too Early Sex 

Although sex is a normative part of adolescent devel- 
opment, sometimes sex occurs too early. In fact, in the 
United States, 6 percent of adolescents have sex before 
age 13 (Eaton et al., 2012). Experts agree that sex at age 
15 or earlier is “early” sex and that it carries a number 
of risks (Price & Hyde, 2009). Those who engage in 
intercourse early are more likely not to use a condom 
and to have sex with more than one partner. The result is 


Table 2 A Global Perspective on 


Intercourse for Girls in 
Adolescence 


Percent Having 
Sexual Inter- 
course before 


Median Age 
of First Coitus 


Country Age 15 Years* (Years)* 
Africa 
Cameroon 30.7 (5115) 
Kenya I) W735 
Nigeria 39.4 5s5) 
Tanzania S36) 16.5 
Zambia 22.9 16.5 
Central America 
Haiti 10.9 18.5 
Nicaragua 4I7/ Wd 
South America 
Bolivia 2 S25) 
Brazil 8.8 StS 
United States 12.6 47/5) 


*These data are for women born between 1964 and 1968 
(in each country). These data are for all women, so some of 
the women were married when they first engaged in coitus. 


Source: Wellings et al., 2006. 


increased risk for teen pregnancies (see Milestones in Sex 
Research: Teen Pregnancy and Parenthood) and sexually 
transmitted infections. 

Factors that predict engaging in early sex include the 
following: (1) living with other than both biological par- 
ents, (2) less parental monitoring, (3) parents with less 
education, (4) poor relationship with parents, (5) more 
advanced physical development, (6) more involvement in 
dating, (7) more television viewing, and (8) more permis- 
sive attitudes about sexual intercourse (Astle et al., 2020; 
Kaestle et al., 2021; Price & Hyde, 2009). These same 
factors also tend to predict a higher number of sexual 
partners (Lansford et al., 2010). 

One college woman, reflecting on her decision to have 
sex at age 14, said this: 


Interviewer: And in junior high? What did you think 
about sex before you had sex? 


Shari: I didn’t like it much. It was more about feeling 
grown up and stuff. Plus everyone was doing it. Plus if I 
did it early maybe it would be better. 


Interviewer: Why would it be better? 


Shari: Because of all of my friends I would be the /irst 
one, so it would be kinda cool. That’s what I thought. 


Interviewer: So did you decide beforehand . . . or was it 
just something that happened? 


Shari: I decided beforehand. (Albanesi, 2010, p. 23) 


Research using the Add Health longitudinal data com- 
pared people whose first intercourse experience occurred 
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Sexting: Sending sexually charged 


messages or images by cell phone or 
other electronic media. 


early (age 14 or younger) with people who were on time 
(15 to 19) or later (20 or older) (Harden, 2012). Both 
males and females who had early sex were more likely to 
cohabit and reported an increased number of premarital 
partners (considered a measure of “risky sex”). Females 
who reported early sex were less likely to be married 10 
to 12 years later. 


Romantic Relationships 

Adolescent sexual activity often occurs within the context 
of a romantic relationship (Giordano et al., 2010; Vasi- 
lenko et al., 2016). More than half of U.S. teens say that 
they have had a special romantic relationship in the past 
18 months (Carver et al., 2003). 

Experts believe that these relationships can contrib- 
ute to psychological development, but they can also have 
negative outcomes such as dating violence (Collins et al., 
2009). Low-quality relationships are characterized by 
antagonism, high levels of conflict, and controlling behav- 
ior; they have been linked to lower academic performance 
and poor emotional health. High-quality relationships are 
marked by qualities such as supportiveness and emotional 
intimacy, and relationships such as these can contribute 
to an adolescent’s feelings of self-worth. 

Adolescent relationships provide the context in which 
the individual develops the skills and learns the scripts 
needed to sustain long-term intimate relationships 
(O’Sullivan & Meyer-Bahlburg, 2003). Relationships 
with romantic partners provide opportunities to explore 
identity, develop future goals, learn communication and 
conflict resolution skills, and learn how to enhance inti- 
macy and sexuality. On the negative side, these relation- 
ships increase the likelihood of experiencing negative 
emotions—anxiety, jealousy, and depression, perhaps 
increasing the risk of suicide (Kerpelman, 2014). 
Research indicates that the process begins, around ages 
9 to 12, with a first boyfriend or girlfriend; often there 
is little direct interaction between the two, but the rela- 
tionship does provide an opportunity to play an “adult” 
role. Later comes group dating and perhaps mixed- 
gender social events at school. These situations provide 
an opportunity for conversation and for peers to observe 
and instruct the person in sexual scripts. In mid to late 
adolescence, youth begin to spend time in mixed-gender, 
unsupervised interaction, which provides an opportunity 
for more sexual expression. 

We can apply symbolic interaction theory, explained 
in the chapter “Theoretical Perspectives on Sexuality,” 
to understanding adolescents’ romantic relationships 
(Giordano et al., 2010). The meaning of an adolescent 
romantic relationship to the individuals depends very 
much on the communication 
between them. Intimate - self- 
disclosure (see the chapter “Attrac- 
tion, Love, and Communication”) 


heightens feelings of emotional intimacy, for example. 
Power dynamics can be involved as well, as the romantic 
partner becomes an important influence on behavior and 
attitudes. 


Internet Use, Risk, and Sexting 

As we noted above, adolescence is the time when most 
young people are learning about their bodies and sexuality 
and developing their gender and sexual identities (Smahel & 
Subrahmanyam, 2014). New technologies have had a 
major impact on the ways in which these developments 
occur. A study by the Pew Research Center of teens and 
social media revealed the following findings (Anderson & 
Jiang, 2018): 


1. Forty-five percent report that they are online “almost 
constantly.” 


2. The most popular online platforms among teens are 
YouTube (85 percent use it), Instagram (72 percent), 
Snapchat (69 percent), and Facebook (51 percent). 


3. Teens report positive effects of social media; the main 
advantage to them is making it easy to keep in touch 
with others. 


4. Teens report negative effects, especially online bully- 
ing. Some also feel that social media harm relation- 
ships and create less meaningful human interactions. 


Some researchers note that social networking sites 
primarily display visual images, leading users to focus 
on their own and others’ physical appearance (Trekels 
et al., 2018). There is also a trend toward posting increas- 
ingly sexualized photos. One study found that 52 percent 
of teens’ profile pictures displayed seductive behavior 
(Kapidzic & Herring, 2015). 

Sexting, the sending of sexually charged messages 
or images by cell phone or other electronic media, has 
gained national attention. A study of a probability sample 
of Los Angeles high school students found that 17 per- 
cent had both sent and received sexts, and an additional 


Figure 7 Sexting. 


Paul Viant/Photographer's Choice/Getty Images 
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Teen Pregnancy and Parenthood Se 


teenagers between the ages of 15 and 19 gave 

birth (Martin et al., 2021). The teen birth rate 
has been falling steadily since a peak in 1991, when it was 
about four times higher. The decline in the teen birth rate 
is good news. The bad news is that teen pregnancy and 
birth are still a terribly difficult situation for the girl and 
her family. 

Experts believe that the decline in teen pregnancy 
rates is due to two factors: increases in teens’ use of highly 
effective contraceptives, especially LARC (see the chap- 
ter “Contraception and Abortion”), and increases in teen 
pregnancy prevention programs (Hamilton & Matthew, 
2016). Despite these positive trends, the U.S. teen preg- 
nancy rate is one of the highest among developed nations 
(Mollborn, 2017). 

Why is teenage pregnancy such a problem? First, if a 
birth results, it is likely that the child will be raised for 
at least a few years by a single mother who is too young 
for the responsibility. Second, teen childbearing is asso- 
ciated with adverse economic conditions; teenagers who 
give birth are much more likely to live in a low-income 
family. Poverty and high rates of unemployment in poor 
neighborhoods lower young people’s educational and 
occupational aspirations. Girls growing up in these cir- 
cumstances perceive a greater likelihood that they will 
have a nonmarital birth while they are young. Third, the 
pregnancy and birth often interfere with the mother’s 
schooling so that she may not complete high school, or 
does not go on to get the training necessary for a good job 
so that she can support herself and her child. 

Sociologist Frank Furstenberg and his colleagues 
(1987) conducted the classic study of teenage childbear- 
ing, which gave essential information on its effects on the 
mother and her child. The study is particularly impressive 
because it followed up the women and their children 17 
years after the women were initially interviewed while 
pregnant. There were approximately 400 respondents, all 
of them initially residing in Baltimore, and most of them 
Black. 

Furstenberg concluded that although there are many 
negative consequences to teenage childbearing, they have 
been exaggerated, and insufficient attention has been paid 
to the women who, despite the odds against them, man- 
age to cope with adversity and to succeed. 

The study shows clearly that there is great diversity 
in the outcomes for adolescent mothers. Some remain 


ae) n the United States in 2019, roughly 172,000 


_ 
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Figure 8 Animportant factor in life success for a 
pregnant teenager is the existence of special pro- 
grams that allow her to complete high school. 


Chris Rout/Alamy Stock Photo 


locked in poverty for the rest of their lives, whereas oth- 
ers manage to succeed despite their circumstances. The 
most important factor is differential resources. Girls with 
better-educated parents who have more income tend to 
do better because they have more resources on which to 
draw. The second most important factor is competence 
and motivation. The girls who were doing well in school 
at the time of their pregnancy and had high educational 
aspirations were more likely to do well following the birth. 
A third factor is intervention programs such as special 
schools for pregnant teenagers and hospital intervention 
programs. When those programs are successful, they help 
the girls complete high school and postpone other births. 

Research based on the well-sampled National Longi- 
tudinal Survey of Youth (NLSY) indicates that, indeed, 
teen pregnancy has negative effects on whether the stu- 
dent graduates from high school (Diaz & Fiel, 2016). 
Surprisingly, though, teen pregnancy has little effect on 
college attendance. Perhaps highly motivated teen moth- 
ers get a GED and move on to college despite the less 
than ideal circumstances. 

The data from the NLSY indicate that there is great 
variability in outcomes for different groups of women 
(Diaz & Fiel, 2016). Here the results are surprising too. 
Teen pregnancy has the most negative effects on college 
completion for girls from more advantaged families whose 
parents have more education. This may be because these 
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Moral panic: An extreme social 
response to the belief that the moral 


condition of society is deteriorating at 
a rapid pace. 


girls have more to lose (they almost certainly would have 
gone to college) and because teen pregnancy is more stig- 
matized in those families. Girls from lower-income fami- 
lies may benefit from more social support in families and 
neighborhoods where teen pregnancy is more common. 

That said, teen motherhood and poverty are closely 
linked. For example, 56 percent of infants who live in pov- 
erty have teen mothers (Mollborn, 2017). Teen mother- 
hood has consequences not only for the mother but for 
her child as well. 

Nonetheless, teen pregnancy and childbearing will con- 
tinue. What are the best strategies for addressing the prob- 
lems it creates? Two factors critical to success are finishing 


24 percent had only received sexts (Rice et al., 2018). 
Thus sexting is common, but the majority of adolescents 
do not engage in it. In this study, having engaged in sexual 
intercourse and in unprotected sex were associated with 
texting overuse, defined as 300 or more texts sent per day. 

The consequences can be serious for those who do 
engage in sexting. Federal law defines nude photos and 
videos of persons under 18 as child pornography. A per- 
son who produces such images or transmits them is man- 
ufacturing and distributing child pornography, which is 
generally a felony. The person who receives such images 
is guilty of possessing child pornography, which is also a 
crime. For example, in 2018 a 14-year-old Minnesota girl 
was charged with felony distribution of child pornogra- 
phy for sending an explicit Snapchat of herself to a boy 
she liked (Nelson, 2018). If convicted, it could kill her 
chances for college and some careers, even though the rel- 
evant Minnesota law is intended to protect minors. 

When stories about incidents of sexting became pub- 
lic, the phenomenon quickly became the subject of a 
media circus. Here are a few of the headlines/story lines: 


®™ Sexting and Sex Go Hand in Hand for Middle School- 
ers (US News and World Report, 2014) 


= Sexting is the new “first base” for teens (CBS News, 
2014) 


= 2 middle school students charged in ‘sexting,’ child 
porn scandal (Chicago Tribune, 2014) 


=™ Sexting, Shame and Suicide (Rolling Stone, 2013). 


Most major media outlets publish or broadcast sensa- 
tionalized stories based on one or two incidents, some- 
times citing questionable survey 
results to enhance the apparent 
magnitude of the problem (Best 
& Bogle, 2014). Note some of 
the red flag terms used in the 


high school (and preferably going on to even more educa- 
tion) and postponing other births. Social programs must 
assist adolescent mothers in finishing high school (includ- 
ing special schools for pregnant teenagers and child care 
for mothers while attending school). Information on and 
access to contraception is essential. Programs such as 
Head Start that help prepare the children of teen mothers 
for school are critical, because those children are at higher 
risk for academic difficulties. Others argue that the real 
problem is poverty in the United States, and that the best 
strategy would be to work toward eradicating poverty. 


oe ”» 


headlines: “sex,” “child porn,” “suicide.” The result is 
increasing public concern, leading to school administra- 
tors, law enforcement officials, and politicians weighing 
in on the latest threat to children and youth. The result 
is a moral panic, an extreme social response to the belief 
that the moral condition of society is deteriorating at a 
rapid pace (Crossman, 2015). Moral panics lead to all 
sorts of new regulations and laws, often duplicating or 
fine-tuning ones that already exist. They may also result in 
cash-strapped school boards and legislatures authorizing 
millions of dollars for new and often untested “preven- 
tion” programs. 

Notice that all of the media quotations about sexting 
are from 2014, which was the height of the moral panic. 
Since then, sexting has become normalized, and helpful 
tips for better sexting can be found on the websites of 
Cosmo and Glamour. Nonetheless, the concerns described 
earlier—violation of federal law about child pornography 
and the potential for bullying by sext—remain real. 


Risky Sex and the Adolescent Brain 

Why do adolescents engage in risky sexual behaviors, 
such as sex without a condom or sex when they’re too 
young? Brain researchers believe that it has a lot to do 
with the uneven pace of brain maturation across adoles- 
cence (Casey et al., 2011; Crone & Dahl, 2012). 

Here’s the issue. In adolescence, areas of the brain that 
have to do with emotion (the amygdala) and seeking feel- 
good rewards (the ventral striatum) develop earlier than 
areas of the brain that have to do with impulse control 
(the prefrontal cortex). This pattern of brain development 
leads to a period when teens are more driven by emotion 
and reward-seeking, especially in a group with their peers, 
with less effective control over these impulses. This pat- 
tern of brain development has its good points, because it 
leads teens to be more open to new experiences and may 
help them to find new strategies in life (Galvan, 2021). 


THE COLLEGE YEARS 
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But it can also make them vulnerable to peer pressure and 
lead them to engage in risky behaviors that have negative 
consequences. 


EeESS—_—_______h___ 7 
The College Years 


As noted earlier, adolescence researchers now classify 
traditional-age college students (ages 19 to 22) as adoles- 
cents, although some refer to them as emerging adults. 
Whatever the terminology, the college years are now seen 
by students as a time for sexual experimenting with little 
or no responsibility (Bogle, 2008). Adult commitments 
are seen as being a long way away in the future. Almost 
all of the research on the sexual behavior of people in this 
age range has been conducted with college students, so we 
know little about the non college population. 


Masturbation 
Typically about 98 percent of the men and 80 percent of 
the women in my undergraduate human sexuality classes 
report that they masturbate. These numbers may be a bit 
higher than one would see in the general college popu- 
lation because students who choose to take a sex course 
tend to be somewhat more sexually liberal than average. 
Nonetheless, it seems likely that almost all college men 
and the great majority of college women do masturbate. 
College students report that they have learned that 
masturbation is somewhat taboo, yet at the same time 
it is a source of great pleasure (Kaestle & Allen, 2011). 
Most men resolve this contradiction in favor of plea- 
sure, whereas women are more likely to struggle with the 
contradiction. 


Patterns of Heterosexual Behavior 

One study of entering college students found that, the 
summer before starting college, 44 percent had already 
engaged in intercourse (Patrick & Lee, 2010). An addi- 
tional 11 percent began engaging in intercourse over the 
next six months, and 48 percent still had not engaged 
in intercourse six months into college. Another study 
showed that, by ages 20 to 24, 85 percent have engaged in 
sexual intercourse (Chandra et al., 2011). 

Research shows that there is more than one pattern 
of sexuality among college students. One study aimed 
at characterizing these different patterns in a sample of 
20- to 21-year-olds, 69 percent of whom were attending 
college and the remainder of whom were not (McGuire 
& Barber, 2010). At that point, 8 percent were married 
and an additional 8 percent were engaged or cohabiting; 
12 percent had children. Eighty-six percent had engaged 
in sexual intercourse. Those who were sexually active fell 
into several distinct clusters. One group was called Active 
Unprotected—they had a relatively high frequency of sex 


and were moderately satisfied with their sex lives, but they 
did not practice safe sex. The Satisfied group was very 
satisfied with their sex life, while placing low importance 
on having regular sex; they also scored high in risk reduc- 
tion, both in terms of contraceptive use and limiting their 
number of partners. Those in the Inactive group had a low 
frequency of sex and gave low ratings to the importance of 
a sexual relationship, but their satisfaction was also low. 
The Pressured group reported more frequently being pres- 
sured or coerced into sex, and their satisfaction was low. 
The stories we hear in the mass media tend to character- 
ize all college students as alike in their sex lives—as happy 
hooker-uppers. Certainly there is a hookup culture at 
most colleges today, but this study shows how very diverse 
the patterns of sexuality can be for people of this age. 


Casual Sex 
Young adults have engaged in casual sex for decades. In 
recent years, the term “hooking up” has come to be used 
for it. Hooking up is a broad term referring to a sexual 
encounter that involves people who are strangers or brief 
acquaintances, without an expectation of forming a com- 
mitted relationship. Research asking students what hap- 
pens when they “hook up” finds that their behavior may 
range from making out to oral sex or intercourse (Bogle, 
2008; Heldman & Wade, 2010). In one study, 60 percent 
of White college students reported hooking up in the past 
year, compared to only 30 to 40 percent of students of 
color (Owen et al., 2010). 

An unfortunate reality is that much hookup sex is bad 
sex, whether because it is not pleasurable or because it is 
coercive (Heldman & Wade, 2010). In one study of col- 
lege students, 78 percent of coerced sex occurred while 
hooking up (Flak et al., 2007). Another factor contribut- 
ing to the bad sex is that there is an “orgasm gap,” with 
women being much less likely to orgasm in such encoun- 
ters than men are. Happily, though, women of the same 
age are much more likely to have orgasms when the sex 
occurs in the context of a committed relationship (Arm- 
strong et al., 2012). In addition, women often appreciate 
receiving a bit of cunnilingus, but it is not part of the 
hookup script—although it is part of the script in commit- 
ted relationships (Backstrom et al., 2012). 

Hookups typically occur in the context of college 
parties, whether Greek, residence-hall, or off-campus 
(Bersamin et al., 2012). Alcohol use is frequently associ- 
ated with hooking up. A survey of over 800 college students 
found that women who were 
drinking prior to their most recent 
hookup and who met the partner 


Hooking up: A sexual encounter that 
involves people who are strangers 
while drinking were more likely } or brief acquaintances, without an 


to be unhappy about the decision | expectation of forming a committed 
to hook up (LaBrie et al., 2014). relationship; the behavior itself may 


About 30 percent of the men and 
women who hooked up while 


intercourse. 


range from making out to oral sex or 
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Figure 9 Friends with benefits relationships have 
become common on college campuses. 


Jules Frazier/Photodisc/Getty Images 


drinking reported they would not have hooked up with 
the partner had they not been drinking. 

Some students are enthusiastic about their experi- 
ences with hooking up, but others report emotional dis- 
tress (Wesche et al., 2021). Often there is a discrepancy 
between what students want and what they get in such 
encounters, and the lack of emotional connection can 
leave some feeling lonely. 

A double standard exists in hookup culture. Men can 
gain status by acquiring a large number of partners. On 
the surface, hooking up is equally acceptable for women 
and men, but in reality, if a woman has too many partners, 
she can come to be labeled a slut (Bogle, 2008). 

Beyond hookups, there are other kinds of casual 
sex. Researchers identified four: the one-night stand (or 
hookup), friends with benefits (FWB), fuck buddy, and 
booty call (Collins & Horn, 2019). Friends with benefits 
(FWB) refers to a situation in which two people who are 
friends (not romantic partners) occasionally have sex with 
each other. In one study of college students, 54 percent 
of the men and 43 percent of the women reported at 
least one FWB relationship (Owen & Fincham, 2011a). 
Unlike hookups, FWB relationships involve just that—a 
relationship, which involves support, companionship, 
and common activities. Yet the sex occurs without the 


expectation that the relationship will become romantic. 
As one person explained, 


“Being in a real relationship just complicates everything,” 
says Brian, a 16-year-old from New England. “When 
you're friends with benefits, you go over, then play video 
games or something. It rocks.” (Denizet-Lewis, 2004, 
p. 33, emphasis in original) 


A fuck buddy is a partner with whom one regularly 
engages in sexual activity but not other types of activity 
and is not a friend. Thus, there is ongoing interaction 
over time but not the support and companionship associ- 
ated with a friendship with benefits. Some refer to such a 
relationship as “just sex.” One study found that men are 
more likely to use FWB and fuck buddy interchangeably, 
which may send confusing signals to their female partners 
(Wentland & Reissing, 2014). 

Yet another variation is the booty call, which refers to 
a communication to a person who is not a relationship 
partner but one knows, conveying an urgent request for 
sexual activity, perhaps including intercourse (Jonason 
et al., 2009, 2011). Most often the message is delivered by 
phone (thus booty ca//), but it also may be delivered by 
texting or online chatting. In contrast to hooking up, the 
people are not in the same room with each other, at least 
not initially. Men are more likely to initiate booty calls 
and women are more likely to receive them. Reasons for 
agreeing to the request include the physical attractiveness 
of the other person and having time for it. Two people 
can have a booty-call relationship, in which they engage 
in booty calls repeatedly over time; therefore, this kind 
of relationship is different from a one-night stand. Behav- 
iors in a booty-call relationship show some signs of inti- 
macy, such as kissing, but they also are characterized by 
behaviors, such as leaving immediately after sex, that keep 
the relationship from evolving into a long-term romantic 
relationship. 

Casual sex can be associated with negative mental 
health outcomes. Although participants rate their casual 
sexual experiences more positively than negatively, people 
on average experience short-term declines in their emo- 
tional health following casual sex (Wesche et al., 2021). 
These effects vary depending on the person and the situa- 
tion. Women tend to experience worse outcomes. Alcohol 
use before the casual sex, not feeling sexually satisfied by 
the encounter, and not knowing the partner well are all 
associated with more negative outcomes. 


Same-Gender Sexual Behavior 
Well-sampled research in the United States shows that, 
among 20- to 24-year-olds, 16 percent of women have 
engaged in same-gender sexual behavior and 6 percent of 
men have (Chandra et al., 2011). At these ages, people can 
show distinct changes in their sexual identity, attractions, 
and behavior over time, a point discussed in more detail 
in the chapter “Sexual Orientation: Gay, Straight, or Bi?” 
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How Sexuality Aids in 
Development 


The famed psychologist Erik Erikson postulated a model 
of psychosocial development according to which we expe- 
rience crises at each of eight life stages (Erikson, 1950, 
1968). Each one of these crises may be resolved in one of 
two directions. Erikson emphasized the idea that social 
influences are particularly important in determining the 
outcomes of these crises. 

The stages postulated by Erikson are listed in Table 3. 
Notice that the outcomes of several of them may be 
closely linked to sexuality. For example, in early child- 
hood there is a crisis between autonomy and shame, and 
later between initiative and guilt. The child who mastur- 
bates at age 5 is showing autonomy and initiative. But if 
the parents react to this activity by severely punishing the 
child, their actions may produce shame and guilt. Thus 
they may be encouraging the child to feel ashamed and 
consequently to suffer a loss of self-esteem. 

In adolescence, the crisis is between identity and role 
confusion. One aspect of identity is sexual identity, and 
a sexual identity emerges—for example, heterosexual, gay, 
lesbian, or bisexual. Erikson’s concept of role confusion 
sounds old-fashioned today because we value flexibility in 
things like gender roles. 

In young adulthood, the crisis is between intimacy and 
isolation. Sexuality, of course, can function in an import- 
ant way as people develop their capacity for intimacy. 

Wyndol Furman (2002), a developmental psycholo- 
gist, proposed that this behavioral sequence from adoles- 
cence through young adulthood parallels a developmental 


Table 3 Erikson’s Stages of Psychosocial 


Development 


Approximate Stage 


in the Life Cycle Crisis 

Infancy Basic trust vs. mistrust 

Ages 1/2 to 3 years Autonomy vs. shame and 
doubt 


Ages 3 to 52 years 
Ages 5/2 to 12 years 
Adolescence 


Initiative vs. guilt 

Industry vs. inferiority 
Identity vs. role confusion 
Young adulthood Intimacy vs. isolation 
Adulthood Generativity vs. stagnation 
Maturity Ego integrity vs. despair 


one. Early relationships reflect simple interest. Subse- 
quent ones fulfill affiliative and sexual needs as young 
people explore their sexual feelings. As the person moves 
into late adolescence and early adulthood, longer-term 
relationships fulfill needs for attachments and mutual 
caring. One important consequence of this process is 
the development of a sexual identity with regard to both 
sexual orientation and the sense of one’s own sexual 
attractiveness. The timing of this process varies from one 
person to another, one influence being culture, with some 
cultures insisting on more parental control over adoles- 
cents. Furman pointed out that many social and cultural 
arrangements facilitate the emergence of heterosexual 
relationships and at the same time deter gay and lesbian 
relationships. 

Clearly, sexuality is an integral part of our psychologi- 
cal development. 
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CHAPTER 9 * SEXUALITY AND THE LIFE CYCLE: CHILDHOOD AND ADOLESCENCE 


iD e a 
Decision making and problem solving 


In making good decisions, it helps to (1) identify your goal(s) in the situation; (2) list at least two possible solu- 
tions to the problem; and (3) evaluate the quality of each solution (Does it help you meet your goal? Does it have 
any negative aspects?) and decide on the best one. Consider the following scenario. 

Britney, a student at State U., has been seeing Nate for a month. At a party in a campus house, she sees Kayla 
flirting with Nate and starts to worry that Kayla will steal him from her. Back at her own apartment the next day, 
she tries to decide what to do to keep Nate. They have not had intercourse yet but have done just about everything 
else sexually. She thinks maybe the thing to do is sext him a nude picture of herself to get his interest and make 
herself seem hot to him. 

What should Britney do? Apply the techniques listed above to consider what her best decision is. (1) What is 
her goal? (2) What are at least two possible solutions? (3) Evaluate each solution in terms of whether it helps her 
meet her goal and whether it has any negative aspects. Do this before you read the next paragraph. 

Britney’s goal is to keep Nate. One solution is to send him the nude photo. Another is to do nothing. Did you 
think of a third or fourth solution? A third solution would be to text him a positive, enthusiastic message without a 
nude photo. A fourth solution would be to make sure that she bumps into him before class that day so that she can 
be friendly and flirt. If Britney is feeling emotional and desperate, it would be best to take out a piece of paper and 
write down her goal and the possible solutions. 

Here are evaluations of each solution: 


1. Send Nate the nude photo: If her goal is to keep Nate, it might help her achieve her goal, but it might not, for 
example, if the result is that Nate forms a negative impression of her because of the photo. As for negative 
aspects, Britney cannot assume that Nate will keep the photo private. He might decide to send it to everyone 
in his fraternity, with the result that she is highly embarrassed. 

2. Do nothing: This strategy does nothing to help Britney achieve her goal of keeping Nate; however, it also car- 
ries no risks. 


3. and 4. Send a positive text or be sure to see him in person: Both of these solutions are similar; they differ only 
in whether it’s electronic contact or in-person contact. Both of them make use of social psychological research 
findings discussed in the chapter “Attraction, Love, and Communication,” which point to the importance 
of frequent contact with another person to promote attraction, as well as the importance of positive contact 
(in contrast to negative contact, such as sending him a nasty message about what a jerk he was to flirt with 
Kayla). Either one of them could help her achieve the goal. And best of all, neither one of them seems to have 
a negative aspect. 

Overall, then, in making good decisions, it’s important to think first! Be clear about the goal. Think of multiple 
solutions and don’t stop with the obvious ones. Then carefully evaluate each possible solution to identify the one 
that seems likeliest to help you achieve your goal and has few or no negative aspects. 


SUMMARY 


Data Sources 

Data on sexuality in childhood are often based on surveys 
of adults, asking them to recall their childhood behavior. 
In addition, parents are sometimes asked about their chil- 
dren’s sexual behavior. Much more data are available on 
adolescents’ sexual behavior based on direct information 
from adolescents. 


Infancy and the Preschool Years 

(Birth to 4 Years) 

A capacity for physical sexual response is present from 
infancy. Attachment processes are important in infancy 
and may have an impact on the person’s capacity for 
adult romantic relationships. According to reports of 
both parents and teachers, some preschoolers masturbate. 
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Children also engage in some heterosexual play, with 
games of doctor. Preschoolers are interested in learning 
about sexuality, although they often have misunderstand- 
ings. A small number of children may display cross-gender 
behavior as early as age 2. 


Childhood (5 to 11 Years) 

Adrenarche causes increased levels of androgens and 
occurs around 8 to 10 years of age. More children begin 
to masturbate in this age range. Children have a gender- 
segregated social organization, so their sex play tends to 
occur with same-gender peers. Children also quickly learn 
heteronormativity. Many experts are concerned about the 
sexualization of children. 


Adolescence (12 to 18 Years) 

A tension exists between thinking about adolescent sex- 
uality as a normative, growth-promoting part of devel- 
opment and thinking that much of adolescent sexuality 
is risky. According to one theory, the increase in sexual 
activity in adolescence is influenced by the interaction 
of biological factors (increasing testosterone levels) and 
social and psychological factors (e.g., sexually permissive 
attitudes). By age 15, most boys have masturbated, but 
girls tend to begin masturbating somewhat later than boys 
and fewer of them do masturbate. The research evidence 
indicates that the media have an impact on adolescent 


sexuality. Some girls and boys engage in same-gender sex- 
ual behavior in adolescence, and about 40 percent of high 
school students have engaged in heterosexual intercourse. 
Heterosexual sex that occurs too early (age 15 or before) 
is more likely to be risky sex and is a cause for concern. 
Social networking, through sites such as Facebook, is a 
popular way for adolescents to communicate. Rates of 
teen pregnancy have dropped dramatically over the last 
2 decades, but the situation is nonetheless difficult for the 
pregnant teen and her family. Brain research suggests that 
adolescents’ risky sexual behavior may be a result of brain 
regions associated with emotion and rewards maturing 
faster than regions that foster control of impulses. 


The College Years 

Patterns of heterosexual behavior for college students can 
be quite varied. Casual sex, involving hookups, friends 
with benefits, fuck buddies, and booty calls, is one pat- 
tern. Other students engage in same-gender sexual behav- 
ior or bisexual behavior. 


How Sexuality Aids in Development 
Following Erikson’s theory, experiences with sexuality 
can serve important functions in a person’s psychologi- 
cal development. They may be important, for example, in 
the process of developing an identity and in developing a 
capacity for intimacy. 
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1. Do single people have sex more 
frequently than married people? 


2. What happens to sex in long-term 
relationships over time? 


3. How does sex change for seniors? 


Read this chapter to find out. 
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GCG” old along with me! 
The best is yet to be.* 


*Robert Browning. (1864). Rabbi Ben Ezra. 


This chapter continues to trace the development of sex- 
uality across the lifespan. We look at various aspects of 
sexuality in adulthood: sex and the single person, cohabi- 
tation, marital sexuality, nonmonogamous sexuality, post- 
marital sexuality, and sex among the elderly. We consider 
relationships involving same-gender partners in the chap- 
ter “Sexual Orientation: Gay, Straight, or Bi?” 

Each of these lifestyles is an option in the United 
States in the 21st century. This represents a huge social 
change since 1960, when, on any given day, 72 percent 
of all adults were married. In a major report, the Pew 
Research Center (2010) summarized this change as “the 
decline of marriage and the rise of new families.” The 
decline in marriage is class-based: College graduates con- 
tinue to marry at least once in their lives (64 percent), 
whereas those with high school diplomas or less are less 
likely to ever marry (48 percent). Survey data indicate 
that men and women in the latter group want to marry 
but fear they won’t have the requisite financial stability. 
Several new relationship and family forms have emerged, 
as we will see. 


(See 
Sex and the Single Person 


Increasing numbers of adults are single. Some have never 
married or cohabited, whereas others may be divorced. 
All, of course, may be engaging in sex in a long-term rela- 
tionship or short-term relationships. 


The Never Married 

The term never married refers to adults who have never 
been married. This group includes those who intend to 
marry someday and those who have decided to remain 
single. According to the U.S. Census Bureau (2021a), 
among people ages 30 to 34, 43 percent of men and 
38 percent of women are never married. By age 40 to 44, 
the percentages decline to 24 and 19, respectively. 

Most adults in U.S. society marry. The median age of 
first marriage in 2019 was 30 for men and 28 for women 
(U.S. Census Bureau, 2021b). So the typical person who 
marries spends several years of early adulthood in the 
never-married category. Some of these individuals spend 
this entire time in one relationship that eventually leads 
to marriage. Other young adults continue the pattern of 


serial monogamy; they are involved in two or more sex- 
ual relationships prior to marriage. Yet others decide to 
remain single and not engage in a sexual relationship. 

What predicts remaining a virgin at age 28? The Add 
Health longitudinal research began collecting data on 
20,000 teenagers in 1994-1995. Four waves of data col- 
lection have followed them into adulthood. At Wave 1, in 
adolescence, there were about 2,800 boys and girls who 
had not engaged in oral, anal, or vaginal sexual activity 
(Haydon et al., 2014). At Wave 4 (average age 28), 269 
were still inexperienced (about 3 percent of the original 
sample). Virginity of both men and women at age 28 was 
predicted by reports of no sexual attraction at Waves 1 
and 3. These people may be asexuals, a pattern discussed 
in the chapter “Variations in Sexual Behavior.” Male vir- 
ginity was more likely among Asians, men who reported 
late pubertal development, and men who were rated as 
unattractive by the interviewer. Female virginity was pre- 
dicted by being overweight, achieving low scores on a test 
of cognitive function, and attending religious services 
more frequently at Wave 1. 

Some young people plan to be single but sexually 
active. They find the single lifestyle exciting and enjoy 
their freedom. Others are searching for a spouse. 

One theory of long-term singlehood applies attach- 
ment theory (discussed in the chapters “Sexuality in 
Childhood and Adolescence” and “Attraction, Love, and 
Communication”). This theory of singlehood deals with 
an apparent paradox: The human desire for romantic love 
is strong and pervasive. Why, then, are some adults not 
involved in romantic relationships over long periods of 
their lives? According to attachment theory, early in life, 
children form attachments to their parents or other care- 
givers, and those attachments may be stable and secure 
or unstable, insecure, and frustrating. They then carry 
these attachment styles with them into adulthood. Apply- 
ing this theory to singlehood, long-term singles may fall 
into two categories: they have insecure attachment styles 
and have great difficulty forming solid romantic relation- 
ships, so they remain single; or they have a secure attach- 
ment style and make a personal choice to remain single. 
Research supports the existence of these distinct patterns 
(Pepping et al., 2018). 


Being Single 

The person who passes age 25 without getting married 
gradually enters a new world. The social structures that 
supported dating—such as college—are gone, and more 
people of the same age are married. At one extreme, there 
is the singles scene. It is institutionalized in such forms 
as singles apartment complexes and singles bars. Fitness 
centers, church groups, school, and parties also provide 
opportunities for meeting others (Figure 1). A survey 
of a cross section of Chicago area residents found that 
24 percent of men and 20 percent of women met their 
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Figure 1. School is one place where people look 
for Mr. or Ms. Right. 


Fuse/Getty Images 


most recent sex partner at school, 19 percent of men and 
23 percent of women met them at work, and 13 percent 
of men and 18 percent of women met the partner at bars 
or clubs (Laumann et al., 2004). The singles group, of 
course, is composed of the divorced and the widowed as 
well as the never married. 

The urban nightclub provides a visible display of the 
singles scene (Grazian, 2008). Young men and women, 
most of them single, engage in sporting rituals, game- 
oriented cultural scripts for nightlife participation. These 
rituals involve elaborate preparations for all genders: 
careful attention to grooming, to clothing choice and to 
adornment; young women want to be “alluring,” to dis- 
play (not too much) skin, and stiletto heels are required. 
There is usually drinking in advance at home, both to 
jump-start the alcohol and to save money. The number 
and type of companions are also often chosen to reflect 
the night’s purpose; a group of five or six often goes out to 
flirt, be seen, and perhaps collect some phone numbers. 
If the purpose is to find a sexual partner, a pair usually 
works better. Public behavior in the clubs is intended to 
display traditional masculinity and femininity. The “pick 
up” is usually not the purpose according to Grazian; most 
participants know it is unlikely, but when it is the purpose, 
it has its own elaborate rituals. 

Many singles, however, do not go to singles bars. Some 
are turned off by the idea; some feel that they cannot com- 
pete, that they are too old, or that they are not attractive 
enough; and some live in rural areas where they have no 
access to such places. 

Technology has expanded the ways in which singles 
can meet. Tinder, Grindr, and a number of similar apps 


enable men and women to find potential partners using 
their cell phones in a process that takes seconds. For 
many singles in major metropolitan areas like New York, 
Chicago, and Los Angeles, these apps have replaced 
cruising the bars and clubs. 


... that’s New York’s technologized dating scene. Except 
for ordering their drinks, none of the people I was with 
that night spoke to any other actual human beings. Their 
erotic energy was focused on the touchscreens of their 
smartphones. (Feuer, 2015) 


For more information on dating websites, see the chap- 
ter “Attraction, Love, and Communication.” 

Cell phones not only play a key role in meeting and 
screening potential partners, but they are a major means 
by which relationships are maintained and terminated 
(Bergdall et al., 2012). Researchers collected data for 
five weeks on the sexual and relationship behaviors of a 
sample of 18- to 25-year-old African American and Puerto 
Rican men and women. Use of cell phones to maintain 
relationships included making plans, assessing partner’s 
interest by frequency and type of contact, discussion of 
difficult topics, and checking partner’s phone and e-mail 
for evidence of other partners. Participants reported 
concealing multiple partners by deleting data. Use to 
terminate relationships included reducing frequency of 
contacts, ending the relationship with a call, and restoring 
data from other partners. 

The visibility of singles ads, singles bars, cruises, 
and other activities geared toward single adults sug- 
gests a fun-loving lifestyle with frequent sexual activity. 
Undoubtedly some single people do live such a life. As 
Table 1 indicates, among 18- to 24-year-olds, 10 percent 
of the men and 13 percent of the women in the NSSHB 
survey reported having vaginal intercourse two or more 
times per week. Among singles ages 30 to 39, 41 percent 
of the men but only 17 percent of the women reported 
vaginal intercourse that often. The reality is different for 
other singles; among 18- to 24-year-olds, 57 percent of the 
men and 51 percent of the women 
did not have vaginal 
intercourse at allin the [M>Xeyate|(=W ef=fe)e) Wate 
preceding year. Among [Mpxas@ulldc frequently 
those 30 to 39, single than married people? 
men were much more 
likely to experience intercourse than 
their younger counterparts, but three-fourths of the single 
women had not had intercourse in the past year. Compare 
these percentages to the percentages for married people in 
Table 1. Married women are more likely to have frequent 
sex (two or more times per week) than single women. The 
same is not true for men; single men are more likely than 
married men to be having frequent sex. 

As we noted in the chapter “Sexuality in Perspective,” 
Black men and women are more likely to remain single 
than are their White counterparts (Kreider, 2006b). 
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Table 1. Frequency of Sexual Activity Is 
Closely Related to Marital Status, 


with Substantial Variability within 
Each Category 


Relationship Not at All 2-3/Week 
Status or More 
Women 
18-24 Single 51% 13% 
Partnered “33 40 
Married NA NA 
30-39 Single 72 a 
Partnered i) 28 
Married i 27 
50-59 Single 85 g) 
Partnered 2a 24 
Married 22 18 
Men 
18-24 Single S)i/ 10 
Partnered 26 36 
Married NA NA 
30-39 Single 15) 41 
Partnered 16 46 
Married 24 2 
50-59 Single 22 88) 
Partnered 34 24 
Married 33 (Fe 


NA: Not available because sample size in this category was 
too small. Only selected frequencies and ages are shown. 


Sources: Herbenick et al., 2010b; Reece et al., 2010b. 


In 2014, 53 percent of Black households were headed 
by a single woman, compared with 14 percent of White, 
38 percent of Hispanic, and 12.5 percent of Asian house- 
holds (U.S. Census Bureau, 2015b). In part, these family 
arrangements reflect choice. And, they reflect the fact 
that there are more adult Black women than men. But 
they also reflect the structural circumstances of Black 
people in U.S. society. It is difficult for many Black men 
to find a job that provides the wages and benefits needed 
to support a family (Anderson, 1989). As a consequence, 
some Black women are unable to find a suitable Black 
man (Chapman, 1997). When they do, they are more 
likely than White or Hispanic women to report that 
they are the ones who decide whether sex will occur and 
that they control what behaviors the couple engages in 
(Quadagno et al., 1998). 

A qualitative study of heterosexually active single 
men provides insight into their motives and the impor- 
tance of scripts in their interactions with women (Seal 
& Ehrhardt, 2003). The men were ethnically diverse and 
were recruited from inner-city neighborhoods in New 
York City. Desire for sex was a major motivation for their 


script of male initiates and female controls. If romance— 
for example, professions of love—was involved, the goal 
was actually sex. On other occasions, men were motivated 
by a desire for intimate relationships; in these interac- 
tions, men moved from superficial to in-depth mutual 
disclosure. These interactions were governed by a script 
characterized by mutual initiation and control; sex was 
a secondary goal. A third motive was a desire for sexual 
passion, for immersion in the partner and the experience 
of high levels of arousal and lust. These interactions were 
usually spontaneous and unplanned. The narratives of 
courtship told by the men suggested that their selection 
and pursuit of partners varied according to their motive. 
A man motivated by a desire for sex sought a physically 
attractive, sexually available woman; a man motivated by 
a desire for intimacy sought Ms. Right, a woman who was 
not easily available. 

Single adults engage in a variety of relationships, 
including “booty calls,” “friends with benefits” (see the 
chapter “Sexuality and the Life Cycle: Childhood and 
Adolescence”), and casual dating, or in relationships 
reflecting serious involvement, “seriously dating,” or 
engaged. Do these vary in their quality and the satisfac- 
tion the person experiences? An analysis of data from 
a sample of urban adults ages 18 to 59 addressed this 
question. It compared the satisfaction and rewards expe- 
rienced from nonromantic relationships versus serious 
ones (Paik, 2010a). Sexual activity in nonromantic rela- 
tionships was associated with lower relationship quality. 
The results indicate that these differences are due to selec- 
tion; men and women with more prior sex partners, and 
who move from meeting to sex quickly, are more likely to 
be involved in nonromantic relationships—and they report 
investing less in those relationships. Reduced investment 
limits the likelihood that the relationships will become 
more intimate or romantic. 

On the border between single and cohabiting is 
LAT-living apart together—intimate relationships involv- 
ing unmarried people who live in separate residences but 
consider themselves a couple (Strohm et al., 2009). In 
the United States, about 7 percent of men and women are 
in this type of relationship; their average age is mid-30s. 
Some of these couples involve two men or two women. 
They are less likely than cohabiters to expect to marry the 
partner. A study in the UK found that two-thirds of the 
LAT couples lived within 10 miles of each other (Duncan 
et al., 2013). Asked why they were living apart, one-third 
said it was “too early” to live together, one-third preferred 
to live alone (in some cases to prioritize their children), 
and the remainder felt constrained by lack (potential loss) 
of income, or work or living arrangements. 


Incels Incel: An involuntarily celibate male 
Incel is the term for a heterosexual |} Who is not having partnered sex but 


wishes he were, and feels resentful 
and angry about the situation. 


man who is an involuntary celi- 
bate (Brooks et al., 2022). That is, 


involvement in courtship rituals. Desire for sex was asso- 
ciated with playing the courtship game via the traditional 
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he wants to have sex with a woman but can’t seem to find a 
partner. Across many nations, incels have become a social 
movement fueled by anger and communicating on the 
Internet. Incels are resentful of what they call alpha men 
who do have attractive female partners. They also blame 
their situation on women—in particular, feminist women 
who reject them. 

There are many problems with the incel movement, 
one of which is that it can turn violent because of all that 
pent-up rage. For example, the Toronto man who in 2018 
drove a van into a crowd of people, killing 10 and injuring 
more had posted on social media about an “incel rebel- 
lion” (Brooks et al., 2022). 


ee 
Cohabitation 


In early adulthood, it is common for couples to experi- 
ment with various levels of commitment, such as an exclu- 
sive dating relationship or living together. Even when 
living together, there are different levels of commitment, 
from LAT to “some days and nights” to “all the time.” 
Living together is an important turning point not only 
because it represents commitment but also because it is a 
public declaration of a sexual relationship. It is rare for a 
man and woman to live together just because it will save 
on rent. Cohabiting is an opportunity to try out a commit- 
ted residential relationship. 

The National Survey of Family Growth interviewed 
women ages 15 to 44 (Copen et al., 2013). The first union 
reported by 48 percent of them was cohabitation, an 
increase of 14 percent compared to 1995. Women with 
a bachelor’s degree or higher were less likely to cohabit 
(47 percent) than women with less than a high school 
education (70 percent). Forty percent of first cohabita- 
tions transitioned to marriage within the first 3 years, 
32 percent remained cohabitation, and 27 percent ended. 

Among heterosexuals, cohabitation has become an 
increasingly common alternative to or prelude to mar- 
riage. In 2017-2019, 14 percent of women and 12 percent 
of men between the ages of 15 and 49 were cohabiting 
(CDC, 2021e). In the UK, in 2010-2012, 12.5 percent of 
men and 11.4 percent of women were cohabiting with a 
same or other-sex partner (Mercer et al., 2013). Twenty- 
five percent of people aged 19 to 24 and 42 percent of 
people aged 25 to 29 have cohabited at least once. Almost 
three-fourths of the men and women who are cohabiting 
have plans to marry or think they will marry their partner. 
In fact, 60 percent of these couples do marry. 

Contrary to what many people think, marriages pre- 
ceded by cohabitation are more likely to end in divorce 
than are marriages not preceded by cohabitation (Rhoades 
et al., 2009; Smith, 2003). In one study, those who had 
cohabited were more than twice as likely to divorce as 
those who had not (Dush et al., 2003). Cohabitation is 


also associated with poorer marital quality and satisfac- 
tion (Rhoades et al., 2009). These findings are known as 
the cohabitation effect; they have been replicated a num- 
ber of times, so they seem to be solid. What are we to 
make of them? The research is not based on experimental 
designs. People were not randomly assigned to cohabit 
or not. So, we shouldn’t infer causality, that cohabitation 
causes troubled marriages and divorce. Cohabitation after 
engagement does not seem to have these risks (Rhoades 
et al., 2009). Why might cohabitation before marriage 
predict negative outcomes in marriage? One possibility is 
that, once couples are living together, they have a shared 
apartment or house and shared possessions. They go on 
to marry in part because separating would be difficult. 
Another possibility is that the experience of cohabitation 
itself has negative effects on the people and the relation- 
ship. For example, in cohabitation, the commitment to 
each other is uncertain compared with the commitment 
that people make in marriage. Perhaps the uncertain com- 
mitment makes the partners feel more negative toward 
each other, and perhaps it makes them less likely to truly 
commit to the marriage, which, in turn, raises the odds 
of divorce. The bottom line is not that people should not 
cohabit but that they should be aware of the risks and pos- 
sible negative dynamics so they can guard against them. 
There is also some indication that these trends are dimin- 
ishing more recently (Brown et al., 2017). 

The popular image of cohabitation is that it involves 
young, never-married couples without children. In 2014, 
30 percent of cohabiting couples under 35 did not have 
children, but 40 percent of all cohabiting couples have at 
least one biologically related child under 18 (U.S. Census 
Bureau, 2014). Among all stepfamilies, 39 percent are 
cohabiting, not married (Guzzo, 2015). Some formerly 
married people choose to live with someone instead of 
remarrying. 

With regard to sexual behavior, the NSSHB found that 
partnered men reported more frequent vaginal intercourse 
than did married men (see Table 1). However, notice the 
wide variation; some partnered men and women report 
not having sexual intercourse at all. It is interesting that 
on average cohabiting couples have sex more often than 
married couples. 

A newly emerging trend is serial cohabitation, that is, 
cohabiting with a sequence of people and not marrying any 
of them (Vespa, 2014). In addition, more and more women 
who are cohabitors do not have intentions to marry. 


LEESEEEyEEEESEIEEEoyEEeEe>>ooooooIoIyE=,] 
Marital Relationships 


Marriage is a developmental turning point for a number 
of reasons (Figure 2). The decision to get married is a real 
decision these days, in contrast to earlier decades when 
everyone assumed that they would marry and the only 
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Figure 2 Sexual turning points. (a) Marriage and the commitment it represents is a major turning point. (b) The birth of a 
baby is a turning point that can have a negative impact on sexual aspects of the relationship, but couples who are aware of 


this possibility can work to overcome these problems and keep the romance going. 


(a) Hill Street Studios/Getty Images; (b) Ingram Publishing 


question was to whom. Today, many couples have had a 
full sexual relationship, sometimes for years, before they 
marry. Some psychological pressures seem to intensify 
with marriage, and these pressures may result in problems 
where there were none previously. Marriage is a tangible 
statement that one has left the family of origin (the family 
in which you grew up) and shifted to the family of pro- 
creation (in which you become the parents rearing chil- 
dren); for some, this separation from parents is difficult. 
The pressure for sexual performance may become more 
intense once married; when just living together, a couple 
can always say to themselves that if things don’t work out 
in bed, they can simply switch to another partner. And 
finally, marriage still carries with it an assumption of 
fidelity or faithfulness, a promise that is hard for some 
to keep. 

In marriage, there is a need to work out issues of gen- 
der roles. Who does what? Some of the decisions are as 
tame as who cooks supper. But who initiates sex is a far 
more sensitive issue, and who has the right to say no to 
sex is even more so. 

In 2019 in the United States, there were 543,000 same- 
sex married couples and 469,000 same-sex cohabiting 
couples (U.S. Census Bureau, 2019). These couples face 
many of the same issues as mixed-sex married and cohab- 
iting couples. 

As a relationship progresses, it can’t stay forever as 
blushingly beautiful as it seemed on the day of the wed- 
ding. The nature of love changes (see the chapter “Attrac- 
tion, Love, and Communication”), and for some couples 
there is a gradual disenchantment with sex. Couples need 
to take steps to avoid boredom in the bedroom. Sexual 


disorders (see the chapter “Sexual Disorders and Sex 
Therapy”) occur in many relationships, and couples need 
to find ways to resolve them. 


Marital Sexuality 

It is estimated that, among Millennials (born between 
1980 and 1990), 70 to 75 percent will marry by age 40, 
a decline from previous eras (Smock & Schwartz, 2020). 
Of those women who divorce, 25 percent will have remar- 
ried within 4 years if they are White, and within 5 years 
for Latinas (Smock & Schwartz, 2020). Over the last sev- 
eral decades, remarriage rates have declined but cohabit- 
ing after divorce has increased. In our society, marriage is 
also the context in which sexual expression has the most 
legitimacy. Therefore, sex in marriage is one of the com- 
monest forms of sexual expression for adults. 

The average American married couple have coitus two 
to three times per week when they are in their twenties, 
with the frequency gradually declining as they get older. 
The data on this point from three 
studies are shown in 
Table 2. Several things 
can be noted from the 
table. Specifically, the 
frequency of marital 
sex remained about the same from 
the 1940s to the 2000s. In each survey, people in their 
twenties reported having intercourse about 2 to 3 times 
per week, on average. Also, the frequency of intercourse 
declines with age; however, in 2003, among couples in 
their fifties, the frequency was still once per week. Similar 


What happens to sex in 
long-term relationships 
over time? 
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Table 2. Marital Coitus: Frequency per Week (male and female estimates combined), 


1938-1949, 1970, and 2003 


1938-1949 (Kinsey) 1970 (Westoff) 2003 (Smith) 
Mean Mean Mean 

Frequency Frequency Frequency 

Age per Week Age per Week Age per Week 
16-25 2.45 20-24 ALIS) 18-29 2A 
26-35 125 25-34 2 30-39 1 7/ 
36-45 1.40 35-44 1.6 40-49 1.4 
46-55 0.85 S0=59) 1.0 
56-60 OSS 60-69 0.6 
VOse 0.3 


results were reported in a survey of Australians in 2001- 
2002 (Rissel et al., 2003c). Social characteristics such as 
race, social status, and religion are generally not related to 
marital sexual frequency (Christopher & Sprecher, 2000). 

Two general explanations have been suggested for the 
age-related decline in frequency: biological aging, and 
habituation to sex with the partner (Call et al., 1995). 
With regard to aging, there may be physical factors asso- 
ciated with age that affect sexual frequency, such as a 
decrease in vaginal lubrication in women, or increased 
likelihood of poor health. These factors are discussed in 
the section on Sex in Later Life later in this chapter. The 
habituation explanation states that we lose interest in sex 
as the partner becomes more and more familiar. The data 
indicate a sharp decline in frequency after the first year 
and a slow, steady decline thereafter. The decline after 
the first year may reflect habituation (Call et al., 1995). It 
is often assumed that this decline in frequency reflects a 
loss of interest in sex, meaning a decline in quality. How- 
ever, there is an alternative possibility: that learning about 
your partner’s sexual desires, preferences, and habits 
results in increased marital sexual quality, if not frequency 
(Liu, 2003). But analysis of the data on satisfaction with 
the marital sexual relationship from the NHSLS found a 
significant decline with length of marriage, controlling for 
age, consistent with the habituation hypothesis. A third 
factor is the arrival of children, discussed later. 

It is important to note that there is wide variability in 
these frequencies. For example, as shown in Table 1, 7 
percent of married women in their 30s and 24 percent 
of married men in their 30s are not having sex at all. 
Research on a large sample of married couples found that 
sexual inactivity was associated with unhappiness with 
the marriage, lack of shared activity, the presence of chil- 
dren, increased age, and poor health (Donnelly, 1993). 


Techniques in Marital Sex 
What do couples do when they have sex? A large sam- 
ple of Australians ages 16 to 64 answered a series of 


questions about their last heterosexual encounter (Smith 
et al., 2012). Analysis identified four clusters of activities: 
(mostly) vaginal intercourse, “basic” (kissing, cuddling, 
stroking, intercourse), basic and oral sex, and basic plus 
oral plus masturbation. This suggests there are a few basic 
scripts that many couples enact. The NHSLS included 
a number of questions about specific aspects of sexual 
interactions (Laumann et al., 1994). For example, it 
asked respondents to estimate the duration of their last 
sexual interaction. Sixteen percent of the married people 
reported that it lasted 1 hour or more. 

Mouth-genital techniques are very common in marital 
sex. In the NHSLS data, 74 percent of women reported 
that their partners had stimulated their genitals orally, 
and 70 percent of them had stimulated their partners 
orally. Women who have attended college are twice as 
likely to report both techniques as women who did not 
complete high school. 

According to the NHSLS data, 27 percent of the mar- 
ried men and 21 percent of the married women reported 
having engaged in anal intercourse (Laumann et al., 1994). 

The hot new thing for married couples? Sexting! One 
study found that 29 percent of married people sext with 
their spouse (McDaniel & Drouin, 2015). Sending sexy 
photos was rare. Instead, most of the messages involved 
sexy talk; 16 percent of wives and 19 percent of husbands 
sent sexy messages once a week or more often. 


Negotiating Sex 

Before any of these techniques are executed, there is 
typically a “mating dance” between the partners. Sex- 
ual scripts are played out in established as well as new 
relationships. Some scripts involve direct verbal state- 
ments. How do married people talk about sex? Research- 
ers created a list of 44 diverse words/phrases that refer 
to various sexual activities, and male and female body 
parts related to sexual activity (Hess & Coffelt, 2012). 
A sample of married men and women ages 20 to 73 rated 
how often they used each word/phrase in interactions 
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with their spouses. An analysis assessing which words 
were likely to be used together identified three different 
vocabularies: clinical (coitus, cunnilingus, fellatio), erotic 
(intercourse, have sex, oral sex), and slang (fuck, blow 
job). Participants were least likely to report using clinical 
language; both men and women reported more frequent 
use of words in the other categories. Participants also 
rated their satisfaction with their sexual communication 
with their spouse, their relational satisfaction, and their 
closeness. The more often they reported using sexual lan- 
guage, the greater their satisfaction on both measures and 
their reported closeness. 

For other couples, deciding to have intercourse 
involves preliminary negotiations, which are phrased in 
indirect or euphemistic language, in part so that the per- 
son’s feelings can be salvaged if their partner is not inter- 
ested. For example, the man may say, “I think I'll go take a 
shower” or “I think I'll go take a nap” (that means “I want 
to, do you?”). His partner might respond with, “I think Ill 
take one too” (that means yes) or “The kids will be home 
any moment” or “I have a headache” (that means no). Or 
conversely, she may put on a lot of his favorite perfume 
and parade around in front of him (that is her offer). He 
may respond with, “I had an exhausting day at work” (his 
no) or “I'll meet you upstairs” (his yes). To avoid some of 
the risk of rejection inherent in such negotiations, some 
couples ritualize sex so they both understand when it will 
and when it will not occur—Thursday night may be their 
time, or perhaps Sunday afternoon. 


Masturbation in Marriage 

Many adults continue to masturbate even though they are 
married and have ready access to heterosexual sex. The 
NSSHB found that 41 to 61 percent of married men and 
44 to 52 percent of married women ages 18 to 49 reported 
solo masturbation in the preceding 90 days (Herbenick 
et al., 2010b; Reece et al., 2010b). This behavior is per- 
fectly normal, although it often evokes feelings of guilt 
and may be done secretly. Masturbation can serve very 
legitimate sexual needs in marriage. It can provide sexual 
gratification while allowing the partner to remain faithful 
to a spouse when husband and wife are separated or can- 
not have sex for some reason such as illness.! 

Research shows that there isn’t much difference in 
masturbation rates between partnered people and those 
who do not have partners. In one study, 45 percent of 
partnered people had masturbated in the past two weeks 
compared with 54 percent for those without partners 
(Regnerus et al., 2017). In that study, about 50 percent of 
men masturbated, regardless of the frequency of partnered 
sex. In contrast, women were more likely to masturbate if 
they were having more frequent partnered sex. The real 
factor, though, was whether the person was content with 


'An old navy saying has it, “If your wife can’t be at your right hand, 
let your right hand be your wife.” 


the frequency of partnered sex or not contented (i.e., they 
wanted more sex). As you might imagine, for both women 
and men, masturbation was more likely when the person 
was not content with the frequency of partnered sex. 


Satisfaction with Marital Sex 

Satisfaction with sex has two components: satisfaction 
with the sexual activity, and emotional satisfaction. In the 
NHSLS, 51 percent of the married men and 40 percent of 
the married women said they were “extremely” or “very” 
physically satisfied by their sexual relationship. Similarly, 
48 percent of the husbands and 42 percent of the wives 
said they were “extremely satisfied” emotionally (Laumann 
etal., 1994). The data indicate that married men and women 
are significantly more satisfied than are cohabiting or 
single men and women in a continuing relationship (Waite 
& Joyner, 2000). The results indicate that this greater sat- 
isfaction reflects the stronger emotional commitment and 
sexual exclusivity associated with marriage. 

Sexual satisfaction is an important contributor to mari- 
tal quality. Longitudinal data from married couples found 
that sexual satisfaction predicted marital quality for both 
men and women (Yeh et al., 2006). Sexual satisfaction and 
marital quality both predicted marital stability. Another 
longitudinal study of several thousand couples found that 
low frequency of sexual activity was related to the dissolu- 
tion of both marriages and cohabiting relationships. The 
relationship was stronger for cohabiting couples (Yabiku 
& Gager, 2009). Thus, sexuality and relationship educa- 
tion programs that increase sexual satisfaction have the 
potential to lower the divorce rate. 

Sexual satisfaction and frequency are correlated with 
marital satisfaction, but how important are they relative 
to other factors? One study examined predictors of mar- 
ital satisfaction in a longitudinal study (Schoenfeld et al., 
2017). The predictors of marital satisfaction turned out to 
be the quality of partners’ behavior toward each other and 
sexual satisfaction, but not frequency of sex. For wives, sex- 
ual satisfaction did not matter; the significant predictors of 
satisfaction with the marriage were the husband’s positive 
behaviors and negative behaviors toward them. Overall, 
then, while sexual satisfaction is important, how partners 
treat each other is as important or more important. 


Sexual Patterns in Marriage 

Sexual patterns in marriage are influenced by the level 
of sexual desire experienced by each person. A study of 
24 couples obtained daily ratings of relationship affect 
(positive or negative feelings), relationship status (close- 
ness, equality of power), and lust from each partner (Ridley 
et al., 2006). On days when positive affect toward the spouse 
was high, lust was high; when negative affect was high, lust 
was low. Interestingly, on days when people reported high 
closeness to spouse, the link between positive affect and 
lust was stronger. Finally, there was a significant positive 
association between own lust and partner’s lust each day. 
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Table 3. Frequency of Activities to Enhance Sexual Interactions Reported by Adults* 


Very Often Often Sometimes  HardlyEver Never Don’t Know 

Do romantic things like eat by candlelight 8% 18% 35% 30% 6% 3% 
Act out your fantasies together 4 10 28 ae) 12 7 
Wear sexy lingerie (women'’) 9 10 28 35 12 6 
Try different sexual positions 44 19 35 23 4 8 
Read books or watch videos about 

improving your sex life 2 3 14 sy 26 3 
Go out on special evenings or dates or 

go away on weekends alone 44] 22 37 22) 5) 3 


“Number of respondents = 1,109. 
*Number of female respondents = 564. 


Source: Kaiser Family Foundation (1998). 


Sexual patterns can change during the course of a 
marriage. After 10 years of marriage they may be quite 
different from what they were during the first year. One 
stereotype is that sex becomes duller as marriage wears 
on, and certainly there are some marriages in which 
that happens. In a survey of a national sample of adults, 
23 percent of the sexually active men and women reported 
that their sexual relationship was often or always “rou- 
tine.” In contrast, 38 percent said it was never or hardly 
ever routine (Kaiser Family Foundation, 1998) (Table 3). 
As noted in the chapter “Sexual Arousal,” a boring sexual 
relationship can be spiced up by telling each other what 
you really want to do and then doing it, or by consulting 
a sex manual. 

Having a baby—what researchers call the transition to 
parenthood—has an impact on a marriage and on the sex- 
ual relationship of the couple. Trying to get pregnant and 
the threat of infertility, which are so much publicized, can 
be potent forces on one’s identity as a sexual being. Preg- 
nancy itself can influence a couple’s sexual interactions, 
particularly in the last few months (see the chapter “Preg- 
nancy and Childbirth”). 

A study of parents 6 months and 4 years after the 
birth of their first child found that sexual frequency did 
not change significantly during that time; it remained low 
(Ahlborg et al., 2008). 

For the first few weeks after the baby is born, inter- 
course is typically uncomfortable for the woman. 
While estrogen levels are low—which lasts longer when 
breast-feeding—the vagina does not lubricate well. Then, 
too, the mother and sometimes the father feel exhausted 
with 2:00 a.m. feedings. The first few months after a baby 
is born are usually not the peak times in a sexual relation- 
ship, so that, too, must be negotiated between partners. 

Not all couples have children. Based on data collected 
in 2012, the Census Bureau reported that there were 
31 million childless women between the ages of 15 and 
50 (Monte & Ellis, 2014). Some of these women are 
delaying childbearing while they complete their education 


and establish their careers. There is some risk in this strat- 
egy; fertility declines with age, so some of these women 
may be unable to have a child when they want to. Other 
women in this group have made a decision to remain 
childfree. A third group of women are those who chose 
to adopt; adopting an infant is likely to have effects on 
one’s relationships and sexual activities similar to those of 
having a baby except that the woman’s body has not gone 
through childbirth. 

Some people will experience fundamental changes in 
their sexual experience at least once over the course of 
the marriage. The change may result from developing a 
capacity to give as well as receive sexual pleasure. A man 
may outgrow performance anxiety and enlarge his focus 
to include his partner. A woman may learn that she can 
take care of her own sexual needs as well as her partner’s. 
Aging may produce change in sexual experience, a topic 
we consider later in this chapter. There are changes due to 
illness, such as breast cancer or testicular cancer, which 
can lead to disaster or triumph depending on how the 
couple copes with it. 


Sex and the Two-Career Family 
In our busy, achievement-oriented society, it is possible 
that work commitments—particularly with the increased 
incidence of both partners holding jobs—may interfere 
with a couple’s sex life. One couple, both of whom are 
professionals, commented that they actually have to make 
an appointment with each other to make love. 

Research shows that there is little cause for concern. 
A longitudinal study followed 570 women and their hus- 
bands for one year following the birth of a baby (Hyde 
et al., 1998). The women were categorized according 
to the number of hours worked per week: homemakers, 
employed part-time (6 to 31 hours/week), full-time (32 to 
44 hours), and high full-time (45 or more hours). There 
were no significant differences among the four groups in 
frequency of sexual intercourse, sexual satisfaction, or 
sexual desire. It was not the number of hours of work, 
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but rather the quality of work that was associated with 
sexual outcomes. Women and men who had satisfying 
jobs reported that sex was better, compared with people 
who expressed dissatisfaction with their jobs. For women, 
fatigue was associated with decreased sexual satisfaction, 
but that was true for both homemakers and employed 
women; and homemakers reported the same level of 
fatigue as employed women. 

Data from a national survey indicated that there was a 
positive correlation between hours of work per week (paid 
work plus housework) and the frequency of sexual activ- 
ity (Gager & Yabiku, 2010). That is, people who worked 
more actually had sex more, not less. Clearly, there is not a 
trade-off between career and sexual frequency (Figure 3). 


Cheating 

Most couples who establish a long-term relationship 
intend to stay together and be monogamous. However, we 
all know that not all couples succeed. What makes men 
and women susceptible to infidelity? A study of couples 
married less than one year asked each partner how likely 
they were to be unfaithful in the next year (Buss & Shack- 
elford, 1997b). Each was asked the likelihood that they 
would flirt, kiss passionately, and have a romantic date, 
a one-night stand, a brief affair, or a serious affair with 
someone of the opposite sex. Thirty-seven percent of the 
men and 38 percent of the women predicted they would 
flirt, while 5 percent of the men and 7 percent of the 
women said they would kiss. Two percent (of both men 
and women) predicted a one-night stand, and less than 
1 percent (of both men and women) thought they would 
have a serious affair. People who scored high on narcis- 
sism and impulsiveness gave a higher probability of infi- 
delity. Greater likelihood of infidelity was also associated 
with reports of conflict, engaging in sexual withholding, 
and alcohol abuse. Finally, among both men and women, 
dissatisfaction with the marriage and with marital sex was 
associated with susceptibility to infidelity. 

Our awareness of the possibility of infidelity some- 
times leads us to engage in behaviors designed to preserve 
the relationship, or mate retention tactics (Buss & Shack- 
elford, 1997a). Such tactics may be elicited by our own 
fear that the partner is losing interest or is dissatisfied, or 
because we observe some cues to infidelity. Mate reten- 
tion tactics include things like buying one’s partner an 
expensive gift, making oneself “extra attractive,” and dis- 
playing great affection for the partner (NebI et al., 2021). 


——>E>E>E>E>E>E>~>~_EE_ 
Nonmonogamous Relationships 
People who marry in U.S. society usually make a public 


vow to be (sexually) faithful to the partner—that is, to be 
monogamous. In the past, those who did not keep the vow 


Figure 3 Sex and the two-career family. 

(a) Research indicates that marital/sexual relation- 
ships do not suffer if the woman works outside 

the home. (b) However, for those working 60 or 
more hours per week, some experts are concerned 
because these workaholics literally take their work 
to bed with them. 


(a) Ryan McVay/Photodisc/Getty Images; 
(b) Hero Images/Getty Images 


engaged in extramarital sex (adultery), sex with some- 
one other than the spouse, and usually tried to hide the 
activity, sometimes going to great lengths to do so. Simi- 
larly, people entering into cohabiting, or even committed 
(“exclusively dating”), relationships expected themselves 
and the partner to be faithful. But as we noted at the begin- 
ning of the chapter, there has been 


a decline in marriage and the rise Extramarital sex: Sex between a mar- 


of alternative relationship forms 
in the recent past. 


ried person and someone other than 
the spouse. Adultery. 
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Within committed or marital relationships, several 
new relationship forms have developed. One is Internet 
infidelity, which, like adultery, is often kept secret. Two 
others, swinging and polyamory, however, are done with 
the knowledge and often participation of the long-term 
partner. These are quite different, reflecting a process of 
negotiation involving not only the partners but others as 
well. We need a new term to incorporate all of these, and 
nonmonogamous relationships seems appropriate. We will 
distinguish between nonconsensual nonmonogamy, sexual 
activity involving a person in a committed relationship 
with a third person without the knowledge of the partner, 
and consensual nonmonogamy, sexual activity involving a 
person in a committed relationship with a third (or mul- 
tiple) person(s) with the consent of the partner (Levine 
et al., 2018). Most of the research in this area has focused 
on extramarital sex, and has assumed that it is kept secret 
from the partner, so extramarital sex and Internet infi- 
delity will be treated as nonconsensual. Negotiated non- 
monogamy (e.g., every other Friday from 7:00 pM. to 
midnight), swinging, and polyamory will be discussed as 
consensual nonmonogamy. 


How Many People Engage in 
Extramarital Sex? 

First an insider note about methodology and statistics. 
Some surveys have asked people whether they have had 
sex with someone other than their spouse in the past year. 
Other surveys have asked people whether they have ever 
had sex with someone other than their spouse. The sec- 
ond question assesses lifetime prevalence and gives higher 
percentages than the first. 

According to the well-sampled General Social Survey, 
lifetime prevalence of extramarital sex is 21 percent for 
men and 13 percent for women (Labrecque & Whisman, 
2017). Men are about 1.7 times more likely to engage 
in it than are women. People most commonly report 
engaging in extramarital sex with a close personal friend 
(54 percent) or neighbor, coworker, or long-term acquain- 
tance (29 percent). An additional 8 percent engage in 
extramarital sex for pay. 


Influences on Extramarital Sex 

Many factors contribute to extramarital sex and non- 
monogamy, including personal characteristics (sexual 
excitation and inhibition), dissatisfaction with the rela- 
tionship, and a person’s perception of how powerful 
they are. 

Research has found eight common motives for infi- 
delity: anger (e.g., “My partner had been unfaithful to 
me and I wanted to even the score”); sexual desire (¢.g., 
“T had a strong desire to try new sex acts that my partner 
was not interested in trying”); /ack of love (e.g., “I was not 
sure I really loved my partner”); feeling neglected (e.g., “My 
partner was not spending enough time with me”); lack of 


commitment (e.g., “I was not very committed to my part- 
ner to begin with”); situational factors (e.g., “I was drunk 
and not thinking clearly”); boosting self-esteem (e.g., “I felt 
that I had to prove to others that I could do better than 
my current partner”); and wanting more variety (e.g., “Iam 
the kind of person who cheats; it is part of my personal- 
ity”) (Selterman et al., 2019). In a sample of people who 
had cheated, women scored higher on the neglect motive, 
whereas men scored higher on the sexual desire and want- 
ing variety motives (Selterman et al., 2019). 

Another contributing factor seems to be the person’s 
perception of how powerful they are. In a survey of pro- 
fessionals, respondents rated their power within their 
organization, and also reported on infidelity (Lammers et 
al., 2011). Overall, 26 percent reported at least one inci- 
dent of infidelity. The person’s sense of their power was 
correlated with infidelity, as well as their belief that they 
could seduce someone. Perhaps surprisingly, the results 
were the same for the men and the women in the sample. 
You can see how easily these findings apply to prominent 
cases of infidelity among politicians and powerful busi- 
ness executives. 

Equity theory, discussed in a later section of this chap- 
ter, addresses another set of factors that contribute to infi- 
delity: the rewards the person perceives they are getting 
from the relationship compared with their inputs to it. 


Attitudes toward Extramarital Sex 

Most people in the United States disapprove of extra- 
marital sex. According to the General Social Survey, 
76 percent of adult Americans believe it is always wrong 
for a married person to have sexual relations with some- 
one other than the marriage partner (Labrecque & Whis- 
man, 2017). Some people view unfaithfulness to a partner 
in any type of committed relationship as the equivalent 
of adultery. 

Attitudes toward extramarital sex are not very good 
predictors of extramarital sexual behavior (Arfer & Jones, 
2019). That is, the person who approves of extramarital 
sex is not more likely to actually engage in extramarital sex 
than the person who disapproves of it. Several other fac- 
tors are related to attitudes toward sex outside one’s rela- 
tionship, including gender (men are more tolerant of it), 
education (those with more education are more accepting 
of it), and social class (upper-middle-class people are more 
tolerant about it) (Willetts et al., 2004). 

Because our society condemns extramarital sex, 
the individual who engages in it typically has confused, 
ambivalent feelings. A young married woman described 
her feelings: 


I don’t like the illicit part of the affair. Mostly, it’s a nui- 
sance, because it’s very difficult to find time, and I don’t 
like lying to Freddie and sneaking around. If he wouldn't 
mind, Id tell him. I don’t think he would go for that. He’d 
show up with a gun. (Maurer, 1994, p. 393) 
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Internet Infidelity 

The proliferation of websites designed to connect people 
looking for romantic or sexual partners and chat rooms 
and other forms of digital communication has created 
new opportunities for people in committed relationships 
to be unfaithful. A cyberaffair is a romantic or sexual rela- 
tionship initiated by online contact and maintained pri- 
marily via online communication (Young et al., 2000). 
Once a relationship is established, the online contacts can 
turn into mutual erotic dialogue, which may be accom- 
panied by masturbation. In some cases, the participants 
arrange to meet face-to-face and may then engage in sex. 

An online survey collected data on online sex-seeking 
from a large sample of men and women. The results pro- 
vide a statistical snapshot of the phenomenon (Albright, 
2008). By marital status, 69 percent of the never married, 
42 percent of the married, and 81 percent of the divorced 
had accessed online personals. Asked how many people 
they had communicated with by e-mail, some said none; 
an additional one-third of each group reported contacting 
only 1 person. Among the married, 8 percent went on a 
date, 12 percent had sex, 8 percent had an affair, and 
5 percent developed a committed relationship. 

Another study cleverly used data from a leak at Ash- 
leyMadison.com, a website for people seeking a partner 
for an affair (Arfer & Jones, 2019). AshleyMadison’s tag 
line is “Life is short. Have an affair.” The researchers 
were able to link the data to users’ political party prefer- 
ences. Interestingly, Democrats were least likely to use the 
site; Libertarians were most likely, and Republicans fell 
in between. 

Another study of AshleyMadison users asked explicit 
questions about their online and in-person behaviors with 
the person they met on AshleyMadison (Thompson et al., 
2021). Most common were behaviors limited to technol- 
ogy, such as sending flirtatious text messages or sending 
sexually explicit photos. The next most common category 
was in-person sexual behaviors including passionate kiss- 
ing, oral sex, and intercourse. The least common category 
involved affectionate behaviors such as providing close 
emotional support for someone. Apparently that is not 
what AshleyMadison users are seeking. Perhaps surpris- 
ingly, women in the sample were more likely to engage 
in all of these behaviors than men were. This finding, 
though, was probably an artifact of sampling. Women are 
much less likely than men to seek online affairs—in fact, 
the researchers had trouble recruiting enough women for 
the sample—so the group of women in the sample of Ash- 
leyMadison users were probably more extreme or highly 
selected than the men. 

There has been little scientific study of the outcomes 
of cyberaffairs. Professionals engaged in relationship 
and sex counseling report working with couples whose 
problems include loss of trust by one person due to the 
other’s online relationships. Some partners define such a 
relationship as infidelity even if it did not involve sexual 


conversation or in-person behavior. AshleyMadison users 
were asked whether they felt that their relationship with 
their primary partner (e.g., spouse) had improved or wors- 
ened as a result of using the website (Thompson et al., 
2021). The great majority felt that using the website had 
had no effect on their primary relationship. Only 7 percent 
reported that it had worsened the relationship a great 
deal. Of course, we don’t know what the primary partner 
thinks because they were not in the study. 

Note that these can be mixed-sex (heterosexual) or 
same-sex couples, who are married, cohabiting, or “com- 
mitted” to each other. The range and possibilities in tech- 
nologies today create interesting questions about what 
counts as cheating, betrayal, or adultery (Utley, 2015). 
For example, if you reconnect with an ex on Facebook 
when you are in a relationship, does that count as cheat- 
ing? Is there a difference between private infidelity and 
infidelity that goes public on social media? Is it okay for 
a betrayed partner to follow (or stalk) the “other woman” 
(other person) using social media? Scientific data cannot 
answer these questions, but people will doubtless begin to 
form their own opinions. 


Equity and Extramarital Sex 

Equity theory is a social-psychological theory designed 
to predict and explain many kinds of human relations. In 
particular, it has been applied to predicting patterns of 
extramarital sex (Hatfield, 1978). 

The basic idea in equity theory is that in a relation- 
ship, people mentally tabulate their inputs to it and what 
they get out of it (benefits or rewards); then they calcu- 
late whether these are equitable or not. In an equitable 
relationship between person A and person B, it would be 
true that 


Rewards, — Inputs, = Rewards, — Inputs, 


In a traditional marriage, the wife’s inputs might 
include her beauty, keeping an attractive home, cook- 
ing good meals, and so on. The husband’s inputs might 
include his income and his pleasant temperament. His 
rewards from the relationship might include feeling proud 
when he is accompanied by his beautiful wife, enjoying 
her cooking, and so on. Notice 
that this is not an egalitarian rela- 


tionship in the modern sense; 
however, it is an equitable rela- 
tionship (as defined by equity the- 
ory) because both partners derive 
equal benefits from it. 

According to equity theory, if 
individuals perceive a relationship 
as inequitable (if they feel they are 
not getting what they deserve), 
they become distressed. The more 
inequitable the relationship, the 


Cyberaffair: A romantic or sexual 
relationship initiated by online con- 
tact and maintained primarily via 
online communication, involving a 
person who is married or in a commit- 
ted relationship with someone else. 


Equity theory: A theory that states 
that people mentally calculate the 
benefits and costs for them in a 
relationship; their behavior is then 
affected by whether they feel there is 
equity or inequity, and they will act to 
restore equity if there is inequity. 
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Swinging: A form of extramarital sex 


in which couples exchange partners 
with others. Also called “the lifestyle.” 


I 
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Figure 4 Equitable sharing of household tasks in 
a marriage. According to equity theory, if a person 
perceives that the marital relationship is inequitable 
and feels underbenefited, they are more likely to 
engage in extramarital sex. 


Ariel Skelley/Blend Images LLC 


more distressed they feel. In order to relieve the distress, 
they make attempts to restore equity in the relation- 
ship. For example, people who feel they are putting too 
much into a relationship and not getting enough out of 
it might let their appearance go, or not work as hard to 
earn money, or refuse sexual access, or refuse to contrib- 
ute to conversations. The idea is that such actions will 
restore equity. 

If these equity processes do occur, they might help to 
explain patterns of extramarital sex. That is, engaging in 
extramarital sex would be a way of restoring equity in an 
inequitable relationship (Figure 4). Social psychologist 
Elaine Hatfield (1978) tested this notion. Her prediction 
was that people who felt underbenefited in their mar- 
riages (that is, they felt that there was an inequity and that 
they were not getting as much as they deserved) would be 
the ones to engage in extramarital sex. Confirming this 
notion, people who felt they were underbenefited began 
engaging in extramarital sex earlier in their marriages 
and had more extramarital partners than did people who 
felt equitably treated or overbenefited. Apparently, feel- 
ing that one is not getting all one deserves in a marriage 
is related to engaging in extramarital sex. (As an aside, 
equitable marriages were rated as happier than inequita- 
ble ones.) Note that these results are consistent with the 
research summarized earlier indicating that problems in 
and dissatisfaction with one’s relationship can lead to 
extramarital sex. 

Equity theory includes rewards and costs of all kinds, 
as indicated by the examples. The interpersonal exchange 
model focuses on the rewards and 
costs associated with the sexual 
relationship (Lawrence & Byers, 
1995). Research based on this 
model assesses the perceived 


rewards and costs, the perceived rewards and costs rela- 
tive to what one expects, and the perceived rewards and 
costs relative to one’s partner. In a longitudinal study of 
adults in heterosexual relationships, all six of these mea- 
sures were related to the participants’ reported sexual 
satisfaction with their relationships three months later. 
A study of married Chinese men and women living in 
Beijing and Shanghai yielded similar results (Renaud & 
Byers, 1997). 

Clearly, our assessments of the rewards and costs in 
our intimate relationships are associated with both our 
satisfaction with those relationships and the likelihood 
that we will become involved in extramarital sexuality. 


Open Nonmonogamous Relationships 
There are several types of open or consensual nonmo- 
nogamous relationships, in which all partners explicitly 
agree that the partner(s) may have other partners (Rubel 
& Bogaert, 2014). One type are agreements that partners 
can have other relationships within clearly defined limits, 
e.g., every other Friday night, or “while I am traveling.” 
There may also be rules limiting behaviors that can occur, 
or locations (“not in our bed”). 

Research with representative samples in the United 
States indicates that about 21 percent of people have 
engaged in consensual nonmonogamy at some time in their 
lives (Haupert et al., 2017). Men are more likely to have done 
so than women, and LGB’s are more likely to than 
heterosexuals. Other than that, though, rates are quite 
similar across factors such as social class and religious 
affiliation. 


Swinging 

One form of open nonmonogamy is swinging, in which 
couples exchange partners with other couples, or engage 
in sexual activity with a third person, with the knowledge 
and consent of all involved. 

What is a couple’s developmental progression in tran- 
sitioning into swinging and maintaining that lifestyle? 
Table 4 shows the results of a survey of a relatively large 
sample of heterosexual swingers (Kimberly, 2019). Key 
to the transition is couples fantasizing about the kinds 
of sexual experiences they could have if they engaged in 
swinging and sharing those fantasies with each other. In 
so doing, they develop sexual desires that are then ful- 
filled in swinging. People in the sample strongly agreed 
that swinging had increased communication with their 
partner and improved trust with their partner. 

One option is an app called Feeld, which is for people 
interested in swinging, kink, or other alternative sexual 
practices. 

Swingers may find their partners in several other ways. 
Swingers may meet potential partners at swingers’ clubs, 
parties, or resorts. Many of these places advertise in swing- 
ers’ newsletters and are listed on specialized websites. 
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Table 4 _ Results of a Survey of 273 Het- 


erosexual Swingers 


Percent 
Agreeing with 
Statement Statement (%) 
Transition into Swinging 
Fantasizing in the bedroom helped us 
to feel comfortable about joining 
the lifestyle. 81 
Experiences in the Lifestyle 
Swinging fulfills my sexual desires. 78 


Maintaining Marital Satisfaction 
Being in the lifestyle lets my partner 

and me engage in activities that we 

both enjoy. e)7/ 
Swinging has increased the 

communication with my romantic 

partner. 90 


Source: Data from Kimberly (2019) 


Several organizations and many local groups or cou- 
ples sponsor parties. The date and general location of the 
party is publicized in magazines and on the Internet. Inter- 
ested persons call or e-mail a contact person who screens 
them. If they pass, they are told the exact location of the 
party, often a private home or a hotel. A fee per couple 
may be charged for membership or entry to the party. 

How do people get involved in swinging in the first 
place? One study interviewed married couples who 
engaged in swinging, recruited through online swingers’ 
communities and a swingers’ convention (Kimberly & 
Hans, 2017). These couples had been married, on aver- 
age, for 18 years and had been swinging for 7 years. First, 
fantasies about having sex with another person or couple 
were verbalized to the partner. For example, one person 
might read a book such as The Lifestyle (Gould, 1999) 
and then share it with their spouse, opening up a conver- 
sation. They then experiment with swinging. They find 
that their sexual desires are fulfilled, so they continue. 
This lifestyle works best for couples that establish clear 
and explicit rules for what is acceptable and what is not. 
Emotional attachment to other couples, for example, is 
forbidden. Swinging is just about sex. Many participants 
said that the swinging lifestyle had increased the trust 
in their marriage. One person explained, “The fear of 
cheating isn’t there; we always do everything together” 
(Kimberly & Hans, 2017, p. 794). 

Now, of course, we shouldn’t infer from this study that 
all swinging leads to marital bliss. In particular, the sam- 
pling method recruited people who were actively involved 
in swinging because they were part of an online swingers’ 
community or attended a swingers’ convention. What this 
sampling strategy missed are the couples who tried swing- 
ing, hated it, and abandoned it, or those who tried it and 


found that it broke up their marriage. What we can infer 
from this study is that at least some married couples who 
try swinging find that it works for them. 

One factor that characterizes couples who engage in 
swinging over the long term is that the partners are not 
prone to jealousy (Wilt et al., 2018). 


Polyamory 
Polyamory is “the nonpossessive, honest, responsible, and 
ethical philosophy and practice of loving multiple people 
simultaneously” (Ve Ard & Veaux, 2003). Notice that the 
emphasis is on love, not sex. There are several forms of 
such relationships, including the intentional family, involv- 
ing three or more persons; the group relationship, with 
committed, loving relationships involving three or more 
partners; and group marriage, involving three or more 
people. One specific type of group relationship is a triad 
involving a married couple and an additional man or 
woman who all love each other and share sexual activity; 
the third person and one or both members of the couple 
may be bisexual. Other arrangements involve two or more 
men and two or more women. Unlike secret nonmonoga- 
mous relationships, there is (ideally) full disclosure of the 
network of relationships among all participants. There is 
a strong emphasis on honesty and openness, as well as on 
egalitarian relationships. Unlike swinging, the emphasis is 
on long-term intimate relationships. 

Research involving in-depth interviews with 20 men 
and 20 women provided information about participants 
in one geographic area (Sheff, 2005). Those interviewed 
were in their mid-thirties to late fifties, usually college 
educated, and employed in professional occupations; they 
were overwhelmingly White. Their high social status and 
access to resources may be a prerequisite for participat- 
ing in the polyamory lifestyle. The interviewees noted that 
people outside the polyamorous community, including 
members of their family of origin (parents, siblings), often 
react negatively and with hostility toward community 
members. Their social status insulates them against some 
potential sanctions. 

Women involved in polyamory report expanding their 
family, gender, and sexual roles. For example, some of 
these women rejected monogamy in favor of a network of 
intimate partner relationships. With respect to gender, the 
women adopted a much more assertive style in their rela- 
tionships with men. In the realm of sexuality, the women 
often recognized their high sex drive, the emotional and 
sexual value of intimacy with other women, and their 
bisexual interests or identities. Moving away from tradi- 
tional roles was reported to be both liberating and fright- 
ening; creating new roles was often difficult. 

Research with polyamorists 


indicates that they often have a || Polyamory: The nonpossessive, hon- 


primary partner and a secondary est, responsible, and ethical philos- 


partner (Balzarini et al., 2017). 
Typically the relationship with the 


ophy and practice of loving multiple 
people simultaneously. 
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primary partner has been longer—an average of 8 years in 
this sample—compared with the secondary partner (aver- 
age of 2 years). Participants were much more likely to live 
with the primary partner rather than with the secondary 
partner. Participants also tended to have a more satisfying 
relationship with the primary partner but had more sex 
with the secondary partner. 

Scholars of polyamory refer to “mononormativity,” 
that is, the normativeness of monogamy in our culture 
(Schippers, 2016). They believe that people should open 
themselves up to possibilities other than monogamy. 


Consequences of Nonmonogamous 
Relationships 

What are the consequences of nonmonogamy for the 
primary relationship? A review of the limited published 
research looked at the consequences for psychological 
well-being, using measures of anxiety and depression 
(Rubel & Bogaert, 2014). In most comparisons, monog- 
amists and consensual nonmonogamists did not differ 
significantly. Turning to measures of relationship quality— 
adjustment, satisfaction, sexual frequency, jealousy—the 
authors concluded “there is an absence of evidence that 
consensual nonmonogamists differ from monogamists in 
these domains” (p. 19). There is also little evidence that 
consensual nonmonogamy leads to higher rates of separa- 
tion and divorce. Of course, these alternative relationship 
forms are relatively new. As more research is carried out 
on more diverse samples and over longer time periods, the 
results may differ. 

What about the effects of secret, nonconsensual non- 
monogamy on the primary relationship? In a sample of 
women students, 36 percent reported sexual or romantic 
infidelity in the preceding two months (Negash et al., 
2014). Both emotional and sexual cheating was related 
to the termination of the primary relationship. Espe- 
cially interesting is the finding that women who reported 
cheating on a high-quality relationship were more likely 
to report that the relationship ended. Research using data 
from the representative samples of the General Social 
Survey examined the association between reports of extra- 
marital sex and being divorced (Allen & Atkins, 2014). 
Relative to married respondents, people who reported 
extramarital sex were 2 to 5 times more likely to report 
being separated or divorced. The question remains, who 
leaves in response to an affair? Researchers studied 
ex-spouses’ reports of who (if either) was having an affair, 
and who wanted the divorce more (England et al., 2014). 
The results indicated that the spouse having the affair 
was more likely to want the divorce more. There was no 
gender difference in who had the affair. Of course, this 
research did not use an experimental design, so we can’t 
know whether the affair caused the divorce, or whether a 
person who is deeply dissatisfied with their marriage and 
is contemplating a divorce chooses to have an affair. 


The other consequence to consider is the possibility 
of sexually transmitted infections (STIs). Swingers, for 
example, may have sex with numerous other couples, and 
the greater the number of sexual partners, the higher the 
risk of STIs. One study of swingers found that they sub- 
stantially underestimated the probability that their swing 
partner had an STI (Niekamp et al., 2021). 


Ee 
Postmarital Sex 


From the point of view of developmental psychologists, 
the sexual relationship in a second union, perhaps follow- 
ing a divorce or the death of one’s partner, is especially 
interesting. In what ways is it the same, and how does it 
differ from the sexual relationship in the first marriage? 
It represents the blending of things that are unique and 
consistent about the person with things that are unique 
to the new situation and new partner. As we develop 
sexually throughout the lifespan, these two strands con- 
tinue to be intertwined—the developmental continuities 
(the things that are us and always will be) and the devel- 
opmental changes (things that differ at various times 
in our lives, either because we are older or have expe- 
rienced more, or because our partner or the situation 
is different). 

Divorced and widowed people are in a somewhat 
unusual situation in that they are used to regular sexual 
expression and suddenly find themselves in a situation in 
which the socially acceptable outlet for that expression— 
marital sex—is no longer available. Partly recognizing 
this dilemma, our society places few restrictions on post- 
marital sexual activity, although it is not as approved as 
marital sex. 

Table 5 presents data on the number of sexual partners 
in the past year by a person’s current marital status (Fryar 
et al., 2007). Among women, 26 percent of the widowed, 
divorced, or separated report two or more (male) part- 
ners; 36 percent of the men in this status report two or 
more (female) partners. It is interesting that cohabiting 
women and men are more than twice as likely as married 
women and men to report two or more partners. We noted 
earlier that the greater extra-relationship sexual activity of 
cohabiters is thought to reflect their lower commitment, 
compared to married people. Finally, note that in every 
category men report a larger number of partners. 

Most divorced women, but fewer widowed women, 
return to having an active sex life. In one study, 77 percent 
of the widowed had been sexually abstinent in the 
last year, compared with 29 percent of the divorced 
(Smith, 2003). 

The lower incidence of postmarital sex among wid- 
ows, compared with divorced women, is due in part to the 
fact that widows are, on the average, older than divorced 
women; but even when matched for age, widows are still 


SEX IN LATER LIFE 


243 


Table 5 Number of Heterosexual Part- 


ners in the Past Year, Adults 
20—59, United States 


Number of Sexual Partners 


None One Twoor More 


Women 
Married 6% 91% 3% 
Widowed, 
divorced, or 
separated 32 42 26 
Never married 47 36 AS 
Cohabiting ill 81 8 
Men 
Married 7% 86% 7% 
Widowed, 
divorced, or 
separated 25 Se) 36 
Never married 41 30 30 
Cohabiting 5 80 lS) 


Source: Fryar et al. (2007), Tables 8 and 10. 


less likely than divorced women to engage in postmarital 
sex. There are probably several reasons for this. Widows 
are more likely to be financially secure than divorced 
women and therefore have less motivation for engaging in 
sex as a prelude to remarriage. They have the continuing 
social support system of in-laws and friends, and so they 
are less motivated to seek new friendships. 

Widowed and divorced women who have postmarital 
sex often begin a relationship within 1 year of the end of 
the marriage. The evidence suggests that these are long- 
term relationships. 

Divorced women face complex problems of adjust- 
ment (Lichtenstein, 2012). These problems may include 
reduced income, a lower perceived standard of living, 
and reduced availability of social support. Some divorced 
men face similar problems. These problems may increase 
the motivation to establish a new long-term relationship. 
Single parents face a trade-off between parenting their 
children and devoting resources to establishing a new rela- 
tionship (Gray et al., 2015). The conflicts may be more 
intense for mothers because they are more likely to have 
custody of children. Analyses of data from a survey of sin- 
gle persons found that, among single mothers, as num- 
ber of children under age 2 increased, number of persons 
dated in the past 3 months increased (Gray et al., 2015). 
The researchers suggest this may reflect a more intensive 
search for a new partner to share the workload of caring 
for young children. Compared to parents of children over 
5, parents of children under 5 reported greater frequen- 
cies of sexual activity and first dates. 


ea 
Sex in Later Life 


When Freud suggested that young children, even infants, 
have sexual thoughts and feelings, his ideas met with con- 
siderable resistance. When, 50 years later, researchers 
began to suggest that older men and women also have 
sexual thoughts and feelings, there was similar resistance 
(Pfeiffer et al., 1968). This section deals with the sexual 
behavior of older men and women, the physical changes 
they undergo, and the attitudes that influence them. 


Physical Changes in Women 


Biological Changes 
The climacteric is a period lasting about 15 or 20 years (from 
about ages 45 to 60) during which a woman’s body makes 
the transition from being able to reproduce to not being 
able to reproduce; the climacteric is marked particularly by 
a decline in the functioning of the ovaries. But climacteric 
changes occur in many other body tissues and systems as 
well. Menopause (the “change of life,” the “change”) refers 
to one specific event in this process, the cessation of men- 
struation; this occurs, on average, over a 2-year period begin- 
ning at around age 50 (with a normal menopause occurring 
anywhere between the ages of 40 and 60). 

Biologically, as a woman grows older, the pituitary 
continues a normal output of FSH and LH; however, as 
the ovaries age, they become less able to respond to the 
pituitary hormones. In addition, the brain—including the 
hypothalamus-pituitary unit—ages (Lamberts et al., 1997). 
With the aging of the ovaries, there is an accompanying 
decline in the output of their two major products: eggs and 
the sex hormones estrogen and progesterone (Figure 5). 

There are a number of physical symptoms that may 
accompany menopause. Research 
has identified two broad groups: 


: Menopause: The cessation of 
vasomotor symptoms, especially | jenstruation 
hot flashes and night sweats, and 
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Figure 5 Levels of estrogen production in women 
across the lifespan. 
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psychosomatic symptoms, including feeling tense, irrita- 
ble, and depressed (Richard- Davis & Wellons, 2013). The 
hot flash is probably the best known of the symptoms. 
Typically it is described as a sudden wave of heat from the 
waist up. The woman may get red and perspire a lot; when 
the flush goes away, she may feel chilled and sometimes 
shiver. They may also occur at night, causing insomnia; 
the resulting perspiration can actually soak the sheets. 
Two other possible effects of the decline in estrogen 
levels are vaginal dryness and osteoporosis (porous and 
brittle bones). 

How many women experience symptoms? It depends 
on the woman’s sociocultural environment. Diet, smok- 
ing, exercise, attitude, marital status, and socioeconomic 
status are all potential influences (Richard-Davis & Wel- 
lons, 2013). Controlling for a number of these variables, 
White women report significantly more psychosomatic 
symptoms (40 to 56 percent), and African American 
women are more likely to report vasomotor symptoms 
(32 to 40 percent). Japanese and Chinese women are less 
likely than other groups to report any symptoms. This 
variation is evidence against the idea that there is a univer- 
sal menopausal experience. Furthermore, many women 
who experience symptoms such as hot flashes and night 
sweats report that they are not bothered by them (Avis & 
McKinlay, 1995; McKinlay et al., 1992). A study of mid- 
life women assessed their daily stress levels and several 
potential causes (Woods et al., 2009). The experience of 
menopausal symptoms by itself was not associated with 
increases in stress. 

There are four approaches to the treatment of symp- 
toms of menopause: hormone therapy, medications to 
relieve specific symptoms, complementary or alternative 
treatments, and seeking advice from friends and family. 
The current guidelines for the use of hormone therapy 
(HT) were drawn up by the International Menopause 
Society in collaboration with other medical societies 
(Baber et al., 2016). HT using estrogen or estrogen com- 
bined with progesterone is recommended to treat mod- 
erate to severe vasomotor symptoms; it is best to start it 
in early menopause. HT is also recommended to prevent 
osteoporosis in high-risk women, including those with 
low bone mineral density. If the only bothersome symp- 
toms are genitourinary or vaginal dryness, this should be 
treated with vaginal estrogen or a lubricant, not hormone 
pills that circulate throughout the body. Current recom- 
mendations are to use the lowest dose of HT for the short- 
est period that allows successful treatment. 

A variety of medications can be used to treat specific 
symptoms, such as headaches, depression, and muscular 
soreness (Richard-Davis & Wellons, 2013). Some require 
a prescription and some are sold over the counter. There 
are many complementary and alternative (CAM) treat- 
ments for menopause; it is estimated that 40 percent of 
the menopausal women in the United States use some 
form of CAM each year. Treatments include acupuncture, 


herbal remedies, various spices, and other compounds. 
White and Japanese women have the highest rates of use 
of CAM, while Hispanic women have the lowest. Finally, 
some ethnic minority women seek advice from elders and 
close friends as the primary means of managing meno- 
pause. Most White women prefer to consult a physician. 
Japanese women believe menopause is part of normal 
aging and do not seek advice. 


Sexuality and Menopause 

During the climacteric, physical changes occur in the 
vagina. The lack of estrogen causes the vagina to become 
less acidic, which leaves it more vulnerable to infec- 
tions. Estrogen is also responsible for maintaining the 
mucous membranes of the vaginal walls. With a decline 
in estrogen, there is a decline in vaginal lubrication during 
arousal, and the vaginal walls become less elastic. Either 
or both of these may make intercourse painful for the 
woman. Several remedies are available, including the use 
of artificial lubricants, and estrogen creams for the vagina 
by prescription. On the other hand, some women report 
that intercourse is even better after menopause, when the 
fear of pregnancy no longer inhibits them. 

Experts reviewing the research on women’s sexuality 
during and after menopause have reached the following 
conclusions (Dennerstein et al., 2003; McCoy, 1996, 
1997): (1) The majority of women continue to engage in 
sexual activity and many enjoy it both during and after 
menopause. (2) There is some decline in sexual function- 
ing, on average, during menopause and particularly after 
the last period. (3) Estrogen is related to the decline in 
sexual functioning, in part because low estrogen levels 
cause vaginal dryness. There is some evidence that higher 
estrogen levels are associated with better sexual function- 
ing. (4) Testosterone is also important; a woman’s sexual 
desire may decline as her levels of ovarian testosterone 
decline. Testosterone therapy is recommended only in 
cases where the woman is diagnosed with hypoactive sex- 
ual desire disorder that she finds distressing (see the chap- 
ter “Sexual Disorders and Sex Therapy”) (Busko, 2014). 

One study analyzed the data from an AARP survey of 
people age 45 and older (DeLamater & Moorman, 2007). 
The AARP survey included questions about various fac- 
tors that might affect the frequency of sexual behavior, 
including diagnosed physical and emotional illnesses, use 
of medications, attitudes toward sexuality, and the pres- 
ence of a sexual partner. Physical limitations such as prior 
stroke and arthritis, emotional problems such as depres- 
sion, and use of various medications can interfere with 
sexual activity. Although both men and women reported 
these conditions, they were relatively uncommon and 
were not significantly related to the frequency of oral sex- 
ual activity or vaginal intercourse. The factors that were 
significantly related were high scores on an index of sex- 
ual desire (frequent sexual thoughts, desire), positive atti- 
tudes toward sex for oneself, and the presence of a partner 
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estern cultures, including the United States, have 
individualistic values. That is, they value the inde- 

pendence of each individual and stress the indi- 
vidual’s right to do whatever they please (Kitayama et al., 
2020). The individual is supposed to have personal goals. 
In contrast, many other cultures, including Asian cultures, 
have interdependent values, in which the self is conceptual- 
ized in relation to others, such as family, and social har- 
mony is valued. Individual goals are much less important 
than the goals of the group and fulfilling one’s obligations 
to others. 

In the independent United States, we value high- 
intensity, exciting emotions, in contrast to a preference 
for calm emotions in Asian cultures. Americans aspire 
to remain positive, enthusiastic, and “youthful” even in 
late adulthood. East Asian cultures, in contrast, offer age- 
graded life roles in which one shifts to new roles at vari- 
ous stages of life. 

The problem with individualistic Western norms is 
that they become more and more difficult to meet as one 


with no limitations related to sexuality. Men and women 
who reported that their partner had limitations that inter- 
fered with sexual expression were significantly more likely 
to report masturbating. 

Some people believe that having a hysterectomy means 
the end of a woman’s sex life. In fact, sex hormone produc- 
tion is not affected as long as the ovaries are not removed 
(surgical removal of the ovaries is called oophorectomy 
or ovariectomy). On average, there are no changes in fre- 
quency of sexual activity or orgasm after hysterectomy 
(Dragisic & Milad, 2004). If problems do occur, there are 
two possible physiological causes. If the ovaries have been 
removed, hormonal changes may be responsible; specifi- 
cally, the ovaries produce androgens, and they may play 
a role in sexual response. The other possibility is that the 
removal of the cervix, and possibly the rest of the uterus, 
is an anatomical problem if the cervix serves as a trigger 
for orgasm. 


Physical Changes in Men 

Testosterone production declines gradually over the years 
(see Figure 6). Drug manufacturers discovered this a few 
years ago and started massive advertising campaigns to 


Culture and Conceptualizations of Late Adulthood 


ages. It is tough to feel independent if you have to rely on 
others for care. Feeling and looking youthful is difficult 
at 75. In Asian cultures, in contrast, new, age-appropriate 
roles are available, such as caring for grandchildren. In 
addition, Confucianism and Buddhism stress filial piety— 
that is, showing respect for one’s parents and elders. 
Aging adults can therefore benefit from being increas- 
ingly respected. In short, Western norms are inconsistent 
with the changes of aging, whereas Asian norms allow for 
age-appropriate changes in late adulthood. 

How might this apply to sexuality? As one example, 
in the United States we expect men to “perform” sexually 
as well at 70 as at 20, easily getting a granite-hard erec- 
tion. Physiological changes, though, mean that men get 
an erection more slowly at age 70 and it may not be as 
hard. The solution? Pop a Viagra. Perhaps Americans can 
learn something from Asians about accepting the changes 
of aging. 


persuade men to use prescription androgen/testosterone 
supplements. A combined FDA advisory panel concluded 
that the only clear indicator of need for such supplements 
is in men with hypogonadism, a condition requiring 
medical diagnosis (Tucker, 2014). Men who do not have 
low levels of testosterone confirmed by hormonal assay 
should not take these drugs. 

Vascular diseases such as hardening of the arteries 
are increasingly common with age in men, but good cir- 
culation is essential to erection (Riportella-Muller, 1989). 
A major change is that erections occur more slowly. It is 
important for men to know that this is a perfectly natural 
slowdown so that they will not jump to the conclusion 
that they are developing an erection problem. It is also 
important for partners to know about this so that they will 
use effective techniques of stimulating the man and not 
mistake slowness for lack of interest. 

The refractory period lengthens with age; thus for an 
elderly man there may be a period 


of 24 hours after an orgasm during || Hysterectomy (hiss-tur-EK-tuh- 
mee): Surgical removal of the uterus. 


which he cannot get an erection. 
(Note that women do not undergo a 
similar change; most women do not 


Oophorectomy (OH-uh-fuh-REK—tuh- 
mee): Surgical removal of the ovaries. 
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Prostatectomy (pros-tuh-TEK- 


tuh-mee): Surgical removal of the 
prostate. 
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Figure 6 Levels of testosterone production in 
men across the lifespan. 


enter into a refractory period and are still capable of multiple 
orgasm at age 80.) Other signs of sexual excitement—the sex 
flush and muscle tension—diminish with age. 

The volume of the ejaculate gradually decreases, and 
the force of ejaculation lessens. The testes become some- 
what smaller, but viable sperm are produced by even very 
old men. Ninety-year-old men have been known to father 
children. 

One advantage is that middle-aged and older men may 
have better control over orgasm than young men; thus 
they can prolong coitus and may be better sexual partners. 

Some people believe that prostate surgery or removal 
of the prostate, prostatectomy, means the end of a man’s 
sex life. It is true that the volume of the ejaculate will 
decrease. Prostatectomy can cause damage to the nerves 
supplying the penis, creating erectile problems. In other 
cases, retrograde ejaculation may result. Whether there 
are such problems depends on which of several available 
methods of surgery is used. 

In sum, the evidence suggests that there need be no 
time limit on sexual expression for either men or women. 

A 73-year-old man reported, 


I can’t begin to tell you how happy I am. I am married to 
a wonderful woman who loves me as much as I love her. 
My children gave me a hard time of it at first, especially 
because she is a bit younger than me. [My son] was tell- 
ing me that marrying again and trying to have a lot of 
sex—imagine that, saying to me ¢rying to have sex—could 
be dangerous to the marriage. So, I 
said to him with a straight face, “Do 
you think she’ll survive it?” He was 
so shocked, he laughed. (Janus & 
Janus, 1993, p. 8) 


Attitudes about Sex and the Elderly 

Our society has a negative attitude toward sexual expres- 
sion among the elderly.2 Somehow it seems indecent for 
two 70-year-old people to have sex with each other, and 
even more indecent for a 70-year-old to masturbate. Some- 
how what is “virility” at 25 becomes “lechery” at 75. 

Cross-cultural research indicates that the sexual behav- 
ior of the elderly is related to these cultural expectations 
(Winn & Newton, 1982). The elderly continue to be sexu- 
ally active in 70 percent of societies and in precisely those 
societies where they are expected to be sexually active. 
Indeed, in 22 percent of societies, women are expected 
to become more uninhibited about sexuality when they 
become old. 

Why does our society have such negative attitudes 
toward sex among the elderly? In part, these attitudes 
are due to the fact that ours is a youth-oriented culture. 
We value youth, and the physical characteristics that are 
considered “sexy” are youthful ones, such as a trim, firm 
body and smooth skin. It is therefore hard to believe that 
someone with old, wrinkled skin could be sexually active. 

A study of heterosexual, midlife women assessed 
menopause status, self-rated attractiveness, sexual desire, 
and frequency of sexual intercourse (Koch et al., 2005). 
Regardless of menopause status, women who perceived 
themselves as less attractive than 10 years earlier reported 
a decline in both sexual desire and sexual behavior. 
Women who perceived themselves as more attractive 
reported an increase in sexual desire, frequency of sex, 
and frequency of orgasm. 

Our negative attitudes may be a holdover from the 
belief that sex was for reproductive purposes only—and 
those past the age of reproduction should therefore not 
engage in it. The incest taboo may also be involved in our 
negative attitudes. We tend to identify old people with our 
parents or grandparents and find it hard to think of them 
as sexual beings. This attitude is encouraged by the fact 
that many parents take great pains to hide their sexual 
activity from their children. 

These attitudes affect the way elderly people are 
treated, and the elderly may even hold such attitudes 
themselves. One remedy that has been proposed for these 
negative attitudes is a “coming out of the closet.” As one 
67-year-old commented, 


The common view that the aging and aged are nonsexual, 
I believe, can only be corrected by a dramatic and cou- 
rageous process—the coming-out-of-the-closet of sexually 
active older women and men, so that people can see for 
themselves what the later years are really like. (Brecher, 
1984, p. 21) 


Various specific misunderstandings may influence 


sexuality. For example, a man might believe that sex will 


?These attitudes are reflected in jokes such as “Once you're 80, your 
sex life is less like the Fourth of July and more like Thanksgiving.” 
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Figure 7 Affection, romance, and sex are not just 
for the young. 


ejwhite/Getty Images 


precipitate a heart attack or, if he has already had a heart 
attack, that it will bring on another one. Although Mas- 
ters and Johnson found that the heart rate accelerates 
during sexual intercourse, another study showed that the 
mean heart rate during orgasm was only 117 beats per 
minute, which is about that attained during many com- 
mon forms of daily exercise (Hellerstein & Friedman, 
1969). This rate is about the equivalent of climbing two 
flights of stairs at a moderate pace. Thus the demands of 
sex on the heart are not unreasonable (Jackson, 2009). A 
study of patients who had had a heart attack questioned 
them about their activities immediately prior to the attack 
and in the year prior to the attack (Muller et al., 1996). 
The results indicate that the increase in risk caused by 
sexual activity is one chance in one million for a healthy 
individual. Furthermore, the relative risk is no greater in 
patients with a history of cardiac disease. 

Ideas such as this, as well as factors such as illness or 
hospitalization, may lead to a period of sexual inactiv- 
ity. But being sexually inactive is one of the most effec- 
tive ways of diminishing sexuality. Masters and Johnson 
emphasized that two factors are critical in maintaining 
sexual capacity in old age: 


1. Good physical and mental health. Research confirms 
this notion (Persson, 1980). A representative sample 
of 70-year-olds in one town in Sweden was selected. 
For both men and women, those who continued to 
have sexual intercourse had better mental health as 
rated by a psychiatrist and more positive attitudes 
toward sexual activity among the aged. 


2. Regularity of sexual expression. A longitudinal study 
suggests that, for men, frequency of orgasm is posi- 
tively associated with longevity. The study involved 
men aged 45 to 59. At the beginning of the study, the 
men completed a standard medical history and a ques- 
tionnaire that assessed sexual behavior. Ten years later, 


Figure 8 Romance is important even for 
nursing-home residents. 


Purestock/Getty Images 


the researchers found out who had died, and com- 
pared their questionnaire answers with those of the 
survivors. Men who reported less than one orgasm per 
month at the beginning of the study were more than 
twice as likely to die as the men who reported two or 
more orgasms per month (Smith et al., 1997). 


Apparently some elderly people have caught on to this 
fact. As one 80-year-old husband said of his relationship 
with his 75-year-old wife, 


My wife and I both believe that keeping active sexually 
delays the aging process .. . if we are troubled with an 
erection or lubrication, we turn to oral methods or mas- 
turbation of each other. We keep our interest alive by a 
great deal of caressing and fondling of each other’s geni- 
tals. We feel it is much better to wear out than to rust out. 
(Brecher, 1984, p. 33) 


Reformers urge us to change our attitudes about sex and 
the senior citizen. Nursing homes particularly need to revise 
their practices (Figure 8); even such simple changes as 
knocking before entering a resident’s room would help (peo- 
ple masturbate, you know). Other reforms would include 
making provisions for spouses to stay overnight and allow- 
ing couples—married or unmarried— to share a bedroom. 


248 


CHAPTER 10 + SEXUALITY AND THE LIFE CYCLE: ADULTHOOD 


The introduction of Viagra in 1998 ushered in a “new 
era” that some refer to as the biomedicalization of sex in 
later life (Marshall, 2012). The marketing of Viagra and 
related medicines conveys the message that declining 
sexual function is a medical problem, not an aspect of 
normal aging to be accepted. This is leading to changing 
attitudes about sex in later life, perhaps creating the belief 
that everyone should be sexually active until they die and 
there is something wrong with you if you aren’t. That is 
as false as the belief that everyone loses sexual desire and 
function after age 50. Clearly each person/couple needs 
to determine the amount and kind of sexual expression 
that best fits their health, relationship status, living situa- 
tion, and desires. 


Sexual Behavior 
While sexual desire and sexual behavior do decline some- 
what with age, there are substantial numbers of older men 
and women who have active sex lives. The National Social 
Life, Health and Aging Project (NSHAP) interviewed 
3,000 women and men ages 57 to 85 (Lindau et al., 2007). 
Among men 75 to 80, more than 40 percent had frequent 
sexual thoughts, 30 percent had masturbated in the pre- 
ceding year, and 45 percent had had sexual intercourse. 
Among women 75 to 80, the percentages were about 10, 18, 
and 20, respectively (Das et al., 2012). There does not seem 
to be any age beyond which all people are sexually inactive. 
Some older people do, for various reasons, stop having 
intercourse after a certain age. Analyses of the data from 
NSHAP and NHSLS (men and women age 44 to 59) 
found that, for both men and women, frequency of inter- 
course declines with age (Karraker et al., 2011). Among 
men, declining frequency is also associated with declining 
happiness in the past year, and declining physical health. 
Among women, declining frequency was associated with 


happiness, and especially with widowhood. Subsequent 
analyses of NSHAP data indicate that, among men and 
women 57 to 85 who are married, overall two-thirds 
remain sexually active; when sexual activity within a 
marriage stops, it is primarily due to declining health 
(Karraker & DeLamater, 2013). 

One of the most important influences on sexuality in 
the elderly is that there are far more elderly women than 
elderly men. Because of both men’s earlier mortality and 
their preference for younger women, elderly women are 
more likely to be living alone and to have less access to 
sexual partners. For example, in 2013, among those 65 
and over, 74 percent of the men were married and living 
with their spouses, compared with only 44 percent of the 
women (U.S. Bureau of the Census, 2014). Some innova- 
tive solutions have been proposed, such as elderly women 
forming lesbian relationships. 

We see, then, that among older people who are healthy 
and have regular opportunities for sexual expression, sex- 
ual activity continues well past 70 years of age. 

As more men and women leave long-term relation- 
ships and initiate new ones in later life, a new problem 
has emerged: increasing rates of STIs, including HIV 
infection and AIDS, among older people (see the chap- 
ter “Sexually Transmitted Infections”). In 2010, 5 percent 
of the new cases of HIV infection in the United States 
were among men and women 55 and older (CDC, 2015a). 
Among men, 23 percent, and among women, 82 percent 
were transmitted through heterosexual contact. Newly sin- 
gle older people grew up at a time when there was less 
concern and publicity about STIs. An important tool in 
preventing STIs in this population is sex education geared 
toward them. Programs serving senior citizens in major 
cities are offering classes for “sexy seniors,” often in 
senior centers and residential facilities. 
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Thinking as hypothesis testing 


In many of our everyday interactions, we function like intuitive scientists. Events occur and we want to explain and 
then perhaps control them. To do so, we use the same skills as a scientist testing a hypothesis: (1) We accumulate 
observations; (2) We formulate hypotheses or explanations; and (3) We use the information to see if it confirms 
or disconfirms the hypothesis. 

A common event in a long-term relationship is a decline in the frequency of sexual activity. It might be upsetting 
because (1) you enjoy sex, (2) it symbolizes the bond between you, (3) it asserts your power, and (4) __——«. So 
one morning, you think, “We haven’t had sex for a week; we’re having sex a lot less than we did at first.” You get 
upset. You search for a reason and think that your partner is having an affair and is therefore less interested in sex 
with you. Before you leap to the conclusion that your partner is having an affair, use critical thinking skills. Accu- 
mulate observations and track frequency for some period of time. It may be that your initial observation was just 
about one week and coincided with a string of 12-hour days at work, a visit by the parents, or some other unusual 
occurrence. If, indeed, over time sex is infrequent, then try to recall accurately how often you did have sex “at first.” 

If your observations are consistent with the hypothesis of decline, consider possible explanations. An affair is 
one possibility, but this chapter has suggested several others. Some are job-related; one of you switched to a more 
demanding job six months ago. You had or adopted a baby eight months ago. You are getting older (look at the 
data in Table 2). Now you have four plausible hypotheses. You can make observations about work, the baby, fatigue 
and problems related to age, and odd absences by the partner, and assess the evidence for each of these. 

This process will take some time. At some point, you will want to involve your partner by discussing your con- 
cerns, your observations, and perhaps your hypotheses. When you do, use the principles of good communication 
discussed in the chapter “Attraction, Love, and Communication.” With good communication skills, the odds are 
higher that both of you will become positively engaged in the process. 


SUMMARY 


Sexuality continues to develop throughout the lifespan. It 
may be expressed in singlehood, cohabitation, marriage, 
nonmonogamous relationships, postmarital relationships, 
or in a variety of contexts as the individual ages. 


Sex and the Single Person 

Young adults grow toward sexual maturity. Many do so in 
the context of a single relationship that results in a long- 
term committed relationship. Others are involved in two 
or more relationships before they begin to live with or 
marry someone. Never-married people over 25 may find 
themselves part of the “singles scene.” 


Cohabitation 

Cohabitation is a stage that close to 50 percent of peo- 
ple experience. The time couples spend living together 
varies from a few months to several years. Sixty percent 
of cohabiting couples go on to marry. Some cohabiting 


couples have children, either together or with previous 
partners. Men and women who are living together engage 
in sexual activity more often, on average, than those who 
are married or single. The cohabitation effect refers to the 
finding that couples who cohabited before marriage are 
more likely to divorce and are less satisfied with their mar- 
riages than couples who did not cohabit. 


Marital Relationships 

Marriage represents a major turning point as couples face 
new responsibilities and problems and try to find time for 
each other. Married couples in their twenties engage in 
sexual intercourse two or three times per week on aver- 
age, with the frequency declining to two or three times 
per month among couples over 60. Many people continue 
to masturbate even though they are married. Most people 
today—both women and men—express general satisfaction 
with their marital sex life. Sexual patterns in marriage, 
however, show great variability. 
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Nonmonogamous Relationships 

About 21 percent of all married men and 13 percent of 
all married women engage in extramarital sex at some 
time. Extramarital sex is disapproved of in our society 
and is generally carried on in secrecy. In consensual 
nonmonogamy, it is agreed that both partners can have 
extra-relationship sex, as in swinging and polyamory. The 
Internet has created new kinds of infidelity. Equity the- 
ory may be helpful in understanding patterns of extra- 
relationship sex. 


Postmarital Sex 

Virtually all widowed and divorced men return to an 
active sex life, as do most divorced women and about half 
of widowed women. 


Sex in Later Life 

Although sexual activity declines somewhat with age, it 
is perfectly possible to remain sexually active into one’s 
eighties or nineties. Problems with sex or the cessation of 
intercourse may be related to physical factors. In women, 
declining estrogen levels result in less lubrication; in men, 
there is lowered testosterone production and increased 
vascular disease, combined with slower erections and 
longer refractory periods. Psychological factors can also 
be involved, such as the belief that the elderly should 
not have sex. Masters and Johnson emphasized that two 
factors are critical to maintaining sexual capacity in old 
age: good physical and mental health and regularity of 
sexual expression. The NSHAP survey indicates that all 
sexual behaviors—including heterosexual intercourse and 
masturbation—continue past age 70. 


SUGGESTIONS FOR FURTHER READING 


Carpenter, Laura M., and DeLamater, John (eds). 
(2012). Sex for life: From virginity to Viagra, how sexu- 
ality changes throughout our lives. New York University 
Press. A collection of articles reporting original 
research on sexuality from early childhood to old age. 


Frank, Katherine. (2013). Plays well in groups: A journey 
through the world of group sex. Rowman and Little- 
field. From tribal religious rituals to the Playboy man- 
sion, and from ancient Rome to Burning Man, Plays 
Well in Groups explores the phenomenon of group 


sex. Author Katherine Frank draws on surveys, ethno- 
graphic research, participant interviews, and more to 
provide explanations for both participation in group 
sex and our complex reactions to it. 


Grazian, D. (2008). On the make: The hustle of urban 
nightlife. University of Chicago Press. A fascinating 
ethnography of the urban nightclub scene and the 
people involved in it. Considers the players (single, 
married, gay, and lesbian), the servers, and the 
marketing of the clubs. 


Design Elements: A Sexually Diverse World (hands): Dragon Images/Shutterstock; First Person (people): Image Source/ 
Getty Images; Milestones in Sex Research (survey): Ravi Tahilramani/Getty Images 


Curious? 


. Do opposites really attract? 

2. How do Internet dating sites match 
people? 

3. How important is intimacy (as opposed 
to sex) in relationships? 


4. Why do people get jealous? 


Read this chapter to find out. 
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Attraction, Love, and Communication 
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e made love, Your Honor. He didn’t have any and neither did |. So we made some. It 


was good.* 


*Julie in Lois Gould (1988). Such good friends. New York: Farrar, Straus, Giroux, p. 161. 


Many people believe that there is, or should be, a close 
connection between love and sex. The sexual standard for 
many is that sex is appropriate if one loves the other per- 
son, and sex seems to be the logical outcome of a loving 
relationship. For this reason, it is important in a text on 
sexuality to spend some time considering the emotion we 
link so closely to sex: love. 

This chapter is organized in terms of the way rela- 
tionships usually progress—if they progress. We begin by 
talking about attraction, what brings people together in 
the first place. Then we consider intimacy, which devel- 
ops as relationships develop. Next, we look at theories 
and research on love. Finally, we conclude with one of the 
requirements for fulfilling, long-term relationships: good 
communication. 


—————$—$—————— Se 
Attraction 


What causes you to be attracted to another person? Social 
psychologists have done extensive research on inter- 
personal attraction. We consider the major results of this 
research in this section. 


The Girl Next Door 

Our opportunities to meet people are limited by geog- 
raphy and time. You may meet that attractive person 
sitting two rows in front of you in the sex class, as the 
course is referred to at the University of Wisconsin, but 
you will never meet the wealthy, brilliant engineering 
student who sits in your seat two classes later. You are 
much more likely to meet and be attracted to the boy 
or girl next door than the one who lives across town. 
In a longitudinal survey, adults were asked where they 
met their partner (Rosenfeld & Thomas, 2012). Of the 
heterosexual couples who met between 2005 and 2010, 
30 percent met through friends, 20 percent in (primary 
or secondary) school, 20 percent online, 10 percent 
in college, and about 5 percent each through family, 
at work, in church, and in bars. In pre-Internet days 
(1980-1990), more couples met 
through family and in school. 
Of the same-sex couples who met 
in 2005-2010, almost 70 percent 
met online, 20 percent in bars, 
and 10 percent through friends. 
Earlier, in 1980-1990, same-sex 


Mere-exposure effect: The tendency 
to like a person more if we have been 
exposed to them repeatedly. 


Homophily: The tendency to have 
contact with people who are equal in 
social status. 


couples were more likely to meet through friends and 
in bars. 

Among those who work in the same place or take 
the same class, we tend to be more attracted to peo- 
ple with whom we have had contact several times than 
we are to people with whom we have had little contact 
(Finkel et al., 2015; Harrison, 1977; Reis et al., 2011). This 
tendency has been demonstrated in laboratory studies in 
which the amount of contact between participants was 
systematically varied. At the end of the session, people 
gave higher “liking” ratings to those with whom they had 
had much contact and lower ratings to those with whom 
they had had little contact (Saegert et al., 1973). This is 
the mere-exposure effect: Repeated exposure to a person 
leads to greater liking for that stimulus. In short, familiar- 
ity does not breed contempt, it breeds attraction. 


Birds of a Feather 

We like people who are similar to us. We are attracted 
to people who are approximately the same as we are in 
age, race or ethnicity, and economic and social status. 
Homophily refers to the tendency to have contact with 
people equal in social status. Table 1 presents data on 
homophily in the United States (Rosenfeld, 2008). Race 
is the most common type of homophily in marriages, 
followed by education, and then religion. We can expect 


Percentage of U.S. Marriages 


That Are Homophilous 


Women Men 
Race 
Whites 96% 97% 
Blacks 90 82 
Latinx 61 65 
Asian 42 48 
Education 
Some college V3 85 
College degree 63 74 
Religion 
Protestant 75 74 
Catholic 54 56 
Jewish NA NA 
No religious preference 22 aly 


NA: Not available because sample size was too small. 


Source: Rosenfeld (2008; Table 1). 
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these statistics to go down in the next 10 years, at least 
for race and religion, because of increases in interracial 
marriage and a decline in the number of people having a 
religious affiliation. Notice, too, that homophily varies by 
race, with Asian Americans being the least likely to marry 
someone of their own race. Educational homophily seems 
to be on the increase (Schwartz, 2013); that is, people are 
increasingly likely to marry someone of their own educa- 
tional level. 

Racial homophily is evident in online dating platforms. 
One study collected data on more than one million U.S. 
users of a dating website, all of them looking for some- 
one of the other gender (Mendelsohn et al., 2014). Racial 
preferences are often stated, including preferences such as 
“no Asians, no Blacks.” The results indicated that 50 per- 
cent of White women and 21 percent of White men would 
date only members of their own race. Same-race prefer- 
ences were less common among Black people, with only 
36 percent of Black women and 10 percent of Black men 
stating that requirement. The researchers were also able to 
examine racial patterns in actually initiating contact with 
another person. The contacts demonstrated even more 
racial homophily. For White women, 90 percent of the 
contacts they initiated were with White men; for White 
men, it was 83 percent. For Black women, 70 percent of 
the contacts they initiated were with Black men; for Black 
men, 39 percent of their contacts were to Black women. 

Research indicates not only homophily by race and 
educational attainment, but also homophily in charac- 
teristics of institutions attended. Women who attended 
more elite institutions married/cohabited with men with 
higher annual incomes. Men who attended elite colleges 
married/cohabited with women from a more privileged 
background (Arum et al., 2008). There is even research 
indicating that spouses share more genetic similarities 
than people randomly paired from the same population 
(Domingue et al., 2014). 

Social psychologists have done numerous experiments 
demonstrating that we are attracted to people whose atti- 
tudes and opinions are similar to ours (Byrne, 1971). In 
these experiments, the researcher typically has people 
fill out an opinion questionnaire. 
They are then shown 
a questionnaire that 
was supposedly filled 
out by another person 
and are asked to rate 
how much they think they would like 
that person. In fact, the questionnaire was filled out to 
show either high or low agreement with the participant’s 
responses. Participants report more liking for a person 
whose attitudes are similar to theirs than for one whose 
responses are quite different. 

Why are we attracted to a person who is similar to us 
in, say, attitudes? There are a number of reasons (Huston 
& Levinger, 1978). We get positive reinforcement from 


Do opposites really 
attract? 


that person agreeing with us. The other person’s agree- 
ment bolsters our sense of rightness. And we anticipate 
positive interactions with that person. 

Folk sayings are sometimes wise and sometimes fool- 
ish. The interpersonal-attraction research indicates that 
the saying “Birds of a feather flock together” contains 
some truth. 


Physical Attractiveness 

Given a choice of more than one potential partner, a 
great deal of evidence shows that individuals will prefer 
the one who is more physically attractive (Hendrick & 
Hendrick, 1992). In one laboratory study, researchers 
used the format of speed dating, in which each partici- 
pant (all were heterosexual) interacted with a partner of 
the other gender for 3 minutes (the “date”), then rated 
that partner on several characteristics, then switched 
to a new partner, rated that partner, and so on (Kerr 
et al., 2020). Ratings of the physical attractiveness of the 
partner correlated positively with forming a positive first 
impression of the partner, and positive impressions were 
strongly related to romantic interest. The other factor 
that played a major role in developing romantic interest 
in a partner was the partner’s extraversion—their ten- 
dency to be outgoing and sociable. 

In another laboratory study, researchers used photo- 
graphs from online dating sites and had participants rate 
the attractiveness, health, and wealth of the person in each 
photo, as well as their romantic interest in the person 
(Tskhay et al., 2017). The strongest predictor of romantic 
interest was the attractiveness of the person in the photo 
and, contrary to assertions of evolutionary theories, this 
pattern was true for both men and women. 

A meta-analysis confirms these findings over many 
studies: people are most romantically interested in others 
who are physically attractive, and this is true for both men 
and women (Eastwick et al., 2014). The correlation is sub- 
stantial, r = .40. 

Physical attractiveness is one aspect of sex appeal, 
and in fact, young men and women typically rate physical 
appearance as the most important (Regan, 2004). Other 
aspects include general body size (measured in various 
ways) and certain facial features. Much of the research 
on attractiveness uses data from samples of White people. 
One exception is research on the impact of lightness of skin 
on ratings of attractiveness among African Americans. 
The National Survey of Black Americans involved inter- 
views conducted by Black interviewers. At the end of 
the interview, the interviewer rated the respondent’s skin 
color on a five-category scale from “very dark brown” to 
“very light brown” and rated the respondent’s attractive- 
ness. Skin tone was strongly associated with the attractive- 
ness ratings given female respondents by both male and 
female interviewers (Hill, 2002). Light skin was rated as 
more attractive. 
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The Interpersonal Marketplace 

Although this may sound somewhat callous, whom we are 
attracted to and pair off with depends a lot on how much 
we think we have to offer and how much we think we 
can “buy” with it. This tendency for men and women to 
choose as partners people whose social “worth” matches 
their own is called the matching phenomenon (Feingold, 
1988). Generally, the principle—at least in previous 
decades—seemed to be that women’s worth was based on 
their physical beauty, whereas men’s worth was based on 
their success. There was a tendency, then, for beautiful 
women to be paired with wealthy, successful men. 

Data from many studies documented this phenom- 
enon. In one study, high school yearbook pictures were 
rated for attractiveness (Udry & Eckland, 1984). These 
people were followed up 15 years after graduation, and 
measures of education, occupational status, and income 
were obtained. Women who were rated the most attractive 
in high school were significantly more likely to have hus- 
bands who had high incomes and were highly educated. 

The research showing that attractive women marry suc- 
cessful men began in the 1970s when many women did not 
have a career or income, and so it seemed as if they were 
exchanging beauty for money and status. Also, research- 
ers rarely assessed the man’s attractiveness. Homophily, 
of course, would predict that physically attractive people 
marry each other. By 2010, many men and women each 
possessed physical attractiveness, educational achieve- 
ment, occupational status, and income. A study of a prob- 
ability sample of young heterosexual couples (average 
age 22 to 23), 500 dating, 500 cohabiting, 500 married, 
used Add Health data (McClintock, 2014). In fact, for 
both men and women, the person’s physical attractiveness 
was highly correlated with their education, income, and 
a measure of social status. In couples, individuals’ attrac- 
tiveness and success were highly correlated with their part- 
ner’s attractiveness and success. Sophisticated analyses of 
the data provided little support for the idea that women 
exchange beauty for status these days. Instead, the results 
are consistent with the hypothesis that people select mates 
who match them on these characteristics. 

The question becomes, why is there such a high cor- 
relation between a person’s physical attractiveness and 
their educational achievement and socioeconomic suc- 
cess? One longitudinal study found that attractiveness in 
high school is associated with greater social integration 
and favorable treatment by teachers and classmates. This, 
in turn, predicts educational achievements, work success, 
and mental health outcomes as the person becomes an 
adult (Gordon et al., 2013). 


Matching phenomenon: The ten- 
dency for people to choose as part- 


ners people who match them—that 
is, who are similar in attitudes, intelli- 
gence, and attractiveness. 


Attraction Online 

Technology has created more 
ways to meet potential partners 
online and through apps. Popular 


dating sites vary considerably in the 
clientele they serve 
(Meltzer, 2017). eHar- at meCom nn claat-merliiate| 
mony is designed for JRSWGSIIED el ai ol-fe)e) [=rd 
people who want to go 
slowly and get to know each other, 
and Match.com appeals to singles 

age 30 and older who want to settle down (Figure 1). 
In contrast, SeniorPeopleMeet is for singles 55 and older, 
and JDate is for Jewish singles. Tinder and Grindr apps 
are based on location—they match you with someone who 
is within a certain distance from where you are. 

In a survey of online daters, the most common reason 
for trying online dating was that they were looking for a 
serious relationship (47 percent of men and 41 percent 
of women) (Meltzer, 2017). In that survey, when asked 
where they met their current spouse or partner, the most 
common site was Match.com, followed by eHarmony, fol- 
lowed, distantly, by PlentyOfFish and OkCupid. 

These websites and apps seem to be at least moderately 
effective. In the same survey of online daters, 44 percent 
said they have had a serious long-term relationship or have 
married as a result of online dating. Another study found 
that couples who met online transitioned to marriage 
sooner than those meeting offline (Rosenfeld, 2017). 

Users say that one advantage of meeting on the Inter- 
net is that the technology forces you to focus on the per- 
son’s interests and values. This focus facilitates finding a 
person with whom you have a lot in common and getting 
to know the person before you actually meet. 

How do dating websites match people? Different sites 
use different algorithms (Meltzer, 2017). In general, the 
sites keep their algorithms secret because if they have a 
good one, they don’t want their competitors to know it. 
eHarmony uses an extensive questionnaire measuring 
attitudes, values, and personality, and it matches people 
based on similarity—a good strategy given the research 


Figure 1. The CEO of the Match Group, which 
runs dating sites including match.com and Tinder, is 
Shar Dubey, an immigrant from India. 
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described in this chapter. Match.com seems to use a 
similar strategy. OkCupid has its own set of questions, 
some of which are quirky (e.g., “Do you often find your- 
self wanting to chuck it all and go live on a sailboat?”), 
and matches people who should be compatible based on 
answers to their questions. 


Explaining Our Preferences 

The research data are quite consistent in showing that we 
select as potential partners people who are similar to us in 
social characteristics—age, race, and education—and who 
share our attitudes and beliefs. Moreover, both men and 
women prefer physically attractive people. The obvious 
question is, Why? Two answers are suggested, one draw- 
ing on reinforcement theory and one on evolutionary 
psychology (see the chapter “Theoretical Perspectives on 
Sexuality” for discussions of these theories). 


Reinforcement Theory: Byrne’s Law of 
Attraction 

A rather commonsense idea—and one that psychologists 
agree with—is that we tend to like people who give us 
rewards and to dislike people who give us punishments. 
Social psychologist Donn Byrne (1997) formulated the 
law of attraction. It says that our attraction to another per- 
son is proportionate to the number of reinforcements that 
person gives us relative to the total number of reinforce- 
ments plus punishments the person gives us. Or, simpli- 
fied even more, we like people who are frequently nice to 
us and seldom nasty (Figure 2). 

According to this explanation, we prefer people who 
are similar because interaction with them is rewarding. 
People who are similar in race and education are likely to 
have similar outlooks on life, prefer similar activities, and 


Figure 2. According to Byrne’s law of attraction, 
our liking for a person is influenced by the rein- 
forcements we receive from interacting with them. 
Shared activities provide the basis for smooth and 
rewarding interactions. 


Fuse/Getty Images 


like the same kinds of people. These shared values and 
beliefs provide the basis for smooth and rewarding inter- 
actions. It will be easy to agree about such things as how 
important schoolwork is, what TV programs to watch, 
and what to do on Friday night. Disagreement about such 
things would cause conflict and hostility, which are defi- 
nitely not rewards (for most people, anyway). 

These findings have some practical implications 
(Hatfield & Walster, 1978). If you are trying to get a new 
relationship going well, make sure you give the other per- 
son some positive reinforcement. Also, make sure you 
have some good times together, so you associate each 
other with rewards. Do not spend all your time stripping 
paint off old furniture or cleaning out the garage. And do 
not forget to keep the positive reinforcements going in an 
old, stable relationship. 


Evolutionary Psychology: Sexual 

Strategies Theory 

According to evolutionary theorizing, historically, people 
who selected mates according to some preferences were 
more successful than those who chose them based on 
other preferences (see the chapter “Theoretical Perspec- 
tives on Sexuality”). The successful ones produced more 
offspring, who in turn produced more offspring, carrying 
their mating preferences to the present. 

According to Sexual Strategies Theory, men and 
women face different adaptive problems in their efforts to 
reproduce (Buss & Schmitt, 1993). Because women bear 
the offspring, men need to identify reproductively valu- 
able women. Other things being equal, younger women 
are more likely to be fertile than older women, leading 
to a preference for youth, which results in men choosing 
young women. Also, sociobiologists assert that men want 
to be certain about the paternity of offspring, and for this 
reason they want a woman who will be sexually faithful. 

According to the theory, a physically attractive person 
is more likely to be healthy and fertile than someone who 
isn’t, which explains the preference for good-looking part- 
ners. However, one study found that there was no rela- 
tionship between rated facial attractiveness (based on a 
photograph) and an actual clinical assessment of health 
in a sample of adolescents (Kalick et al., 1998). 

Some evolutionary analysts have argued that the crit- 
ical feature of an attractive face is symmetry, having fea- 
tures on one side of the nose that are mirror images of 
features on the other side. Fluctuating asymmetry, asym- 
metry of bilateral features that are on average symmetrical 
in the population, is said to reflect developmental insta- 
bility (DI), the inability of the developing body to buf- 
fer itself against random perturbations (Van Dongen & 
Gangestad, 2011). Visible asymmetry in the face would 
reflect DI, which could have 


caused other anomalies that could |} Fluctuating asymmetry: Asymmetry 


impair reproductive success. 
Thus attractiveness might be 


of bilateral features that are on aver- 
age symmetrical in the population. 
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Intimacy: A quality of relationships 
characterized by commitment, feel- 
ings of closeness and trust, and 


self-disclosure. 
Self-disclosure: Telling personal 
things about yourself. 


an important indicator of fertility, fetal survival, and 
normal growth. There have been dozens of studies of the 
relationship between symmetry and numerous features, 
including measures of health, fetal outcomes, hormonal 
functioning, facial attractiveness, and reproduction (num- 
ber of sexual partners). They indicate that the correlation 
between symmetry and health is small (Van Dongen, 
2011; Van Dongen & Gangestad, 2011). 

Women must make a much greater parental invest- 
ment than men in order to reproduce. They will be preg- 
nant for 9 months, and after the birth they must care for 
the infant and young child for many years. For these rea- 
sons, according to the theory, women want to select as 
mates men who are reproductively valuable, leading to the 
preference for good-looking mates. They also want mates 
who are able and willing to invest resources in them and 
their children, so women, according to the theory, pre- 
fer men with higher incomes and status. Among young 
people, women will prefer men with greater earning 
potential and, for this reason, prefer men with greater edu- 
cation and higher occupational aspirations. This matter of 
resources is more important than the problem of identify- 
ing a reproductively valuable male, so women rate income 
and earning potential as more important than good looks. 
We saw in the previous section, however, that the data do 
not support this assertion; both men and women are most 
influenced by the attractiveness of potential partners. 

Note that these arguments assume limited female 
access to resources, forcing reliance on males. But in con- 
temporary society, more and more women have careers 
and control their earnings. These women may place less 
emphasis on a man’s resources in selecting a mate. Anal- 
ysis of survey data from women 18 to 35 (44 percent in 
a relationship) found that wealthier women prefer older 
men, and resource control predicted a preference for 
physical attractiveness over financial prospects (Moore 
et al., 2006). In effect, wealthier women have more to 
offer in the relationship marketplace. 

Sexual strategies theory asserts that gender differ- 
ences in mate preferences reflect genetic predisposi- 
tions based on universal biological functions of men and 
women in reproduction. An alternative view is that pref- 
erences reflect current gender roles in specific cultures. 
In cultures where women are forced to rely on men for 
resources and protection, the preferences will be differen- 
tiated. In cultures where there is equal access to resources 
and gender equity, the gender role perspective suggests 
that gender differences in preferences will be weakened or 
disappear. To test this hypothesis, an online questionnaire 
assessed the preferences of more 
than 2,000 women and 1,000 men 
from 10 nations for eight charac- 
teristics used in prior research 
that found differences. The 10 
countries included 3 with low gen- 
der parity, 3 with medium parity, 


and 4 with high parity. The results indicated that gender 
differences in mate preferences declined as gender parity 
increased (Zentner & Mitura, 2012). This indicates that 
cultural gender roles, rather than biological evolution, 
better explain gender differences in mate preference. 


Ee) 
Intimacy 


Intimacy is a major component of any close or romantic 
relationship. Thus, in this section, we explore intimacy in 
more detail to try to gain a better understanding of it. 
People seek intimate relationships for two reasons. 
The first is the desire to someday have children and the 
awareness that raising a child is a lot easier if there are two 
people. The other is to obtain the benefits of mutual trust 
and reciprocal recognition by another person. This benefit 
is increasingly important in an impersonal and sometimes 
cruel world that is very stressful for some people. Indeed, 
stress researchers have long recognized the need for inter- 
personal support to cope successfully with stress. 


Defining Intimacy 

What is intimacy? Psychologists have offered a number 
of definitions, including the following (Perlman & Fehr, 
1987, p. 17): 


1. Intimacy’s defining features include “openness, hon- 
esty, mutual self-disclosure; caring, warmth, protect- 
ing, helping; being devoted to each other, mutually 
attentive, mutually committed; surrendering con- 
trol, dropping defenses; becoming emotional, feeling 
distressed when separation occurs.” 


2. “Emotional intimacy is defined in behavioral terms as 
mutual self-disclosure and other kinds of verbal shar- 
ing, as declarations of liking and loving the other, and 
as demonstrations of affection.” 


Notice that the first definition focuses on intimacy as a char- 
acteristic of a person and the second 
as a characteristic of a 
relationship. One way MslWaiuleteaciias 

to think about intimacy [MMUMETS CEM) 9) fort =Te Ce) 
is that certain people sex) in relationships? 
have more of a capacity 
for intimacy or engage in more intimacy- 
promoting behaviors than others. But we can also think of 
some relationships as being more intimate than others. 


Intimacy and Self-Disclosure 

One of the key characteristics of intimacy is self-disclosure 
(Derlega, 1984). Self-disclosure involves telling your part- 
ner some personal things about yourself. It may range 
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from telling your partner about something embarrassing 
that happened to you at work today, to disclosing a very 
meaningful event that happened between you and your 
parents 15 years ago. 

Research consistently shows that self-disclosure leads to 
reciprocity (Berg & Derlega, 1987; Hendrick & Hendrick, 
1992). In other words, if one member of the couple self- 
discloses, this act prompts the other partner to self-disclose 
also. Self-disclosure by one member of the couple can 
essentially get the ball rolling. Reciprocal self-disclosure is 
even found in online dating interactions (Halversen et al., 
2021). 

Why does this occur? Psychologists have proposed a 
number of reasons (Hendrick & Hendrick, 1992). First, 
disclosure by our partner may make us like and trust that 
person more. Second, as social learning theorists would 
argue, simple modeling and imitation may occur. That 
is, one partner’s self-disclosing serves as a model for the 
other partner. Norms of equity may also be involved (see 
the chapter “Sexuality and the Life Cycle: Adulthood” 
for a discussion of equity theory). After one partner has 
self-disclosed, the other person may follow suit in order to 
maintain a sense of balance or equity in the relationship. 

Research shows that there is a positive correlation 
between the extent of a couple’s self-disclosure and their sat- 
isfaction with the relationship. In other words, couples that 
practice more self-disclosure are more satisfied (Hendrick, 
1981; Lambert et al., 2013). Self-disclosure of sexual likes 
and dislikes is associated with sexual satisfaction (Byers & 
Demmons, 1999). Sexual self-disclosure leads to a better 
understanding by your partner of your likes and dislikes, 
and it can lead to a sexual script that is more rewarding 
and less costly. Greater rewards and less cost lead to greater 
sexual satisfaction (MacNeil & Byers, 2009). 

Patterns of self-disclosure can predict whether a couple 
stays together or breaks up. Research in which couples are 
followed up for periods ranging from 2 months to 4 years 
shows that the greater the self-disclosure, the greater the 
likelihood that the relationship will continue, and the less 
the self-disclosure, the greater the likelihood of breakup 
(Hendrick et al., 1988; Sprecher, 1987). 

Self-disclosure promotes intimacy in a relationship 
and makes us feel close to the other person (Figure 3). 
It also indicates how important it is for the partner to be 
accepting in response to self-disclosure. If the acceptance 
is missing, we can feel betrayed or threatened, and we 
certainly will not feel on more intimate terms with the 
partner. 

Self-disclosure and intimacy, then, mutually build on 
each other. Self-disclosure promotes our feeling that the 
relationship is intimate, and when we feel that it is, we feel 
comfortable engaging in further self-disclosure. 

Self-disclosure of personal attitudes, experiences, 
and motives increases one’s vulnerability. There is a risk 
that the partner will evaluate you negatively for disclos- 
ing some information or past behaviors. People who are 


Figure 3 Intimacy occurs in a relationship when 
there is warmth and mutual self-disclosure. 


amelaxa/Shutterstock 


anxious about how others evaluate them may engage in 
less self-disclosure or avoid it altogether. According to the 
ideas we have laid out, this should reduce intimacy. Other 
research finds that greater intimacy is associated with 
greater relationship and sexual satisfaction. 


Measuring Intimacy 

Psychologists have developed scales for measuring inti- 
macy, which can give us further insights. One such scale 
is the Personal Assessment of Intimacy in Relationships 
(PAIR) Inventory (Schaefer & Olson, 1981). It measures 
emotional intimacy in a relationship with items such as 
the following: 


1. My partner listens to me when I need someone to 
talk to. 


2. My partner really understands my hurts and joys. 


Another scale measuring intimacy in a relationship 
includes items such as these (Miller & Lefcourt, 1982): 


1. How often do you confide very personal information 
to him or her? 


2. How often are you able to understand his or her 
feelings? 
3. How often do you feel close to him or her? 


4. How important is your relationship with him or her in 
your life? 


If you are currently in a relationship, answer these ques- 
tions for yourself and consider what the quality of the 
intimacy is in your relationship. 

In summary, an intimate relationship is character- 
ized by commitment, feelings of closeness and trust, and 
self-disclosure. We can promote intimacy in our relation- 
ships by engaging in self-disclosure (provided, of course, 
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that we trust the person, but it is quite difficult to develop 
intimacy when there is a lack of trust) and being accept- 
ing of the other person’s self-disclosures. 


———. 
Love 


In the following sections, we consider four theories of 
love: the triangular theory, the attachment theory, the love 
styles theory, and the theory of passionate love. We then 
consider research on love from multiple perspectives. 


Triangular Theory of Love 

Robert Sternberg (1986; 2019) has formulated a triangu- 
lar theory of the nature of love. According to his theory, 
love has three fundamental components: intimacy, pas- 
sion, and decision or commitment. 


Three Components of Love 


Intimacy Intimacy is the emotional component of love. 
It includes our feelings of closeness or bondedness to 
the other person. As discussed in the previous section, 
the feeling of intimacy usually involves a sense of mutual 
understanding with the loved one; a sense of sharing one’s 
self; intimate communication with the loved one, involv- 
ing a sense of having the loved one hear and accept what 
is shared; and giving and receiving emotional support to 
and from the loved one. 

Intimacy, of course, is present in many relationships 
besides romantic ones. Intimacy here is definitely not a 
euphemism for sex (as when someone asks, “Have you 
been intimate with him?”). The kind of emotional close- 
ness involved in intimacy may be found between best 
friends and between parents and children, just as it is 
between lovers. 


Passion Passion is the motivational component of love. 
It includes physical attraction and the drive for sexual 
expression. Physiological arousal is an important part 
of passion. Passion is the component that differentiates 
romantic love from other kinds of love, such as the love 
of best friends or the love between parents and children. 
Passion is generally the component of love that is faster to 
arouse, but in the course of a long-term relationship it is 
also the component that fades most quickly. 

Intimacy and passion are often closely intertwined. 
In some cases passion comes first, when a couple experi- 
ence an initial, powerful physical attraction to each other, 
and emotional intimacy may then follow. In other cases, 
people know each other only casually, but as emotional 
intimacy develops, passion follows. Of course, there are 
also cases where intimacy and passion are completely 
separate. For example, in cases of casual sex, passion is 
present but intimacy is not. 


Decision or Commitment The third component is 
the cognitive component, decision or commitment. This 
component has two aspects. The short-term aspect is the 
decision that one loves the other person. The long-term 
aspect is the commitment to maintain that relationship. 
Commitment is what makes relationships last. Passion 
comes and goes. All relationships have their better times 
and their worse times, their ups and their downs. When 
the words of the traditional marriage service ask whether 
you promise to love your spouse “for better or for worse,” 
the answer “I do” is the promise of commitment. 


The Triangular Theory 

Figure 4 shows Sternberg’s love triangle.' The top point of 
the triangle is intimacy, the left point is passion, and the 
right point is decision or commitment. 

This triangle metaphor allows us to show how the two 
people in a couple can be well matched or mismatched 
in the love they feel toward each other. In Figure 5(a), 
Elizabeth feels as much intimacy toward Robert as he 
does toward her, they both feel equal levels of passion, and 
they both have the same level of commitment. According 
to the theory, that is a perfect match. Figure 5(b) shows 
a situation in which the couple are slightly but not seri- 
ously mismatched, and Figure 5(c) shows a moderate 
mismatch. Figure 5(d) shows a situation in which there is 
a severe mismatch. Both partners are equally committed, 
but Elizabeth feels significantly more intimacy and pas- 
sion than Robert. 

Sternberg’s research indicates that when there is a 
good match between the two partners’ love, as shown in 
Figure 5(a) or (b), the partners tend to feel satisfaction 
with the relationship. When there is a mismatch in the 
triangles, they feel dissatisfied with the relationship. 

Thinking about practical applications of the theory, if 
a relationship seems to be in trouble, it may be because 
there is a mismatch of the triangles. We could analyze the 


Intimacy 


Passion Decision/ 
commitment 


Figure 4 The triangle in Sternberg’s triangular 
theory of love. 


'This terminology should not be confused with the popular use 

of the term Jove triangle, which refers to a situation in which three 
people are involved in love, but the love is not reciprocated and so 
things don’t work out quite right. For example, A loves B, B loves C, 
and C loves A, but A doesn’t love C and B doesn’t love A. Alas. 
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Intimacy 


Perfectly matched 
(a) involvements 


Passion Decision/ 
commitment 


Closely matched 
involvements 


; Z\ 
Moderately 
() mismatched 
involvements 
; IN 


Severely 
mismatched 
involvements 


Self/Elizabeth 


Other/Robert 


Figure 5 Partners can be well matched or 
mismatched, depending on whether their levels of 
intimacy, passion, and decision/commitment match. 


love in the relationship in terms of the three components 
(intimacy, passion, and commitment) to see where the 
partners are mismatched. It could be that they are well 
matched for passion, but that one feels and wants more 
intimacy or commitment than the other does. 


Love in Action 

Sternberg also argues that each of the three components 
of love must be translated into action. The intimacy com- 
ponent is expressed in actions such as communicating per- 
sonal feelings and information (self-disclosure), offering 
emotional support, and expressing empathy for the other. 
The passion component is expressed in actions such as kiss- 
ing, touching, and making love. The decision or commit- 
ment component is demonstrated by actions such as saying 
“T love you,” getting married, and sticking with a relation- 
ship through times when it isn’t particularly convenient. 


Attachment Theory of Love 

In the chapter “Sexuality and the Life Cycle: Childhood 
and Adolescence,” we discussed the earliest attachment 
that humans experience, that between infant and parent. 


One hypothesis is that the quality of this early attachment— 
whether secure and pleasant or insecure and unpleasant— 
profoundly affects us for the rest of our lives, and 
particularly affects our capacity to form loving attach- 
ments to others when we are adults. 

The attachment theory of love is based on these ideas 
(Hazan & Shaver, 1987; Karantzas et al., 2014). Accord- 
ing to the attachment theory, adults are characterized, in 
their romantic relationships, by one of three styles. Secure 
lovers are people who find it easy to get close to others 
and are comfortable having others feel close to them. 
Mutual dependency in a relationship (depending on the 
partner and having the partner depend on you) feels right 
to them. Secure lovers do not fear abandonment. 

In contrast, avoidant lovers are uncomfortable feeling 
close to another person or having that person feel close 
to them. It is difficult for them to trust or depend on 
a partner. 

The third style, anxious-ambivalent lovers, want des- 
perately to get close to a partner but often find the partner 
does not reciprocate the feeling, perhaps because anxious- 
ambivalent lovers scare away others. They are insecure in 
the relationship, worrying that the partner does not really 
love them. 

Research shows that about 53 percent of adults are 
secure, 26 percent are avoidant, and 20 percent are 
anxious-ambivalent (Hazan & Shaver, 1987). This research 
also shows that separation from a parent in childhood— 
perhaps because of divorce or death—is not related to 
adult attachment styles. In other words, children of 
divorced parents are no more or less likely to be secure 
lovers than are children from intact marriages. (This find- 
ing is probably fortunate, given the high divorce rate in 
the United States.) What did predict adult attachment 
style? The person’s perception of the quality of the rela- 
tionship with each parent was key. 

Longitudinal research has identified pathways by 
which attachment in early life relates to adult attachment 
styles and relationships. One study found that children 
identified as securely attached at 12 months were rated 
more socially competent in elementary school. Social 
competence predicted more secure friendships at age 16, 
which in turn predicted more positive relationships at 
ages 20 to 23 (as reported by self and partner) (Simpson 
et al., 2007). Moreover, compared with people who have 
a secure attachment style, those with anxious or avoidant 
attachment styles have less satisfying sexual relationships 
and are more likely to have a sexual dysfunction (Stefanu 
& McCabe, 2012). 

This research has important implications. First, it 
helps us understand that adults bring to any particular 
romantic relationship their own personal history of love 
and attachment. The forces of that personal history can 
be strong, and one good and loving partner may not 
be able to change an avoidant lover into a secure lover. 
Second, it helps us understand that conflict in some 
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Eros: According to love styles theory, 
a powerful physical attraction to the 
loved person. 


Ludus: According to love styles the- 
ory, a playful type of love. 

Storge: In love styles theory, a very 
stable, reliable type of love. 


relationships may be caused by a mismatch of attachment 
styles. A secure lover, who wants a close, intimate rela- 
tionship, is likely to feel frustrated and dissatisfied with an 
avoidant lover, who is uncomfortable with feeling close. 
Finally, this theory provides some explanation for jeal- 
ousy, which is most common among anxious-ambivalent 
lovers (although present among the others) because 
of their early experience of feeling anxious about their 
attachment to their parents. 

A study of heterosexual couples in serious dating rela- 
tionships looked at the dynamics of adult attachment 
styles (Kirkpatrick & Davis, 1994). In over half the cou- 
ples, both partners had a secure attachment style. About 
10 percent consisted of one person with a secure style and 
one with an avoidant style, and 10 percent consisted of 
a secure-anxious pairing. As we might expect, there was 
not a single anxious-anxious or avoidant-avoidant cou- 
ple. Such couples would be very incompatible. 

How does attachment style have an effect on adult 
romantic relationships? Research shows that those with 
anxious and avoidant styles have less trust in their partner, 
which leads to less intimacy in the relationship, which is 
associated with less relationship satisfaction (Karantzas 
et al., 2014). More specifically, those with an avoidant 
style experience less connectedness and general satisfac- 
tion in their relationships, whereas those with an anxious 
style experience more conflict in their relationships (Li & 
Chan, 2021). In addition, those with anxious or avoidant 
styles provide less support for their partners, and conflict 
becomes destructive (see the section Fighting Fair later in 
this chapter). 


Love Styles 

On the basis of his research, sociologist John Alan Lee 
(1977, 1988) proposed three basic types of love, and he 
uses Greek and Latin words to distinguish them: eros, 
storge, and ludus. 

Eros, according to this theory, is a powerful attraction 
to the physical appearance of the loved person. The erotic 
lover often has an ideal partner in mind, and it may be 
“love at first sight” when they meet that person. Erotic 
lovers cultivate a variety of sexual techniques so that they 
will continually delight in each other’s bodies. 

Ludus refers to playful love. For ludic lovers, love is a 
pleasant pastime; however, they refuse to get too involved, 
to become dependent on the beloved, or to let the beloved 
become too attached to them. Because of their low com- 
mitment, ludic lovers may have more than one lover at a 
time. They also show little interest 
in improving sexual techniques, 
finding it easier to get a new part- 
ner than to work out problems in 
an old relationship. 

Storge in this theory is “love 
without fever, tumult, or folly, a 
peaceful and enchanting affection.” 


It is the kind of love that sneaks up unnoticed in a rela- 
tionship; storgic lovers remember no special point in the 
relationship when they “fell” in love. Because the rela- 
tionship develops gradually, sex typically does not occur 
for some time. Storge also tends to be a very stable love 
that can last through crises in the relationship and even 
through long separations. 

Lee sees these three basic types of love as being anal- 
ogous to the three primary colors: red, yellow, and blue. 
Just as new colors are produced by combining primary 
colors—orange is a mixture of red and yellow, for exam- 
ple—so other types of love result from blendings of the 
three basic types. For example, in mania, which may be 
viewed as a combination of eros and ludus, love is an 
obsession (this use of the term “mania” has nothing to 
do with its use as a diagnosis in psychology and psychi- 
atry). In mania, the person is consumed with thoughts 
of the beloved and may feel furious jealousy. The manic 
lover alternates between feelings of ecstasy and despair. 
Manic lovers have the passion of eros but play the games 
of ludus. This is the sort of stuff that makes for great nov- 
els and movies. 

Pragma is a kind of practical love; it combines the 
compatibility of storge with the game playing of ludus. 
The pragmatic lover consciously tries to find a lover who 
has a certain set of characteristics that are thought to be 
desirable. Once a good match is found, pragmatic love 
may grow over the years. It is the kind of love that existed 
for centuries when marriages were arranged by people 
other than the lovers themselves, and these arrangements 
still exist in some cultures around the world. 

Agape is altruistic, undemanding, never jealous, and 
always kind and patient. It represents a combination of 
storge and eros. 

Research has found that these love styles exist across 
a wide range of ages, sexual orientations, and cultures 
(Hendrick & Hendrick, 2019). Research also shows that 
love styles are associated with relationship satisfaction 
(Hendrick & Hendrick, 2019; Vedes et al., 2016). Specifi- 
cally, eros and agape love styles are associated with greater 
relationship satisfaction, whereas ludus is associated with 
lower relationship satisfaction. This pattern has been 
found across multiple cultures (Rohmann et al., 2016). 

What is the practical significance of these ideas? Accord- 
ing to Lee, two lovers of the same type are most compatible. 
Lee believes that many conflicts arise when two different 
types of lovers are paired with each other. People often 
think the quantity of love is the problem—the old complaint 
is “you don’t love me enough”—but instead there may be a 
mismatch of the types of lovers. For example, suppose we 
have a ludic man and a storgic woman. He feels that she is 
trying to trap him into a commitment when he just wants to 
have fun. She wants to develop a slow, lasting relationship 
and accuses him of playing games just to get sex. The result 
is conflict, and it may be difficult to identify the source of 
the conflict—unless you know about love styles! 


LOVE 261 
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Survey 
Excellent: 


Jealousy Goou 1 


ealousy—the green-eyed monster—is an unpleas- 
J ant emotion often associated with romantic and 

sexual relationships. Intense cases of jealousy 
may result in violence, including partner abuse, assault, 
and homicide. As a result, it has been the focus of consid- 
erable scholarly work. Several perspectives contribute to 
our understanding of this emotion. 

Jealousy is a cognitive, emotional, and behavioral 
response to a threat to an interper- 
sonal relationship (Chung & Harris, 
2018; Guerrero et al. 
2004). The cognitive 
appraisal perspective 
suggests that emotions 
are the result of a cognitive appraisal 
of a stimulus. In this view, jealousy occurs when an indi- 
vidual interprets some stimulus as representing a threat to 
a valued relationship (Figure 6). In reality, there may or 
may not be a threat to the relationship. A variety of behav- 
iors by the partner may be interpreted as a threat. It can 
be as simple as the partner spending time with another 
person. In the 21st century, interaction with someone via 
the Internet can elicit a jealous reaction from the part- 
ner. Also, behavior or remarks by third parties may elicit 
jealousy, or circumstances such as coming home late may 
arouse suspicion. 

Two situations can activate jealousy (White & Mul- 
len, 1989). One is a situation in which there is a threat 
to our self-esteem. For example, in a good relationship 
our romantic partner helps us feel good about ourselves— 
makes us feel attractive or fun to be with, for example. If 
a rival appears and our partner shows interest, we may 
think things like “He finds her more attractive than me” 
or “She finds him more fun to be with than me.” We then 
feel less attractive or less fun to be with. In other words, 
our self-esteem is threatened. Two experiments report evi- 
dence that supports the hypothesis that it is threats to the 
self that cause jealousy (DeSteno et al., 2006). 

The second situation that activates jealousy is a threat 
to the relationship. If a rival appears on the scene, we may 
fear that our partner will separate from us and form a new 
relationship with the rival. Jealousy is activated because 
of our negative thoughts and feelings about the loss of a 
relationship that has been good for us and the loss of all 
the pleasant things that go along with that relationship, 
such as companionship and sex. 

We go through several stages in the jealousy response, 
sometimes very quickly (White & Mullen, 1989). The first 


Why do people get 
jealous? 


is cognitive, in which we make an initial appraisal of the 
situation and find that there is a threat to our self-esteem 
or to the relationship. Next, we experience an emotional 
reaction, which has two phases. The first is a rapid stress 
response, the jealous flash. To use the terminology of the 
two-component theory of love discussed in this chapter, 
this stress response is the physiological component of the 
jealous emotion. The second phase of emotional response 
occurs as we reappraise the situation and decide how to 
cope with it. In the reappraisal stage, we may shift from 
seeing the situation as a threat to seeing it as a challenge, 
for example. The intense initial emotions quiet down and 
may be replaced by feelings of moodiness. 

Attempts to cope with jealousy lead to a variety of 
behaviors. Some of these behaviors are constructive, such 
as effective communication with the partner (see the 
section on Communication later in this chapter for a dis- 
cussion of techniques of effective communicators). Such 
communication may lead to an evaluation of the relation- 
ship and attempts to change some of the problematic 
aspects of it. If the problems seem sufficiently serious, a 
couple may seek advice from a mediator or therapist. 

Other behavioral responses to jealousy are destructive. 
The threat to a person’s self-esteem may lead to depres- 
sion, substance abuse, or suicide. Aggression may be 
directed at the partner, the third person, or both, and may 
result in physical or sexual abuse or even murder. 

There are two types of jealousy: emotional and sexual. 
Emotional jealousy occurs when one person believes or 
knows that the partner is emotionally attached to or in 
love with another. Sexual jealousy occurs when the person 
believes or knows that the partner wants to engage in or 
has actually engaged in sexual behavior with another. The 
two may occur together or separately. 

Different understandings of jealousy are offered by two 
different theories: evolutionary psychology and cognitive 
social-learning theory (de Visser et al., 2020). According 
to the evolutionary perspective, men are more upset by a 
mate’s sexual infidelity, whereas women are more upset by 
a mate’s emotional infidelity. This hypothesis flows from 
the argument that the adaptive problem for males in repro- 
duction is paternity uncertainty. For this reason, men, 
motivated to pass on their genes to the next generation, 
want to be sure that the children they care for are their 
own genetically, so they are highly vigilant about female 
sexual infidelity. The adaptive problem for females is to 
obtain enough resources to care for herself and her chil- 
dren, which is particularly an issue in humans. Therefore, 


262 


CHAPTER 11 *» ATTRACTION, LOVE, AND COMMUNICATION 


Passionate love: A state of intense 
longing for union with the other 
person and of intense physiological 


arousal. 


Companionate love: A feeling of 
deep attachment and commitment to 
a person with whom one has an inti- 
mate relationship. 


Figure 6 One situation that activates jealousy is a 
perceived threat to the relationship. 
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women are highly vigilant about their male partner’s emo- 
tional infidelity. If he fell in love with someone else, he 
might abandon her and she would lose the resources that 
he provides and she and her offspring need. Slight support 


Passionate and Companionate Love 

Another perspective on love differentiates between two kinds 
of love: passionate love and companionate love (Berscheid 
& Hatfield, 1978; Feybesse & Hat- 
field, 2019). Passionate love is a 
state of intense longing for union 
with the other person and of 
intense physiological arousal. It has 
three components: cognitive, emo- 
tional, and behavioral (Hatfield 
& Sprecher, 1986). The cognitive 
component includes preoccupation 


for evolutionary theory was found in a large, well-sampled 
study of Australians. Asked what would upset them more, 
sexual or emotional infidelity, 55 percent of men said 
sexual infidelity, as did 42 percent of women (de Visser 
et al., 2020). That is, men were more likely to choose sex- 
ual infidelity, but still, 42 percent of women chose it, too. 
Moreover, the pattern wasn’t found with sexual minorities, 
among whom 35 percent of women and 26 percent of men 
would be more upset by sexual infidelity; i.e., more women 
than men chose sexual infidelity. 

The alternative perspective comes from cognitive 
social-learning theory, which argues that, rather than 
being a hardwired, evolutionarily selected response, jeal- 
ousy is strongly influenced by social and cultural factors. 
A number of scientific findings support this view. Men liv- 
ing in different countries show considerable variation in 
their jealousy responses; i.e., there are cultural variations 
(Harris, 2003). Other research shows variations in reac- 
tions to sexual infidelity depending on the educational 
level of the respondent, for both women and men (de 
Visser et al., 2020). That variation cannot be explained 
if jealousy is a result of evolutionary selection, but it is 
consistent with cognitive social-learning theory and its 
emphasis on cultural influences. 

Research suggests that a person’s attachment style may 
be an important influence on how that person responds 
to jealousy (Chung & Harris, 2018; Sharpstein & Kirk- 
patrick, 1997). Undergraduates were asked how they 
had reacted in the past to jealousy. Those with a secure 
attachment style reported that they had expressed their 
anger to the partner and maintained the relationship. 
They got over it. Those with an anxious style reported 
the most intense anger, but they were most likely to say 
they did not express their anger. People with an avoid- 
ant style were more likely to direct their anger toward the 
third person. 


with the loved one and idealization of the person or of the 
relationship. The emotional component includes physi- 
ological arousal, sexual attraction, and desire for union. 
Behavioral elements include taking care of the other and 
maintaining physical closeness. Passionate love can be over- 
whelming, obsessive, and all-consuming. 

By contrast, companionate love is a feeling of deep 
attachment and commitment to a person with whom one 
has an intimate relationship (Hatfield & Rapson, 1993b). 
Passionate love is hot, and companionate love is warm. 

Passionate love is often the first stage of a romantic 
relationship. Two people meet, fall wildly in love, and 
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make a commitment to each other. But as the relation- 
ship progresses, a gradual shift to companionate love 
takes place. The transformation tends to occur when the 
relationship is between 6 and 30 months old (Hatfield & 
Walster, 1978). 

Some may find this perspective a rather pessimistic 
commentary on romantic love. But it may describe a 
good way for a relationship to develop. Passionate love 
may be necessary to hold a relationship together in the 
early stages, while conflicts are being resolved. But past 
that point, most of us find that what we really need is a 
friend—someone who shares our interests, who is happy 
when we succeed, and who sympathizes when we fail—and 
that is just what we get with companionate love. 

Sexual desire and romantic love can be independent 
processes (Diamond, 2003). Sexual desire is a motiva- 
tional state leading to a search for opportunities for sexual 
activity. It motivates proximity seeking and contact and 
leads to feelings of passion (passionate love). Romantic 
love is a motivational state leading to attachment and 
commitment. It promotes self-disclosure and intimacy 
leading to long-term relationships (companionate love). 


The Biology of Love 

What causes the complex phenomena of passionate and 
companionate love? Where does the rush of passion- 
ate love come from? Research suggests that hormones, 
neurotransmitters, and neural activity in the brain are 
involved (see also the chapter “Sexual Arousal”). Studies 
of the prairie vole, a small rodent, have identified specific 
patterns of neurochemical activity that are associated 
with mating and pair-bonding (preference for a specific 
partner) (Curtis & Wang, 2003). In female prairie voles, 
the neurotransmitter dopamine is released during mating, 
and in both male and female voles, the dopamine appears 
to enhance the likelihood of pair-bonding. Dopamine is 
associated with euphoria and craving. A surge of dopa- 
mine in the human body can produce increased energy, 
focused attention, and reduced need for food and sleep, 
and these are common experiences of people in the pas- 
sionate stage of love. 

The frequent presence of the loved one, produced ini- 
tially by passionate love, triggers the production of two 
hormones, prolactin and oxytocin. The levels of prolactin 
rise following orgasm in humans and are also related to 
pair-bonding in voles. 

Oxytocin may contribute to long-term relationships. It 
has been shown to play an important role in pair-bonding 
in some animals (McEwen, 1997). In humans it is stimu- 
lated by touch, including sexual touching and orgasm, and 
it produces feelings of pleasure and satisfaction. Research 
indicates that levels of interpersonal trust correlate posi- 
tively with oxytocin as well (Zak et al., 2003). In an experi- 
ment, researchers administered either oxytocin or a placebo 
through the nose to young men. The men who received the 


oxytocin displayed increased trust in others, and trust is a 
crucial basis for relationships (Kosfeld et al., 2005). 

Using fMRI scans, social neuroscientists have identi- 
fied a Love Brain Network (Cacioppo, 2019). It’s com- 
plicated, but then so is love. The Love Brain Network 
has four components: (1) the autonomic system, (2) the 
motivation/reward system, (3) the emotion system, and 
(4) the cognitive system. The autonomic system includes 
the anterior cingulate gyrus, which is related to the car- 
diovascular and respiratory systems—and the feeling of 
being hot and bothered in passionate love. The motivation 
system includes the insula and striatum and motivates the 
sexual response. The emotion system involves the insula 
and the somatosensory cortex, which underlie the plea- 
surable aspects of love. And finally, the cognitive system 
is involved in appraising a stimulus (e.g., a photo of one’s 
beloved) to decide whether it is the loved one; if it is, the 
cognitive system increases attention to that stimulus. 

Little work has been done with humans to identify 
neural correlates of companionate love. Animal research 
suggests that it is associated with oxytocin and vasopres- 
sin, and neural activity in the nucleus accumbens and ven- 
tral pallidum (Cacioppo et al., 2012b). 

Is there a difference between passionate love and sex- 
ual desire in the brain? (Is love just sex?) Both passionate 
love and sexual desire activate the same reward-related 
and cortical areas in the brain. However, love is associated 
with reduced activity in the hypothalamus, amygdala, and 
somatosensory cortex, compared to sexual desire. These dif- 
ferences are consistent with the view that sexual desire is a 
motivation with a specific goal, whereas love is an abstract, 
behaviorally complex phenomenon not dependent on the 
physical presence of the object (Cacioppo et al., 2012a). 
The answer? Love is more than sex (neurally speaking). 


Measuring Love 
I introduced the concept of passionate love earlier. 
Hatfield and Sprecher (1986) developed a self-report 
measure of this concept. For their Passionate Love Scale, 
they wrote statements intended to measure the cognitive, 
emotional, and behavioral components of passionate love. 
The respondent rates each statement on a scale from 
1 (not true at all) to 9 (definitely true of me). 

For example, if you feel that you are in love with some- 
one, think about whether you would agree with each of 
the following statements, keeping that person in mind. 


1. Cognitive component: 


Sometimes I feel I can’t control my thoughts; they are 
obsessively on : 
For me, is the perfect romantic 
partner. 

2. Emotional component: 


I possess a powerful attraction for 
I will love forever. 
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3. Behavioral component: 
I eagerly look for signs indicating s 
desire for me. 
I feel happy when I am doing things to make 
happy. 


Hatfield and Sprecher administered their question- 
naire to students at the University of Wisconsin who were 
in relationships ranging from casually dating to engaged 
and living together. The results indicated that scores on 
the Passionate Love Scale (PLS) were correlated posi- 
tively with other measures of love and with measures of 
commitment to and satisfaction with the relationship. 
These correlations give evidence that the PLS is valid— 
in other words, that it measures what it is supposed to 
measure. The findings confirm that the scale measures 
passion. For example, students who got high scores on 
the PLS reported a stronger desire to be with, held by, 
and kissed by the partner, and said that they were sexually 
excited just thinking about their partner. Finally, the pas- 
sionate love scores increased as the nature of the relation- 
ship moved from dating to dating exclusively. Hatfield and 
Sprecher’s research is a good example of how to study an 
important but complex topic—such as love—scientifically. 


Two-Component Theory of Love 
Social psychologists Ellen Berscheid and Elaine Walster 
(1974) proposed a two-component theory of love. According 
to their theory, passionate love occurs when two conditions 
exist simultaneously: (1) the person is in a state of intense 
physiological arousal, and (2) the situation is such that the 
person applies a particular /abe/—“love”—to the sensations 
being experienced. Their theory is derived from an import- 
ant theory developed by Stanley Schachter (1964). 

Suppose that your heart is pounding, your palms are 
sweating, and your body is tense. What emotion are you 
experiencing? Is it love—has reading about passionate love 
led to obsessive thoughts of another person? Is it fear—are 
you frantically reading this text because you have an exam 
tomorrow morning? Is it sexual arousal—are you thinking 
about having sex later tonight? 

It could be any of these, or even anger or embarrass- 
ment. A wide variety of emotions 
are accompanied by the same 


Two-component theory of love: The 
theory that two conditions must exist 
simultaneously for passionate love 
to occur: physiological arousal and 
attaching a cognitive label (“love”) to 
the feeling. 


Misattribution of arousal: When in a 
ate of physiological arousal due to 
situation (such as from exercising or 
eing in frightening circumstances), 
ttributing the arousal to love for or 
traction to another person who is 
present. 


physiological states: increased 
blood pressure, a higher heart 
rate, increased muscular tension, 
and sweating palms. What differ- 
entiates these emotions? The key 
is the way we interpret or label 
what we are experiencing. 
Schachter’s (1964) two- 
component theory of emotion 
says just this: An emotion consists 
of a physiological arousal state 


plus the label the person assigns to it (for a critical evalu- 
ation of this theory, see Reisenzein, 1983). Berscheid and 
Walster have applied this to the emotion of “love.” They 
suggest that we feel passionate love when we are physio- 
logically aroused and when conditions are such that we 
identify what we are feeling as love. 

Several experiments provide evidence for Berscheid 
and Walster’s two-component theory of love. In one study, 
male research participants exercised vigorously by run- 
ning in place, and this activity produced the physiological 
arousal response of pounding heart and sweaty palms 
(White et al., 1981). Afterward they rated their liking for 
an attractive woman, who was a confederate of the exper- 
imenters. Men in the running group said they liked the 
woman significantly more than did men who were in a 
control condition and had not exercised. 

This result is consistent with the two-component the- 
ory. The effect is called the misattribution of arousal. In 
other words, in a situation like this one, the men misat- 
tribute their arousal—which is due to exercise—to their 
liking for the attractive woman (Figure 7). An analysis of 
33 experiments found that arousal affects attraction even 
when the source of the arousal is unambiguous (Foster 
et al., 1998). 

Another study suggests that even fear can increase a 
man’s attraction to a woman (Dutton & Aron, 1974; see 
also Brehm et al., cited in Berscheid & Walster, 1974). 
An attractive female interviewer approached male pass- 
ersby either on a fear-arousing suspension bridge or on 
a non-fear-arousing bridge. The fear-arousing bridge was 
constructed of boards, attached to cables, and had a ten- 
dency to tilt, sway, and wobble. The handrails were low, 
and there was a 230-foot drop to rocks and shallow rapids 
below. The control bridge was made of solid cedar. It was 


Figure 7 The misattribution of arousal. If people 
are physically aroused (e.g., by jogging), they may 
misattribute this arousal to love or sexual attraction, 
provided the situation suggests such an interpreta- 
tion (e.g., an attractive person is close by). 
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firm, and there was only a 10-foot drop to a shallow rivu- 
let below. The interviewer asked subjects to fill out ques- 
tionnaires that included projective test items. These items 
were then scored for sexual imagery. 

There was more sexual imagery in the questionnaires 
filled out by the men in the suspension-bridge group, and 
these men made more attempts to contact the attractive 
interviewer after the experiment than the men on the con- 
trol bridge. Intuitively, this result might seem to be pecu- 
liar: that men who are in a state of fear are more attracted 
to a woman than men who are relaxed. But in terms of the 
two-component theory, it makes perfect sense. The fearful 
men were physiologically aroused, and the men in the 
control group were not. And according to this theory, 
arousal is an important component of love or attraction.’ 

Now, of course, if the men (most of them heterosex- 
uals) had been approached by an elderly man or a child, 
their responses would probably have been different. In 
fact, when the interviewer in the experiment was male, the 
effects discussed above did not occur. Society tells us what 
the appropriate objects of our love, attraction, or liking 
are. In other words, we know for what kinds of people it 
is appropriate to have feelings of love or liking. For these 
men, feelings toward an attractive woman could reason- 
ably be labeled “love” or “attraction.” Such labels would 
probably not be attached to feelings for an elderly man. 

The physical arousal that is important for love need not 
always be produced by unpleasant or frightening situations. 
Pleasant stimuli, such as sexual arousal or praise from the 
other person, may produce arousal and feelings of love. 
Indeed, the two-component theory does an excellent job 
of explaining why we seem to have such a strong tendency 
to associate love and sex. Sexual arousal is one method of 
producing a state of physiological arousal, and it is one that 
our culture has taught us to label as “love.” Accordingly, 
both components necessary to feel love are present: arousal 
and a label. On the other hand, this phenomenon may lead 
us to confuse love with lust, an all-too-common error. 


Cross-Cultural Research 

In the past several decades, researchers have studied peo- 
ple from various ethnic or cultural groups to see whether 
attraction, intimacy, and love are experienced in the same 
way outside the United States. Three topics that have been 
studied are the impact of culture on how people view love, 
on whom people fall in love with, and on the importance 
of love in decisions to marry. 


Cultural Values and the Meaning of Love 

Cross-cultural psychologists have identified a dimen- 
sion on which cultures vary: individualism-collectivism 
(Hatfield & Rapson, 1993a). Individualistic cultures, like 


*According to the terminology of the chapter “Sex Research,” note 
that the Dutton and Aron study is an example of experimental 
research. 


those of the United States, Canada, and the western Euro- 
pean countries, tend to emphasize individual goals over 
group and societal goals and interests. Collectivist cultures, 
like those of China, Africa, and the east Asian countries, 
emphasize group and collective goals over personal ones. 

Several specific traits have been identified that dif- 
ferentiate these two types of societies (Triandis et al., 
1990). In individualistic cultures, behavior is regulated 
by individual attitudes and cost-benefit considerations, 
and emotional detachment from the group is accepted. In 
collectivist cultures, the self is defined by its group mem- 
bership, behavior is regulated by group norms, and attach- 
ment to and harmony within the group are valued. 

The two types of cultures have different conceptions of 
love. American society, for example, emphasizes passion- 
ate love as the basis for marriage (Dion & Dion, 1993b). 
Individuals select mates on the basis of such characteris- 
tics as physical attractiveness, similarity (compatibility), 
and wealth or resources. We look for intimacy in the rela- 
tionship with our mate. In Chinese society, by contrast, 
marriages are arranged, and the primary criterion is that 
the two families be of similar status. The person finds inti- 
macy in relationships with other family members. 

In a study of university students in Toronto represent- 
ing four ethnocultural groups, students from Asian back- 
grounds were more likely to view love as companionate, 
as friendship, in contrast to those from English and Irish 
backgrounds (Dion & Dion, 1993a). This tendency is 
consistent with the collectivist orientation of Asian cul- 
tures (Figure 8). 


Figure 8 Whether a culture is individualistic or 
collectivist determines its views on love and mar- 
riage. In the United States, an individualistic culture, 
individuals choose each other and marry for love. In 
India, a collectivist culture, marriages are tradition- 
ally arranged by family members. There is a web- 
site, www.shaadi.com, available for parents seeking 
suitable mates for their offspring. 


Erica Simone Leeds 
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In another study, Mexican American students were 
found to be similar to American students of European 
background in the emphasis they placed on trust and 
communication/sharing as components of romantic love, 
but they placed greater emphasis on mutual respect (Cas- 
taneda, 1993). One student wrote, “[In a love relation- 
ship] we must respect each other’s feelings as we would 
expect them to show us respect” (p. 265). Such respect 
allows each partner to express their needs to the other. 


Love and Marriage 

Individualistic cultures place a high value on romantic 
love, whereas collectivist cultures emphasize the group. 
The importance of romantic love is highlighted by 
responses to the question “If a man (woman) had all the 
other qualities you desired, would you marry this person if 
you were not in love with him (her)?” 

Researchers asked this question of men and women 
in 11 different cultures (Levine et al., 1995). We would 
predict that members of individualistic cultures would 
answer no, whereas those in collectivist cultures would 
answer yes. The results are displayed in Table 2. Note that, 
as predicted, many Indians and Pakistanis would marry 
even though they didn’t love the person. In the individual- 
istic cultures of Australia, England, and the United States, 
few would marry someone they did not love. 


The Pattern of the Cross-Cultural Findings 

When we look at the findings of the cross-cultural research 
on love, attraction, and marriage, the pattern that emerges 
is one of cross-cultural similarities and cross-cultural dif- 
ferences, a theme we introduced in the chapter “Sexual- 
ity in Perspective.” In other words, some phenomena are 
similar across cultures, for example, valuing intelligence, 
kindness, and understanding in a mate. Other phenomena 
differ substantially across cultures, for example, whether 
love is a prerequisite for marriage. 


Table 2 “Would You Marry Someone 


You Didn’t Love?” 


Responses (Percent) 


Cultural Group Yes Undecided No 
Australia 5% 15% 80% 
Brazil 4 10 86 
England i 8) 84 
Hong Kong 6 4\7/ 78 
India 49 27, 24 
Japan 2 36 62 
Mexico 10 8) 81 
Pakistan 50 10 39 
Philippines 11 25 64 
Thailand 48) 48 34 
United States 4 li 86 


Source: Levine et al. (1995). 


The Far Reach of the Internet and 
Western Values 

Although we like to think of our own era as the postco- 
lonial period—there is no British Empire anymore—a new 
kind of colonization may be occurring with the far reach 
of the Internet and the domination of it by Western con- 
tent and values. Even in a remote, rural region of China, 
people have access to the Internet, not through broad- 
band but through their mobile devices (Hatfield et al., 
2020). Large portions of the Internet have been built by 
Westerners and reflect their values. 

As one example, the film Fifty Shades of Grey is widely 
available on the Internet. It has been translated into more 
than 30 languages including Arabic, Chinese, Indonesian, 
and Vietnamese (Hatfield et al., 2020). That means that 
the Western approaches to sexuality represented in that 
film, and hundreds of other films, are widely viewed in 
other cultures and may be influencing how adolescents in 
those cultures think about love. In the future, the distinc- 
tions between individualistic and collectivistic conceptu- 
alizations of love may blur because of the dominance of 
Western cultures on the Internet. 


| 
Communication 


Consider the following situation: 


José and Samantha have been married for about three 
years. Samantha had had intercourse with only one other 
person before José, and she had never masturbated. Since 
they have been married, she has had orgasms only twice 
during intercourse, despite the fact that they make love 
three or four times per week. She has been reading some 
magazine articles about female sexuality and is beginning 
to think that she should be experiencing more sexual sat- 
isfaction. As far as she knows, José is unaware that there 
is any problem. Samantha feels lonely and a bit sad. 


What should Samantha do? She needs to communi- 
cate with José. They apparently have not communicated 
much about sex in the last three years, and they need to 
begin. In the following sections, I discuss the relationship 
between sex, communication, and relationships and pro- 
vide some suggestions on how to communicate effectively. 


Communication and Relationships 

A good deal of research has looked at differences in 
communication patterns between nondistressed (happy) 
married couples and distressed (unhappy, seeking marital 
counseling) married couples. This research shows, in gen- 
eral, that distressed couples tend to have communication 
deficits (Gottman, 1994; Markman & Floyd, 1980; Nol- 
ler, 1984). Research also shows that couples seeking ther- 
apy for sex problems have poor communication patterns 
compared with nondistressed couples (Zimmer, 1983). 
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An elegant longitudinal study provides evidence that 
unrewarding, ineffective communication precedes and pre- 
dicts later relationship problems (Markman et al., 2010). 
Couples who were planning to marry were recruited for 
the research. Each person completed a baseline question- 
naire, including a rating of the negativity (e.g., she or he 
criticizes, belittles me) of their communication. Each 
couple participated in a videotaped interaction, discuss- 
ing the top problem in their relationship. Trained coders 
rated each person’s communication during the discussion 
on 10 dimensions, including positive (e.g., problem solv- 
ing skills, support, validation) and negative (e.g., denial, 
dominance, withdrawal). Some 200 of the couples mar- 
ried and were assessed near their fifth anniversary. Cou- 
ples who divorced prior to the fifth year had, at baseline, 
rated their communication as being significantly more 
negative. Among those who remained married, both 
observed and self-reported negative communication at 
baseline predicted lower marital adjustment 5 years later. 

On the basis of this notion that communication deficits 
cause relationship problems, marriage counselors and thera- 
pists often work on teaching couples communication skills. 

Other research suggests that it is not just lack of com- 
munication skills but also negative communication that 
can create problems. What are the characteristics of neg- 
ative, destructive communication? John Gottman (1994) 
used audiotape, videotape, and monitoring of physiolog- 
ical arousal to answer this question. He identified four 
destructive patterns of interaction: criticism, contempt, 
defensiveness, and withdrawal. Criticism refers to attacking 
a partner’s personality or character: “You are so selfish; 
you never think of anyone else.” Contempt is intentionally 
insulting or verbally abusing the other person: “How did 
I get hooked up with such a loser?” Defensiveness refers 
to denying responsibility, making excuses, replying with a 
complaint of one’s own, and making other self-protective 
responses instead of addressing the problem. Withdrawal 
involves such actions as responding to the partner’s com- 
plaint with silence, turning on the TV, or walking out of 
the room in anger. You can probably see that these types 
of communication are likely to lead to an escalation of the 
hostility rather than a solution to the problem. 

Positive communication is important in developing and 
maintaining intimate relationships. Research shows that 
positive communication is related to relationship satisfac- 
tion and sexual satisfaction in couples, including same- 
gender couples (Kanter et al., 2021; Scott et al., 2019). And 
what differentiates orgasm frequency among couples (both 
same-gender and mixed-gender)? The couples with high 
orgasm frequency talk before and during sex. Let’s look at 
some of the skills involved in positive communication. 


Techniques of Good Communication 

Back to Samantha and José. One of the first things to 
do in a situation like Samantha’s is to decide to talk to 
your partner, admitting that there is a problem. Then the 


issue is to resolve to communicate and, particularly, to 
be an effective communicator. Suppose Samantha begins 
by saying, 


You're not giving me any orgasms when we have sex. 
(Message 1) 


José gets angry and walks away. Samantha meant to 
communicate that she wasn’t having any orgasms, but 
José thought she meant that he was a lousy lover. 

It is important to recognize the distinction between 
intent and impact in communicating (Gottman et al., 1976; 
Purnine & Carey, 1997). Intent is what you mean. Impact is 
what the other person thinks you mean. A good communi- 
cator is one whose impact matches their intent. Samantha 
wasn’t an effective communicator in this example because the 
impact on José was considerably different from her intent. 

Many people value spontaneity in sex, and this atti- 
tude may extend to communicating about sex. It is best to 
recognize that to be an effective communicator you may 
need to plan your strategy. It often takes some thinking 
to figure out how to make sure your impact will match 
your intent (Figure 9). Planning also allows you to make 
sure that the timing is good—that you are not speaking out 
of anger, or that your partner is not tired or preoccupied 
with other things. 

In the last few decades public communication about 
sex has become relatively open, but private communi- 
cation remains difficult (Crawford et al., 1994). This 
doesn’t mean that Samantha can’t communicate. But she 
shouldn’t feel guilty or stupid if it is difficult for her. And 
she will be better off if she uses some specific communi- 
cation skills and has some belief that they will work. In 
the following sections, we suggest some skills that are use- 
ful in being an effective communicator and how to apply 
these to sexual relationships. 


Good Messages 

Every couple has problems. The best way to voice them 
is to complain rather than to criticize (Gottman, 1994). 
Complaining involves the use of “I” language. In other 
words, speak for yourself, not your partner. By doing this, 
you focus on what you know best—your own thoughts and 
feelings. “I” language is less likely to make your partner 
defensive. If Samantha were to use this technique, she 
might say, 


I feel a bit unhappy because I don’t have orgasms very 
often when we make love. (Message 2) 


Notice that she focuses specifically 
on herself. There is less cause for 
José to get angry than there was in 
message 1. 


Intent: What the speaker means. 
Impact: What someone else under- 
stands the speaker to mean. 
Effective communicator: A commu- 


One of the best things about } nicator whose impact matches their 


“T” language is that it avoids mind } intent. 


reading (Gottman et al., 1976). 
Suppose Samantha says, 


«pr. 


using the word 


“I” language: Speaking for yourself, 
; not mind reading. 
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Mind reading: Making assumptions 
about what your partner thinks or feels. 


Documenting: Giving specific exam- 
ples of the issue being discussed. 


Figure 9 Effective communication involves picking the right time and place for an open and 


honest discussion. 


Lumina Images/Blend Images/Getty Images images 


I know you think women aren’t much interested in sex, 
but I really wish I had more orgasms. (Message 3) 


She is engaging in mind reading. In other words, she is 
making certain assumptions about what José is thinking. 
She assumes that José believes women aren’t interested in 
sex or having orgasms. Research shows that mind reading 
is more common among distressed couples than among 
nondistressed couples (Gottman et al., 1977). Worse, 
Samantha doesn’t check out her assumptions with José. 
The problem is that she may be wrong, and José may not 
think that at all. “I” language helps Samantha avoid mind 
reading by focusing on herself and what she feels rather 
than on what José is doing or failing to do. Another import- 
ant way to avoid mind reading is by giving and receiving 
feedback, a technique we discuss in a later section. 

Documenting is another important component of 
giving good messages (Brenton, 1972). In documenting, 
you give specific examples of the issue. Documenting is 
not quite so relevant in Samantha’s case, because she is 
talking about a general problem, but even here, specific 
examples can be helpful. Once Samantha has broached 
the subject, she might say, 


Last night when we made love, I 
enjoyed it and felt very aroused, but 
then I didn’t have an orgasm, and I 
felt disappointed. (Message 4) 


Now she has gotten her general complaint down to a 
specific situation that José can remember. 

Suppose further that Samantha has some idea of what 
José would need to do to bring her to orgasm: he would 
have to do more hand stimulation of her clitoris. Then she 
might do specific documenting, as follows: 


Last night when we made love, I enjoyed it, but I didn’t 
have an orgasm, and then I felt disappointed. I think 
what I needed was for you to stimulate my clitoris 
with your hand a bit more. You did it for a while, but 
it seemed so brief. I think if you had kept doing it for 
two or three minutes more, I would have had an orgasm. 
(Message 5) 


Now she has not only documented to José exactly what 
the problem was, but she has given a specific suggestion 
about what could have been done about it, and therefore 
what could be done in the future. A study of heterosex- 
ual dating couples found that open communication about 
sex (“I tell my partner when I am especially sexually satis- 
fied”) was positively associated with satisfaction with sex 
and with the relationship (Montesi et al., 2010). 

Another technique in giving good messages is to offer 
limited choices (Langer & Dweck, 1973). Suppose Saman- 
tha begins by saying, 


I’ve been having trouble with orgasms. Could we discuss 
it? (Message 6) 
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The trouble with this approach is that a “no” from José is 
not really an acceptable answer to her because she defi- 
nitely wants to discuss the problem. Yet she set up the 
question so that he could answer by saying no. To use the 
technique of limited choices she might say, 


Ive been having trouble with orgasms when we make 
love. Would you like to discuss it now, or would you rather 
wait until tomorrow night? (Message 7) 


Now, either answer he gives will be acceptable to her; she 
has offered a set of acceptable limited choices.’ She has 
also shown some consideration for him by recognizing 
that he might not be in the mood for such a discussion 
now and would rather wait. 


Leveling and Editing 

Leveling means telling your partner what you are feeling 
by stating your thoughts clearly, simply, and honestly 
(Gottman et al., 1976). This is often the hardest step in 
communication, especially when the topic is sex. In level- 
ing, keep in mind that the purposes are to: 


Make communication clear. 
Clear up what partners expect of each other. 
. Clear up what is pleasant and what is unpleasant. 


Clear up what is relevant and what is irrelevant. 


. Notice things that draw you closer or push you apart 
(Gottman et al., 1976). 


When you begin to level with your partner, you also 
need to do some editing. Editing involves censoring (not 
saying) things that would be deliberately hurtful to your 
partner or that would be irrelevant. You must take respon- 
sibility for making your communication polite and consid- 
erate. Leveling, then, does not mean a “no holds barred” 
approach. Ironically, research indicates that married 
people are ruder to each other than they are to strangers 
(Gottman et al., 1976). 

Samantha may be so disgruntled about her lack of 
orgasms that she’s thinking of having an affair to jolt José 
into recognizing her problem, or perhaps in order to see if 
another man would stimulate her to orgasm. Samantha is 
probably best advised to edit out this line of thought and 
concentrate on the specific problem: her lack of orgasms. 
If she and José can solve that problem, she won’t need to 
have an affair. 


>The technique of limited choices is useful in a number of other 


The trick is to balance leveling and editing. If you edit 
too much, you may not level at all, and there will be no 
communication. If you level too much and don’t edit, the 
communication will fail because your partner will respond 
negatively, and things may get worse rather than better. 


Listening 

Up to this point, we have concentrated on techniques for 
you to use in sending messages about sexual relationships. 
But, of course, communication is a two-way street, and 
you and your partner will exchange responses. For this 
reason, it is important for you and your partner to gain 
some skills in listening and responding constructively to 
messages. Some experts would even say that listening is 
a form of exchanging affection for couples (Coduto & 
Eveland, 2021). And research shows that a partner’s 
responsiveness to sexual talk during sex is strongly asso- 
ciated with sexual satisfaction (Merwin & Rosen, 2020). 

One of the most important things is that you must 
really /isten. Listening means more than just removing the 
headphones from your ears. It means actively trying to 
understand what the other person is saying. Often people 
are so busy trying to think of their next response that they 
hardly hear what the other person is saying. 

Good listening involves positive nonverbal behaviors, 
such as maintaining eye contact with the speaker and 
nodding your head when appropriate. Be a nondefensive 
listener: Focus on what your partner is saying and feeling, 
and don’t immediately become defensive or counterattack 
with complaints of your own. 

The next step, after you have listened carefully and non- 
defensively, is to give feedback. Feedback often involves 
brief vocalizations “Uh-huh,” “Okay’—nodding your 
head, or facial movements that indicate you are listening 
(Gottman et al., 1998). It may involve the technique of 
paraphrasing, that is, repeating in your own words what 
you think your partner meant. Suppose, in response to 
Samantha’s initial statement, “You’re not giving me any 
orgasms when we have sex,” José hadn’t walked away 
angrily. Instead, he tried to listen and then gave her feed- 
back by paraphrasing. He might have responded, 


I hear you saying that I’m not very skillful at making 
love to you, and therefore you’re not having orgasms. 
(Message 8) 


At that point, Samantha would have had a chance to 
clear up the confusion she had 


created with her initial message, || Leveling: Telling your partner what 
you are feeling by stating your 


thoughts clearly, simply, and honestly. 


because José had given her feed- 
back by paraphrasing his under- 


: ; Editing: Censoring or not saying 
standing of what she said. At that things that would be deliberately 


point she could have said, “No, I } hurtful to your partner or that are 
think you’re a good lover, but I’m _ } irrelevant. 


situations, including dealing with children. For example, when my 
daughter was a 2-year-old and she had finished watching Sesame 
Street and I wanted the TV turned off, I didn’t say, “Would you 


turn the TV off?” (she might say no) but, rather, “Do you want to : Paraphrasina: Saying, in your own 
not having any orgasms, and I P g: Saying, In y 
turn off the TV, or would you like me to?” Of course, sometimes 8 y 8 


; words, what you thought your partner 
she evaded my efforts and said no anyway, but most of the time it don’t know why. I thought maybe meant. 
worked. we could figure it out together.” 
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Nonverbal communication: 
Communication not through words, 


but through the body, e.g., eye con- 
tact, tone of voice, or touching. 


inguist Deborah Tannen (1991), author of 
best-selling books such as You Just Dont Under- 

stand: Women and Men in Conversation, believes 
that women and men have radically different verbal com- 
munication styles, so different that they essentially belong 
to different linguistic communities. According to this point 
of view, communication between women and men is as dif- 
ficult as cross-cultural communication. These arguments 
have captured the imagination of the general public and 
worked their way into corporate training programs. Does 
the scientific evidence support Tannen’s claims? Are there 
substantial gender differences in communication styles, 
and if so, what are the implications for sexual interactions? 

Research has found a number of gender differences in 
communication. Women are more skilled at reading non- 
verbal cues than men are. Women are more likely than 
men to inquire about upsetting situations that another per- 
son is in, and to use comforting messages that acknowledge 
and legitimize the feelings of others. In same-gender pairs, 
men are more likely to discuss sports, careers, and politics, 
whereas women are more likely to talk about feelings and 
relationships. Men interrupt more than women do. 

One research finding is that, in conversation, women 
are more self-disclosing than men are. In other words, 
women reveal more personal, intimate information about 
themselves. Yet this pattern is found only with same- 
gender conversational pairs—men talking with men, and 
women talking with women. When talking with a woman, 
men disclose far more than when they talk with a man. 
Gender differences in self-disclosure, then, are far from 
universal, and men are capable of being as self-disclosing 
as women are, depending on the context. 

One claim is that women and men have different goals 
when they speak. Women use speech to establish and 


Or perhaps she could have said, “No, I think you’re a good 
lover. I just wish you’d do more of some of the things you 
do, like rubbing my clitoris.” 

It’s also a good idea to ask for feedback from your part- 
ner, particularly if you’re not sure whether you’re commu- 
nicating clearly. 


Body Talk: Nonverbal 
Communication 

Just as it is important to be a 
good listener to your partner’s 


Gender Differences in Communication 


maintain relationships, whereas men use speech to exert 
control, preserve independence, and enhance their status 
(Wood, 1994). This pattern is consistent with research 
findings that indicate that women are more concerned 
than men are with the quality of the relationship in which 
sex occurs (see the chapter “Gender and Sexuality”). 

Reviews of dozens of studies of gender differences in 
communication indicate, however, that the differences, 
overall, are small (Dindia & Canary, 2006; Leaper & 
Ayres, 2007). Research simply does not support the con- 
tention that gender differences in communication are 
so large that it is as if women and men are from differ- 
ent cultures. Another problem with the “two cultures” 
approach is that it assumes that patterns of gender dif- 
ferences are the same for all ethnic groups and social 
classes, when almost all the research has been done with 
middle-class Whites. 

What are the implications for sexuality? We should 
not be led astray by flashy claims that men and women 
have totally different communication styles, making it dif- 
ficult at best, and impossible at worst, to communicate. 
Gender differences in communication are small. That is a 
happy result for sexuality, and particularly for heterosex- 
ual interactions. 

Good communication is essential for satisfying, 
mutually pleasurable sex. If men and women could not 
communicate, it would be a serious problem. Fortunately, 
the gender differences are small, and, with a little effort, 
couples should be able to engage in clear, accurate sexual 
communication. 


Sources: Aries (1996); Dindia and Canary (2006); and Tannen (1991). 


verbal messages, so too is it important to be good at 
“reading” your partner’s nonverbal messages. Often 
the precise words we use are not as important as our 
nonverbal communication—the way we say them. Tone 
of voice, expression on the face, position of the body, 
whether you touch the other person—all are important in 
conveying the message (see Figure 10). 

For example, take the sentence “So you're here.” If it 
is delivered, “So youre here” in a hostile tone of voice, the 
message is that the speaker is very unhappy that you’re 
here. If it is delivered, “So you’re here” in a pleased voice, 
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Figure 10 
poor body language (poor eye contact and body position). 


(6) 


(a) A couple with good body language (good eye contact and body position); (b) a couple with 


(a) Darren Greenwood/Design Pics; (b) Aleksandr Davydov/Alamy Stock Photo 


the meaning may be that the speaker is glad and surprised 
to see you here in Wisconsin, having thought you were 
in Brazil. “So you’re here” with a smile and arms out- 
stretched for a hug might mean that the speaker has been 
waiting for you and is delighted to see you. 

Suppose that in Samantha and José’s case, the reason 
Samantha doesn’t have more orgasms is that José sim- 
ply doesn’t stimulate her vigorously enough. During sex, 
Samantha has adopted a very passive, nearly rigid posture 
for her body. José doesn’t stimulate her more vigorously 
because he is afraid that he might hurt her, and he is 
sure that no lady like his wife would want such a vigor- 
ous approach. The response (or rather nonresponse) of 
her body confirms his assumptions. Her body is saying, “I 
don’t enjoy this. Let’s get it over with.” And that’s exactly 
what she’s getting. 

To correct this situation, she might adopt a more 
active, encouraging approach. She might take his hand 
and guide it to her clitoris, showing him how firmly she 
likes to have it rubbed. She might place her hands on 
his hips and press to indicate how deep and forceful she 
would like the thrusting of his penis in her vagina to be. 
She might even take the daring approach of using some 
verbal communication, perhaps saying “That’s good” 
when he becomes more vigorous. 

The point is that in communicating about sex we need 
to be sure that our nonverbal signals help to create the 
impact we intend rather than one we don’t intend. It is 
also possible that nonverbal signals are confusing com- 
munication and need to be straightened out. Checking 
out is a technique for doing this, which we discuss in a 
later section. 

Interestingly, research shows that distressed couples 
differ from nondistressed couples more in their nonver- 


agreement with their spouse, that person is more likely 
to accompany the verbal expressions of agreement with 
negative nonverbal behavior. Distressed couples are also 
more likely to be negative listeners—while listening, the 
individuals are more likely to display frowning, angry, or 
disgusted facial expressions, or tense or inattentive body 
postures. Contempt is often expressed nonverbally, by 
sneering or rolling the eyes, for example. In contrast, har- 
monious marriages are characterized by closer physical 
distances and more relaxed postures than are found in 
distressed couples (Beier & Sternberg, 1977). Once again, 
it is not only what we say verbally but also how we say it, 
and how we listen, that makes the difference. 


Validating 
Another good technique in communication is validation 
(Gottman et al., 1976), which means telling your part- 
ner that, given their point of view, you can see why they 
think a certain way. It doesn’t mean that you agree with 
your partner or that you're giving in. It simply means that 
you recognize your partner’s point of view as legitimate, 
given their set of assumptions, which may be different 
from yours. 

All couples will have disagreements. What is import- 
ant is how you handle these disagreements. If they lead 
to fights because one partner thinks the other is “wrong,” 
these will likely damage the relationship. It is much better 
to try to understand the other’s viewpoint. In a study of 
76 couples, an understanding of the partner’s preferences 
for such things as foreplay, use of erotica, and use of con- 
traception (not agreement with them) was associated 
with satisfaction with the sexual aspects of the relation- 
ship (Purnine & Carey, 1997). 

Suppose that Samantha and 


Validation: Telling your partner that, 


José have gotten into an argument 
about cunnilingus. She wants him 
to do it and thinks it would bring 


bal communication than in their verbal communication 
(Gottman et al., 1977; Vincent et al., 1979). For example, 
even when a person from a distressed couple is expressing 


given their point of view, you can see 
why they think a certain way. 
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Fighting fair: A set of rules designed 


to make arguments constructive 
rather than destructive. 


her to orgasm. He doesn’t want to do it because he finds 
the idea repulsive and because he believes no real man 
would do such a thing. If Samantha tried to validate José’s 
feelings, she might say, 


I can understand the way you feel about cunnilingus, espe- 
cially given the way you were brought up to think about 
sex. (Message 9) 


José might validate Samantha’s feelings by saying, 


I understand how important it is for you to have an 
orgasm. (Message 10) 


Validating hasn’t solved their disagreement, but it has left 
the door open so that they can now make some progress. 


Drawing Your Partner Out 

Suppose it is José who initiates the conversation rather 
than Samantha. José has noticed that Samantha doesn’t 
seem to get a lot of pleasure out of sex, and he would like 
to find out why and see what they can do about it. He 
needs to draw her out. He might begin by saying, 


I’ve noticed lately that you don’t seem to be enjoying sex as 
much as you used to. Am I right about that? (Message 11) 


That much is good because he’s checking out his assump- 
tion. Unfortunately, he’s asked a question that leads to a 
“yes” or “no” answer, and that can stop the communica- 
tion. So if Samantha replies “yes,” José had better follow 
it up with an open-ended question like 


Why do you think you aren’t enjoying it more? (Message 12) 


If she can give a reasonable answer, good communication 
should be on the way. One of the standard—and best— 
questions to ask in a situation like this is, 


What can we do to make things better? (Message 13) 


Accentuate the Positive 

We have been concentrating on negative communications, 
in other words, communications in which some problem 
or complaint needs to be voiced. It is also important to 
communicate positive things about sex (Miller et al., 1975). 
If that was a great episode of lovemaking, or the best kiss 
you've ever experienced, say so. A learning theorist would 
say that you’re giving your partner some positive reinforce- 
ment. As we noted earlier, research shows that we tend 
to like people better who give us positive reinforcements. 
Recognition of the strengths in a relationship offers the 
potential for enriching it (e.g., Miller et al., 1975). And if 
you make a habit of positive com- 
munications about sex, it will be 
easier to initiate the negative ones, 
and they will be better received. 


Most communication during sex is limited to muffled 
groans, or “Mm-m’s,” or an occasional “Higher, José” or 
“Did you, Latisha?” It might help your partner greatly if 
you gave frequent verbal and nonverbal feedback, such 
as “That was great” or “Let’s do that again.” This would 
make the positive communications and the negative ones 
far easier. 

Research shows that nondistressed couples make more 
positive and fewer negative communications than dis- 
tressed couples (Billings, 1979; Birchler et al., 1975). In 
fact, Gottman’s (1994) research found that there is a magic 
ratio of positive to negative communication. In stable mar- 
riages, there is five times as much positive interaction— 
verbal and nonverbal, including hugs and kisses—as there 
is negative. Not only do happy couples make more positive 
communications, but they are also more likely to respond 
to a negative communication with something positive (Bill- 
ings, 1979). Distressed couples, in contrast, are more likely 
to respond to negative communication with more negative 
communication, escalating into conflict. We might all take 
a cue from the happy couples and make efforts not only 
to increase our positive communications but even to make 
them in response to negative comments from our partner. 


Fighting Fair 

Even if you use all the techniques described above, you 
may still get into arguments with your partner. Arguments 
are a natural part of a relationship and are not necessarily 
bad. Given that there will be arguments in a relationship, 
it is useful if you and your partner have agreed to a set of 
rules called fighting fair (Bach & Wyden, 1969) so that 
the arguments may help and won’t hurt (Figure 11). 


Figure 11. Arguments are not necessarily bad 
for a relationship, but it is important to observe the 
rules for fighting fair. 


Jamie Grill/Getty Images 
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How Solid Is Your Relationship? 


ood communication enhances a relationship, 
and a good relationship facilitates good commu- 

nication. There are several components of a good 
relationship. Two of these are love and respect. The fol- 
lowing self-test assesses the degree of love and respect in a 
relationship. If you are in an intimate relationship, answer 
yes or no to each of the following statements. If you agree 
or mostly agree, answer yes. If you disagree or mostly dis- 
agree, answer no. You can either ask your partner to take 
the test too or take it a second time yourself, answering 
the way you think your partner would answer. 


1. My partner seeks out my opinion. 

YOU: Yes No YOURPARTNER: Yes No 
2. My partner cares about my feelings. 

YOU: Yes No YOUR PARTNER: Yes No 
3. I don’t feel ignored very often. 

YOU: Yes No YOUR PARTNER: Yes No 
4. We touch each other a lot. 

YOU: Yes No YOURPARTNER: Yes No 
5. We listen to each other. 

YOU: Yes No YOUR PARTNER: Yes No 
6. We respect each other’s ideas. 

YOU: Yes No YOURPARTNER: Yes No 
7. We are affectionate toward one another. 

YOU: Yes No YOUR PARTNER: Yes No 
8. I feel my partner takes good care of me. 

YOU: Yes No YOUR PARTNER: Yes No 
9. What I say counts. 

YOU: Yes No YOURPARTNER: Yes No 


Here are some of the basic rules for fighting fair that 
may be useful to you (Brenton, 1972; Creighton, 1992): 


1. Don’t make sarcastic or insulting remarks about your 
partner’s sexual adequacy. This generates resentment, 
Opens you to counterattack, and is just a dirty way 
to fight. 


2. Don’t bring up the names of former spouses, lovers, 
boyfriends, or girlfriends to illustrate how all these 
problems didn’t happen with them. Stick to the issue: 
your relationship with your partner. 


10. I am important in our decisions. 

YOU: Yes No YOUR PARTNER: Yes No 
11. There’s lots of love in our relationship. 

YOU: Yes No YOUR PARTNER: Yes No 
12. We are genuinely interested in one another. 

YOU: Yes No YOUR PARTNER: Yes No 
13. I love spending time with my partner. 

YOU: Yes No YOUR PARTNER: Yes No 
14. We are very good friends. 

YOU: Yes No YOUR PARTNER: Yes No 
15. Even during rough times, we can be empathetic. 

YOU: Yes No YOURPARTNER: Yes No 
16. My partner is considerate of my viewpoint. 

YOU: Yes No YOUR PARTNER: Yes No 
17. My partner finds me physically attractive. 

YOU: Yes No YOUR PARTNER: Yes No 
18. My partner expresses warmth toward me. 

YOU: Yes No YOUR PARTNER: Yes No 
19. I feel included in my partner’s life. 

YOU: Yes No YOUR PARTNER: Yes No 
20. My partner admires me. 

YOU: Yes No YOUR PARTNER: Yes No 


Scoring: If you answered yes to fewer than seven items, it 
is likely that you are not feeling loved and respected in this 
relationship. You and your partner need to be more active 
and creative in adding affection to your relationship. 


Source: Gottman, John M. (1994). Why Marriages Succeed or Fail. 
New York: Simon & Schuster. 


3. Don’t play amateur psychologist. Don’t say things like 
“The problem is that you’re a compulsive personality” 
or “You acted that way because you never resolved 
your Oedipus complex.” You really don’t have the qual- 
ifications (even after reading this book) to do that kind 
of psychologizing. Even if you did, your partner would 
not be apt to recognize your expertise in the middle of 
an argument, thinking, quite rightly, that you’re proba- 
bly biased at the moment. 

4. Don’t threaten to tell your parents or run home. This 
involves ganging up on your partner or retreating like a child. 
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5. If you have children, don’t bring them into the argu- 
ment. It is too stressful emotionally to force them to 
take sides between you and your partner. 


6. Don’t engage in dumping. Don’t store up gripes for 
6 months and then dump them on your partner all at 
one time. 


7. Don’t hit and run. Don’t bring up a serious negative 
issue when there is no opportunity to continue the dis- 
cussion, such as when you’re on the way out the door 
going to work or when guests are coming for dinner in 
5 minutes. 


8. Don’t focus on who’s to blame. Focus on looking for 
solutions, not on who’s at fault. If you avoid blaming, 
it lets both you and your partner save face, which helps 
both of you feel better about the relationship. 


Checking Out Sexy Signals 

One of the problems with verbal and nonverbal sexual 
communications is that they are often ambiguous. This 
problem may occur more often with couples who don’t 
know each other well, but it can cause uncertainty and 
misunderstanding in long-term couples as well. 

Some messages are very direct. Statements like “I want 
to have sex with you right after lunch” are not ambiguous 
at all. Unfortunately, such directness is not common in our 
society. In a series of studies of tactics people used to pro- 
mote sexual encounters, college students reported good 
hygiene, good grooming, and dressing nicely as the actions 
they most frequently used (Greer & Buss, 1994). These are 
very indirect signals of sexual interest. Consider Tyler, who 
stands up, stretches, and says, “It’s time for bed.” Does he 
mean he wants to engage in sexual activity or go to sleep? 

Ambiguous messages can lead to feelings of hurt and 
rejection, or to unnecessary anger and perhaps com- 
plaints to third parties. If Tyler wants to have sex but his 
partner interprets his behavior as meaning that Tyler is 
tired, Tyler may go to bed feeling hurt, unattractive, and 
unloved. A woman who casually puts her arm around the 
shoulders of a coworker and gives him a hug may find 
herself explaining to her supervisor that it was a gesture of 
friendship, not a sexual proposition. 

Ideally, each of us should be an effective communica- 
tor, making sure our message clearly matches our intent. 
As recipients of ambiguous messages, we need to make 
an effort to clear them up. In response to an invitation 


to a woman’s apartment for coffee, a man might reply, “I 
would like some coffee, but I’m not interested in sex this 
time.” Or he might draw her out with a question: “I'd like 
some coffee; is that all you have in mind?” Check out sexy 
signals. Don’t make any assumptions about the meaning 
of ambiguous messages. 


Relationship Education 

Recognizing the importance of good communication 
to reducing conflict, and with an eye toward the high 
divorce rate in the United States, relationship or mari- 
tal education programs were developed beginning in the 
1980s. There are a substantial number of these programs 
today; many now have websites and some can be taken 
entirely online. The best known include Better Marriages, 
Couple Communication, PAIRS (Practical Application 
of Intimate Relationship Skills), and Prevention and 
Relationship Education Program (PREP, which is deliv- 
ered by the U.S. military to military couples). Although 
there is variation in content and curriculum, most of 
these programs are educational (not couple therapy). 
Most focus primarily on developing better communi- 
cation and problem solving skills, and include much of 
the material covered in this section, with classroom ses- 
sions and many activities designed to encourage practice. 
A secondary focus may be on information and skills to 
improve a couple’s ability to manage finances, raise chil- 
dren, and cope with stress. 

The best of these programs have been evaluated in ran- 
domized controlled trials (RCTs), and those RCT studies 
have been meta-analyzed multiple times (Markman et al., 
2020; Stanley et al., 2020). The results show, consistently, 
that couple relationship education is effective in improv- 
ing relationship satisfaction and communication skills, 
compared with a control group. Some studies have also 
examined outcomes like the psychological well-being of 
the individuals in the couple, and intimate partner vio- 
lence, finding improvements in well-being and reductions 
in intimate partner violence. 

A criticism of the first generation of evaluation studies 
was that they focused mostly on White, middle-class cou- 
ples. More recently, studies have included more racially 
diverse samples (especially Hispanic and Black couples), 
low-income couples, and LGBTQ couples. Relationship 
education programs seem to be effective with all these 
groups (Markman et al., 2020). That’s wonderful news! 
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Thinking critically about attraction and relationships 


Suppose that a friend tells you about her exciting new relationship. She comes to you for advice, knowing that you 
are taking a human sexuality course. She wants to know whether this relationship has good prospects for succeed- 
ing long term, or whether she would be better off to move on. Your friend is a White, heterosexual, cis woman and 
will graduate from college this year. She plans a career in nursing. She is a very liberal Democrat who favors strict 
gun control and has participated in marches on this issue. She describes her sweetie as a White, heterosexual, cis 
man who is a high school graduate of her age and works as a highly skilled electrician. He is a rock-solid Republi- 
can who loves hunting and believes there should be no infringement on Second Amendment rights for anyone and 
everyone to own a gun. Your friend describes him as kind and fun. The main thing that attracts her to him is that 
the sex is beyond amazing—it’s the best she’s ever experienced, and she feels like she’s falling passionately in love 
with him. Thoughts of him fill her mind. 

You know that, for good critical thinking, you should use the best available scientific evidence. Look back over 
this chapter; what elements of it do you think would apply in a situation like this? What advice would you give your 
friend? Write an answer to this question before you continue reading. 

Several sets of scientific findings and theories are relevant here. One is the distinction between passionate and 
companionate love. You could explain this to your friend and ask her whether, when the relationship gets beyond 
the hot and bothered stage, her sweetie would make a good long-term companion and friend. 

A second relevant area is the research on people generally being attracted to others who have similar attitudes. 
Reinforcement theory says that this occurs because we feel positively reinforced when our partner agrees with us 
on issues. Your friend and her sweetie have strikingly different attitudes on a hot button issue—gun control. You 
could explain this research to your friend. You could ask her whether she and her sweetie agree on a lot of other 
issues and gun control is the only point of disagreement, or whether they disagree on lots of issues. 

The material on communication is also relevant. Do your friend and her sweetie argue a lot about gun control? 
How does the argument go? Do they end up shouting disrespectfully at each other (displaying contempt, not fight- 
ing fair)? These kinds of interactions can be lethal to a relationship. 

Above all, be sure to convey to your friend that the scientific research you are describing is about average trends 
and doesn’t perfectly apply to all people and every relationship. The research evidence tells us about probabilities 
(see the Critical Thinking box in the chapter on “Contraception”). The probabilities are better for a couple having 
a happy long-term relationship if they agree on important issues, but some couples find ways to overcome their 
points of disagreement. 


SUMMARY 


Attraction 

Research indicates that mere repeated exposure to another 
person facilitates attraction. We tend to be attracted to 
people who are similar to us socially (age, race or ethnic- 
ity, economic status) and psychologically (attitudes, inter- 
ests). In first impressions, we are most attracted to people 
who are physically attractive. We also tend to be attracted 
to people we believe to be “within reach” of us, depend- 
ing on our sense of our own attractiveness or desirability. 
Websites and apps are now popular ways to meet poten- 
tial new partners, and research shows that these strategies 
are at least moderately effective. 


According to reinforcement theory, we are attracted to 
those who give us many reinforcements. Interaction with peo- 
ple who are similar to us is smooth and rewarding; they have 
similar outlooks and like the same things we do. According 
to sexual strategies theory, we prefer young, attractive people 
because they are likely to be healthy and fertile. Men pre- 
fer women who are sexually faithful, and women prefer men 
with resources who will invest in them and their children. 


Intimacy 
Intimacy is a major component of a romantic relationship. 
It is defined as a quality of a relationship characterized 
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by commitment, feelings of closeness and trust, and self- 
disclosure. Disclosure by one person generally leads to 
disclosure by the other. Self-disclosure is positively associ- 
ated with relationship satisfaction, and with the longevity 
of the relationship. 


Love 

According to the triangular theory, there are three com- 
ponents to love: intimacy, passion, and decision or 
commitment. Love is a triangle, with each of these com- 
ponents as one of the points. Partners whose love trian- 
gles are substantially different are mismatched and are 
likely to be dissatisfied with their relationship. 

According to the attachment theory of love, adults 
vary in their capacity for love as a result of their love or 
attachment experiences in infancy. This theory says that 
there are three types of lovers: secure lovers, avoidant lov- 
ers, and anxious-ambivalent lovers. 

According to the theory of love styles, there are three 
basic types of love: eros (powerful physical attraction), 
ludus (playful love), and storge (stable, reliable love). 

Love may have a neurochemical component. Passion- 
ate love, a state of intense longing and arousal, is associ- 
ated with dopamine. Like all chemically induced highs, 
passionate love eventually comes to an end. It may be 
replaced by companionate love, a feeling of deep attach- 
ment and commitment to the partner. This type of love 
may be accompanied by elevated levels of prolactin and 
oxytocin, which may be produced by physical closeness 
and touch. 

Neuroscience research using fMRI shows that there is 
a Love Brain Network that has four components: the auto- 
nomic system, the motivation/reward system, the emotion 
system, and the cognitive system. 

Hatfield and Sprecher have constructed a scale 
to measure passionate love. Such scales make it possible to 
do scientific research on complex phenomena like love. 


Scores on this scale were correlated with measures of com- 
mitment to and satisfaction with romantic relationships. 

According to the two-component theory, there are two 
basic components of romantic love: being in a state of 
physiological arousal and attaching the label “love” to the 
feeling. 

Cross-cultural research indicates that individualistic 
cultures like that of the United States emphasize love as 
the basis for marriage and encourage intimacy between 
partners. Collectivist cultures emphasize the importance 
of the group over the individual, and may even prac- 
tice arranged marriage. Culture affects our standards of 
beauty and the likelihood that we would marry someone 
we don’t love. With the far reach of the internet, though, 
Western values and conceptualizations of love may come 
to dominate everywhere. 


Communication 

Research reveals clear differences in communication 
patterns between happy, nondistressed couples and cou- 
ples who are unhappy, seeking counseling, or headed 
for divorce. Destructive patterns of interaction include 
criticism, contempt, defensiveness, and withdrawal. The 
key to maintaining a good relationship is being a good 
communicator. 

Specific principles for being a good communicator 
include the following: use “I” language, avoid mind read- 
ing, document your points with specific examples, use 
limited-choice questions, level and edit, be a nondefen- 
sive listener, give feedback by paraphrasing, be aware of 
your nonverbal messages, validate the other’s viewpoint, 
draw your partner out, and engage in positive verbal and 
nonverbal communication. When you do argue, fight fair. 
Finally, it is important to check out ambiguous sexy sig- 
nals to find out what they really mean. Communication 
training and relationship education programs are avail- 
able and are effective. 
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1. What are some major ways in which 
males and females differ in their 
sexuality? 


2. When men report more sexual partners 
than women do, is that accurate? How 


can it be? 


3. Is there any way to stop people from 


being so prejudiced against trans folks? 


Read this chapter to find out. 
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Gender binary: Conceptualizing gen- 
der as having only two categories, 


| he majority of women (happily for them) are not very much troubled with sexual feelings 
of any kind. What men are habitually, women are only exceptionally.* 


The root of all men’s desire is to have sex. When you brush your teeth, it’s to 
have sex. When you eat, it’s, well, | gotta have energy to have sex. When you get 
dressed, you think, oh, maybe if | wear these jeans I'll be more likely to have sex.* 


*Dr. William Acton. (1857). The functions and disorders of the reproductive organs. 
+Seth Rogen. (2008, July 20). Quoted in the New York Times Sunday Magazine, p. 49. 


When a baby is born, what is the first statement made about 
it? “It’s a boy” or “It’s a girl,” of course. Sociologists tell us 
that gender is one of the most basic of status characteris- 
tics. That is, in terms of both our individual interactions 
with people and the position we hold in society, gender is 
exceptionally important. People experience consternation 
when they are uncertain of a person’s gender. They do not 
know how to interact with such a person, and they feel flus- 
tered, not to mention curious, until they can ferret out some 
clue as to whether the person is a man or a woman. In this 
chapter we explore gender roles and the impact they may 
have on sexuality, as well as the phenomenon of transgen- 
der, which includes several variations on typical gender. 
The consternation that people experience when they 
are uncertain of another person’s gender is rooted in the 
gender binary, which is the classification of people into one 
of two categories: male or female. Today we know that there 
are more possibilities. For example, some people see them- 
selves as genderqueer and outside the gender binary. The 
psychological research on gender stereotypes and gender 
differences has all been based on the assumption of a gen- 
der binary. In the last section of this chapter, we consider 
transgender individuals, who go beyond the gender binary. 


—— —————————————————————— ee 
Gender Roles and Stereotypes 
One of the basic ways in which soci- 


eties codify this emphasis on gender 
is through gender roles.! A gender 


male and female. 


Gender role: A set of norms, or 
culturally defined expectations, that 
define how people of one gender 
ought to behave. 

Stereotype: A generalization about 
a group of people (e.g., men) that 


role is a set of norms, or culturally 
defined expectations, that define 
how people of one gender ought to 
behave. A closely related phenome- 
non is a stereotype, which is a gener- 
alization about a group of people 


distinguishes them from others (e.g., 
women). 

Intersectionality: An approach that 
simultaneously considers the conse- 
quences of multiple group member- 
ships, e.g., the intersection of gender 
and ethnicity. 


(e.g., men) that distinguishes those 
people from others (e.g., women). 
Women are generally stereotyped as 
having what are called qualities of 
communion—for example, being 
affectionate and emotional. Men 


are generally stereotyped as having what are called qualities 
of agency, such as ambition and courage. These stereotypes 
have shifted somewhat since the 1980s, according to 
well-sampled U.S. surveys (Eagly et al., 2020). Today, women 
are believed to be even higher in communion than they were 
in 1980, and the male advantage in agency is smaller than it 
was. Women are seen as being more competent than men, 
and that belief has gotten stronger over time. In addition, 
gender stereotypes vary by ethnic group in the United States 
(Ghavami & Peplau, 2013). For example, Asian American 
women are stereotyped as quiet, whereas African American 
women are stereotyped as loud. 

Gender stereotypes also vary across cultures and 
nations. One pattern is that men tend to be assigned the 
qualities that are valued in that culture. For example, in 
individualistic American culture, men are rated as /ess col- 
lectivistic (communal) than women (Cuddy et al., 2015). 
In the collectivistic culture of Korea, though, men are 
rated as more collectivistic than women. 

Heterosexuality is an important part of gender roles 
(Bosson et al., 2012). The “feminine” woman is expected 
to be sexually attractive to men and in turn to be attracted 
to them. Women who violate any part of this role—for 
example, lesbians—are viewed as violators of gender roles 
and are considered masculine. Heterosexuality is even 
more important in the male role (Pascoe, 2011). 


Gender Roles and Race/Ethnicity 

As we consider variations in gender roles across racial 
groups, it is crucial to understand how these gender 
roles are a product of cu/ture. In the sections that follow, 
we consider some aspects of the cultures of four ethnic 
groups and their relevance to gender roles and sex. 

First, though, we consider a key concept, intersectionality, 
which can be defined as an approach that simultaneously 
considers the consequences of multiple group memberships 
(Cole, 2009). That is, according to this approach, we should 
not consider the effects of gender in isolation. Instead, we 
should consider the effects of gender, race, social class, and 
sexual orientation simultaneously. When we talk about the 


'The distinction between sex and gender is maintained in this chap- 
ter. Male-female roles—and thus gender roles—are discussed here. 
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category “women,” for example, we are talking about a com- 
plex group that differs by race, social class, sexual orientation, 
and many other identities, such as religion. 

Within this framework, it becomes clear that some 
groups experience multiple disadvantages, such as poor 
Black women or lesbian women of color. Others may be 
part of a disadvantaged group but also part of a privileged 
group, such as middle-class Black people. In the sections 
that follow, we look at the intersection of gender and 
race/ethnicity. In the chapter “Sexual Orientation: Gay, 
Straight, or Bi?” we also examine the intersection of gender, 
race, and sexual orientation. 


African Americans 

Two factors are especially significant in the cultural heri- 
tage of African Americans: the heritage of African culture 
and the experience in America of slavery and subsequent 
racial oppression (Roberts & Rizzo, 2021; Staples, 2006). 
African American culture today, like that of some other 
racial groups, emphasizes the collective over the individ- 
ual (Fairchild et al., 2003), in contrast to the “me gen- 
eration” of contemporary White culture. Mother-child 
bonds continue to be extremely important in the structure 
of African American society, and status and honor are 
accorded to motherhood (Reid & Bing, 2000). 

Stereotyped images of Black women’s sexuality 
abound. Traditional images include the Jezebel, who is 
promiscuous and immoral; and the Mammy, who is fat 
and asexual (Stephens & Few, 2007). Contemporary hip- 
hop culture has added numerous stereotyped images: 
the Gold Digger, who uses sex to gain economic rewards 
from men; Gangster Bitches, who live in poverty-stricken, 
violent environments, focus on survival, and use sex to 
feel good for the moment; and the Sister Savior, who is 
strongly tied to African American religious traditions, 
is virtuous, and avoids sex (Stephens & Few, 2007). 
Stereotypes about Black women are thus complex and 
contradictory. 

The racial dynamics of feminine beauty ideals play a 
role as well. Women who endorse the beauty ideals of 
dominant White culture (e.g., light skin is better, thin is 
better) are more likely to feel sexual guilt and shame and 
lower levels of sexual satisfaction (Avery et al., 2021). 

Black men’s sexuality, too, has been stereotyped 
(Fasula et al., 2014). Black men are believed to be hyper- 
sexual and to have great sexual prowess. Some experts 
argue that Black men experience even more discrimina- 
tion than Black women do, according to several indica- 
tors including education and criminal justice (Pieterse 
& Carter, 2007). There is great concern that few young 
Black men go to college. Half of all prison inmates are 
Black, when Blacks are just 13 percent of the U.S. popu- 
lation. Stereotypes about Black men tend to be negative, 
including a belief that all Black men are dangerous. These 
stereotypes and the discrimination that results from them 
can be a source of severe stress for Black men. 


The unemployment rate for Black men is double that 
for White men. The high unemployment rate for Black 
men creates a gender-role problem because the role of 
breadwinner or good provider is such an important part 
of the male role in the United States. In turn, many Black 
men are less willing to commit to marriage or other long- 
term romantic relationships, which affects the structure 
of the Black family. 

The data indicate that Black adults hold somewhat 
more traditional views of gender roles, compared with 
White adults (Bay-Cheng et al., 2019). And in one study, 
Black women and men were more disapproving of a sex- 
ually active young woman than were White women and 
men (Bay-Cheng et al., 2019). 


Latinx 
Hispanic Americans are now the nation’s largest minority, 
constituting 19 percent of the population (Jones et al., 
2021). When we speak of the cultural heritage of Latinx, 
we must first understand the concept of acculturation, 
which is the process of incorporating the beliefs and cus- 
toms of a new culture. The culture of Mexican Americans 
(Americans of Mexican heritage) is different from both 
the culture of Mexico and the dominant Anglo culture of 
the United States. Mexican American culture is based on 
the Mexican heritage, modified through acculturation to 
incorporate Anglo components. 


The family is the central focus Acculturation: The process of incor- 


of Hispanic life. Traditional Latinx 
place a high value on family loyalty 


new culture. 


Figure 1 Fathers and sons at the Millions More 
Movement March in Washington, D.C., in 2005. 
Leaders of the march wanted to encourage African 
American men to take more responsibility for their 
families and community, and some 1 million men 
seemed to agree. 


Johnny Nunez/Wirelmage/Getty Images 


porating the beliefs and customs of a 
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Figure 2 Asian American women have often been stereotyped as exotic 
sex toys. In the film The World of Suzie Wong, Nancy Kwan portrayed an 
alluring prostitute. 


Allstar Picture Library Limited/Alamy Stock Photo 


and on warm, mutually supportive relationships, and fam- 
ily and community are highly valued. 

As noted in the chapter “Sexuality in Perspective,” 
in traditional Latin American cultures, gender roles are 
sharply defined (Espinoza-Hernandez et al., 2020). Such 
roles are emphasized early in the socialization process for 
children (Raffaelli & Ontai, 2004). Boys are given greater 
freedom, are encouraged in sexual exploits, and are not 
expected to share in household work. Girls are expected 
to be passive, obedient, virginal, and to stay in the home. 
One woman described how she and her brother, who was 
one year older than she, were treated by their mother: 


He had a very much later curfew than I did. He got a car, 
got to drive a car and then he also got his own car and I 
never did.... I could only go to school-related activities 
and he could do about anything, he could go any place he 
wanted. (Raffaelli & Ontai, 2004, p. 290) 


These roles are epitomized in the concepts of machismo 
and marianismo, discussed in the chapter “Sexuality in 
Perspective.” Young Latinas may feel that they have to 
choose between being a “good girl” and being a “flirt girl” 
(Faulkner, 2003). 


Asian Americans 

Chinese—almost all of them men—were recruited first in 
the 1840s to come to the United States as laborers in the 
West and later in the 1860s to work on the transconti- 
nental railroad (for excellent summaries of the cultural 


heritage of Asian Americans, see Root, 1995, and Chan, 
2003). Racist sentiment against the Chinese grew, how- 
ever, and there was a shift to recruiting first Japanese and 
Koreans and then Filipinos. Then, in the late 1960s and 
the 1970s, there was a mass exodus to the United States 
of refugees from war-torn Southeast Asia. Today, Asian 
Americans make up 6 percent of the U.S. population 
(Jones et al., 2021). 

The cultural values of Asian Americans are in some 
ways consistent with White middle-class American val- 
ues but in other ways contradict them. Asian Americans 
share with the White middle class an emphasis on aca- 
demic achievement and the importance of education. 
For example, Asian American women have a higher level 
of education, on average, than White American women 
(U.S. Census Bureau, 2010). On the other hand, Asian 
Americans place far more value on family and group inter- 
dependence (Kim et al., 2005), compared with the White 
American emphasis on individualism and self-sufficiency. 
For Asian Americans, the family is a great source of emo- 
tional nurturance. One has an obligation to the family, 
and the needs of the family must take precedence over 
the needs of the individual. For Asian American women, 
there can be a conflict in cultural values between the tradi- 
tional gender roles of Asian culture and those of modern 
Anglo culture, which increasingly prizes independence 
and assertiveness in women. 

Just as the sexuality of African Americans has been ste- 
reotyped, so too has that of Asian Americans. The Asian 
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American man has been stereotyped as asexual (lacking 
in sexuality), whereas the Asian American woman has 
been stereotyped as an exotic sex toy (Koo et al., 2015). 

Compared with European Americans, Asian Americans 
tend to hold more conservative sexual attitudes and to 
experience more anxiety about sex (Brotto et al., 2005). 
The more acculturated that Asian American women are, 
the closer their sexual attitudes are to those of European 
American women (Brotto et al., 2005). 


American Indians 

At least some American Indian tribes, including the 
Cherokee, Navajo, Iroquois, Hopi, and Zufi, traditionally 
had relatively egalitarian gender roles (LaFromboise et 
al., 1990). That is, their roles were more egalitarian than 
those of White culture of the same period. The process of 
acculturation and adaptation to Anglo society seems to 
have resulted in increased male dominance among Amer- 
ican Indians. 

Among the more than 200 Native languages spoken 
in North America, at least two-thirds have a term that 
refers to a third (or more) gender beyond male and female 
(Tafoya & Wirth, 1996). These people are considered 
men-women or women-men, i.e., they combine masculine 
and feminine qualities (Lang, 2016). Anglo anthropolo- 
gists labeled this additional category berdache, a term 
rejected by Indigenous peoples, who prefer the term 
two-spirit (Jacobs et al., 1997; Lang, 2016). These same 
anthropologists concluded that these people were homo- 
sexuals, transsexuals, or transvestites, none of which are 
accurate from an Indigenous point of view. A man might 
be married to a two-spirit male, but the marriage would 
not be considered homosexual because the two were of 
different genders (Tafoya & Wirth, 1996). 

There was also a role of the “manly hearted woman,” 
a role that a woman who was exceptionally indepen- 
dent and aggressive could take on. There was a “warrior 
woman” role among the Apache, Crow, Cheyenne, Black- 
foot, Pawnee, and Navajo tribes (e.g., Buchanan, 1986; 
House, 1997). In both cases, women could express mas- 
culine traits or participate in male-stereotyped activities 
while continuing to live and dress as women (Figure 3). 

In summary, research indicates that gender roles in the 
United States are not uniform. Different ethnic groups 
define gender roles differently. Let us turn now to some of 
the processes that create gender stereotypes. 


Socialization 

Many adult women and men often behave as gender roles 
say they should. Why does this happen? Psychologists 
and sociologists believe that it is a result of gender-role 
socialization. Socialization refers to the ways in which 


Figure 3 Some American Indian tribes have three 
gender categories, the third being known as a two- 
spirit, “manly hearted woman,” or “warrior woman.” 
Chiricahua Tah-des-te was a messenger and warrior 
in Geronimo’s band. She participated in negotia- 
tions with several U.S. military leaders and surren- 
dered with Geronimo in 1886. 


FA. Rinehart for BA.E./Smithsonian Institute 


adulthood, as society conveys its norms of appropriate 
behavior for adult women and men. These norms extend 
from appropriate jobs to who initiates sexual activity. 
Gender socialization comes from multiple sources, 
including parents, peers, and the media (Leaper & 
Friedman, 2007; Ward & Aubrey, 2017). Certainly par- 
ents have an early, important influence. At least in soci- 
eties that value gender equality, gendered parenting is not 
found in broad parenting styles such as warmth toward 
the child (Mesman & Groeneveld, 2018). In these ways, 
parents treat boys and girls similarly. Explicit messages 
from parents—such as “Nice young ladies don’t do that”— 
have pretty much disappeared in such societies too. The 
place where gendered parenting occurs today is in implicit 
gendered messages (Mesman & Groeneveld, 2018). These 
implicit messages covertly convey different expectations 
for girls and boys without stating them explicitly. For 
example, especially in early childhood, parents select 
their children’s books and toys. They may choose dolls 
for girls and action figures for 


boys. Content analyses of dolls Socialization: The ways in which 
and action figures show that they society conveys to the individual 
are highly stereotyped, showing 
hyperfemininity for girls and 


society conveys to the individual its norms or expecta- 
tions for their behavior. Socialization occurs especially in 
childhood, as children are taught to behave as they will 
be expected to in adulthood. Socialization continues in 


its norms or expectations for their 
behavior. 
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Figure 4 Children are very interested in achieving adult gender roles. 


(a) George Simian/Getty Images; (b) Kelly Redinger/Design Pics 


hypermasculinity for boys (Murnen et al., 2016). Parents 
may convey indirect stereotyped messages when they 
read picture books to preschoolers and comment more 
positively about children engaged in stereotyped activi- 
ties than about children engaged in counterstereotypical 
behavior (Mesman & Groeneveld, 2018). And parents 
may themselves serve as models of gender-stereotyped 
behavior (Figure 4). 

Parents are not the only socializing agents, though. 
The peer group can have a big impact in socializing for 
gender roles, particularly in adolescence. Other teenagers 
can be extremely effective in enforcing gender-role stan- 
dards; for example, they may ridicule or shun a boy whose 
behavior is effeminate. Thus peers can exert great pres- 
sure for gender-role conformity (Maccoby, 2002). 

The media are also important socializing agents. Many 
people assume that things have changed a lot in the last 30 
years and that gender stereotypes are a thing of the past. 
On the contrary, various media—from television to teen 
magazines—continue to show females and males in ste- 
reotyped roles. An analysis of G-rated films, for example, 
showed that male characters outnumbered female charac- 
ters by 2.5 to 1, a pattern that had not changed in 15 years 
(Smith et al., 2010). Both males and females were shown 
mainly in gender-stereotyped occupations. Children’s pic- 
ture books continue to harbor gender-stereotyped mes- 
sages (Lewis et al., 2022). And music videos show females 
as subordinate and males as aggressive (Wallis, 2011). 

As children enter adolescence, TV and the movies 
teach them what to do in romantic and sexual situations 
(Ward & Aubrey, 2017). The messages are strongly gen- 
dered, portraying men as active pursuers, who avoid emo- 
tional commitment, and women as sexually passive and 
the enforcers of sexual limits. 

Dozens of studies show that gender stereotypes shown 
on television affect children’s stereotyped ideas (Ward 


& Harrison, 2005). For example, in one study first- and 
second-graders were exposed to television commercials in 
which all boys were playing with a gender-neutral toy (tra- 
ditional condition), all girls were playing with it (nontra- 
ditional condition), or the commercial was not about toys 
(control) (Pike & Jennings, 2005). After the viewing, chil- 
dren were asked to sort six toys into those that were for 
boys, those that were for girls, or those that were for both 
boys and girls. Among the six toys was the toy they had 
seen in the commercial. Children in the traditional con- 
dition were more likely to say that the toy was for boys, 
whereas children in the nontraditional condition were 
more likely to say that it was for both boys and girls. These 
results show not only the power of stereotyped television 
images, but also that children can respond positively to 
nonstereotyped messages. 

But picture books and TV are old-fashioned media. 
One might expect the new media to be less stereotyped. 
To the contrary, however, video games show patterns of 
extreme gender stereotyping. In Grand Theft Auto, the 
men are violent and the women are hookers (Chong et 
al., 2012). Adolescents average more than an hour a day 
playing video games (Rideout et al., 2010). In short, ado- 
lescents’ exposure to these games and their gender stereo- 
types is massive. Even Internet memes show content that 
is heteronormative and gender-stereotyped (Drakett et al., 
2018). 

Although gender roles themselves are universal— 
that is, all societies have gender roles—the exact content 
of these roles varies from one culture to the next, from 
one ethnic group to another, and from one social class 
to another. For example, Margaret Mead (1935) studied 
several cultures in which gender roles were considerably 
different from those in the United States. One such group 
is the Mundugumor of New Guinea. In that culture both 
females and males were extremely aggressive. 
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Psychological Gender Differences 


Gender differences in personality and behavior have been 
studied extensively by psychologists (e.g., Hyde, 2014). 
Here we focus on gender differences in three areas that 
are particularly relevant to gender and sexuality: aggres- 
siveness, impulsivity, and communication styles. 

Males and females differ in aggressiveness. Males are 
generally more aggressive than females. This is true for 
virtually all indicators of aggression (physical aggression 
such as fighting, verbal aggression, and fantasy aggres- 
sion) (Archer, 2004). It is also true at all ages. As soon as 
children are old enough to perform aggressive behaviors, 
boys become more aggressive (Alink et al., 2006), and 
males dominate the statistics on violent crimes. 

Stereotypes hold that men are impulsive risk-takers and 
that women are less so. /mpulsivity refers to the tendency 
to act spontaneously and without careful thought (Cross et 
al., 2011). There are multiple aspects of impulsivity: reward 
sensitivity (being especially likely to do something because 
it will feel good right now), sensation-seeking, risk-taking, 
and impulse control (the opposite of impulsivity, i.e., being 
able to control one’s actions). A meta-analysis found that 
men did indeed score higher than women on risk-taking 
(d = 0.38) and sensation-seeking (d = 0.22) (Cross et al., 
2011). Risk-taking and sensation-seeking are highly rele- 
vant to sexuality, and especially to risky sexual behavior. 

A fascinating study in China sheds light on the extent 
to which these gender differences are a product of culture. 
The researchers studied children from two different eth- 
nic groups: the Mosuo, who are matrilineal, with women 
having at least as much power as men, if not more; and 
the Han, who are patriarchal with men having the power 
(Liu & Zuo, 2018). The researchers gave the children 
tests of their willingness to take risks. Among the Mosuo, 
girls took more risks than boys, and among the Han, boys 
took more risks than girls. This study challenges the idea 
that there is anything innate about men scoring higher on 
risk-taking. The gender difference is flipped in a culture in 
which women have more power. 

Researchers have found that in the United States, men 
and women differ in their style of communicating, both 
verbally and nonverbally (Leaper & Ayres, 2007). This 
research was reviewed in the chapter “Attraction, Love, 
and Communication”; see A Sexually Diverse World: 
Gender Differences in Communication. Of particular rel- 
evance to sexuality, social psychologists have found gen- 
der differences in studies of self-disclosure. For example, 
adolescent girls self-disclose to friends more than adoles- 
cent boys do (Rose & Rudolph, 2006). 

Today, of course, males and females do much of their 
self-disclosure online. In one study of adolescents, girls’ 
online self-disclosure increased greatly between ages 
10 and 13; boys displayed a similar increase, but it started 


about two years later (Valkenburg et al., 2011). Girls 
engaged in more online self-disclosure than boys did at 
all ages. Another study examined college students’ self- 
disclosure on their Facebook pages (Special & Li-Barber, 
2012). For both males and females, the top motive for 
using Facebook was maintaining relationships—that is, 
motives displayed gender similarities. Moreover, there 
was no gender difference in disclosure of personal infor- 
mation in this particular medium. 

Norms about self-disclosure are changing. Traditional 
gender roles favored emotional expressiveness for females, 
but emotional repressiveness and avoidance of self- 
disclosure for males. There is, however, a contemporary 
ethic of good communication and openness that demands 
equal self-disclosure from males and females. 

There are gender differences in people’s ability to 
understand the nonverbal behaviors of others. The tech- 
nical phrase for this is decoding nonverbal cues—that is, the 
ability to read others’ body language correctly. It might be 
measured, for example, by one’s accuracy in interpreting 
facial expressions. Research shows that women are better 
than men at decoding such nonverbal cues and discerning 
others’ emotions (Hall, 1998). Certainly this is consistent 
with the gender-related expectation that women will show 
greater interpersonal sensitivity. Girls and women are also 
somewhat better at reading others’ emotions than boys 
and men are, although the difference is small (d = 0.19) 
(Thompson & Voyer, 2014). 

What are the implications for sexuality of these gender 
differences in communication styles? For example, if men 
are unwilling to disclose personal information about them- 
selves, consider whether this might hamper their ability to 
communicate their sexual needs to their partners. 


SSS Ea SS Se 
Gender Differences in Sexuality 


In this section the discussion focuses on areas of sexuality 
in which there is some evidence of male-female differ- 
ences. As we point out, differences 
do exist, but they are in 
a rather small number 


What are some major 
: ways in which males 
of areas—masturbation, RAR per hicain 
attitudes about casual [Rin-igeyotr) lias 


sex, use of pornogra- 
phy, consistency of orgasm during 
sex, and sex drive. There is a danger in focusing on these 
differences to the point of forgetting about gender similar- 
ities. As you consider the evidence on male-female differ- 
ences that follows, keep in mind that males and females 
are in many ways quite similar in their sexuality—for exam- 
ple, in the physiology of their sexual responses (see the 
chapter “Sexual Arousal”). Gender patterns may be simi- 
lar or different in other cultures. 
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Penile strain gauge: A device used 
to measure physiological sexual 
arousal; it is a flexible loop that fits 
around the base of the penis. 


Photoplethysmograph (foh-toh- 
pleth-ISS-moh-graf): An acrylic 
cylinder placed inside the vagina 
to measure physiological sexual 
arousal. Also called a photometer. 


Masturbation 

In a meta-analysis of 730 studies of gender differences in 
sexuality, the authors found that one of the largest gender 
differences was the incidence of masturbation (Petersen 
& Hyde, 2010). 

Recall that in the Kinsey data 92 percent of the males 
had masturbated to orgasm at least once in their lives, as 
compared with 58 percent of the females. Not only did 
fewer women masturbate, but, in general, those who did 
masturbate had begun at a later age than the men. Vir- 
tually all men said they had masturbated before age 20 
(most began between ages 13 and 15), but substantial 
numbers of women reported masturbating for the first 
time at age 25, 30, or 35. This gender difference still 
appears in recent studies. For example, for adults between 
25 and 29 in the NSSHB, 94 percent of the men had mas- 
turbated at least once in their lives, compared with 85 
percent of the women (Herbenick et al., 2010a). And 20 
percent of the men masturbated four or more times per 
week, compared with 5 percent of the women (Herbenick 
et al., 2010b; Reece et al., 2010b). In another sample, 61 
percent of the men and 36 percent of the women had mas- 
turbated in the past 2 weeks (Regnerus et al., 2017). The 
data suggest, then, that there is a gender difference in the 
incidence of masturbation, with men more likely to have 
masturbated than women. 


Attitudes about Casual Sex 

In the meta-analysis mentioned above, another substan- 
tial gender difference noted was in attitudes toward casual 
sex—that is, intercourse in a situation, such as a “one-night 
stand,” in which there is no emotionally committed rela- 
tionship between the partners (Petersen & Hyde, 2010; 
Yost & Zurbriggen, 2006). Men are considerably more 
approving of such interactions, and women tend to be dis- 
approving. Many women feel that intercourse is ethical or 
acceptable only in the context of an emotionally commit- 
ted relationship. For many men, that is a nice context for 
sex, but it isn’t absolutely necessary. 

One study has gained legendary status as an illustration 
of men’s greater interest in casual sex. Clark and Hatfield 
(1989) had female and male research assistants, who were 
confederates of the experimenters, approach people of 
the other gender and invite them to engage in casual sex. 
No women agreed to such a sexual encounter, whereas 70 
percent of men agreed (see also Guéguen, 2011). Evolu- 
tionary theorists see these results 
as evidence of men’s selection to 
have sex with many partners and 
women’s selection to be choosy 
(see the chapter “Theoretical Per- 
spectives on Sexuality”). However, 
socialization explanations are 
equally plausible (Conley, 2011). 
Girls are socialized to perceive 


risk in the environment and, in particular, to be sensitive 
to the possibility of rape. Boys, in contrast, are encour- 
aged to ignore risk. Moreover, it may be more about the 
proposer than about the person receiving the proposal. 
Male proposers may be perceived as dangerous and 
female proposers as harmless. Then there is the issue of 
sexual pleasure. Doubtless men anticipate sexual pleasure 
from the encounter, whereas women would be less likely 
to think that the male proposer would give them plea- 
sure. Several clever laboratory experiments support these 
socialization explanations (Conley, 2011). 

With these different attitudes, no wonder there is some 
conflict in relationships between women and men. 


Use of Pornography 

The third substantial gender difference found in the 
meta-analysis noted above was in the use of pornography 
(Petersen & Hyde, 2010). Men were considerably more 
likely to report using porn than women were. Women 
often report deep ambivalence toward porn, feeling 
aroused by it, yet repulsed by the way it portrays women 
(Fahs et al., 2018). And many women report watch- 
ing porn because their male partners want them to, not 
because they themselves want to (Fahs et al., 2018). 


Arousal to Erotica 
Traditionally in our society most erotic material—sexually 
arousing pictures, movies, or stories—has been produced 
for a male audience. The corresponding assumption pre- 
sumably has been that women are not interested in such 
things. Does the scientific evidence bear out this notion? 
Laboratory research shows that men are more aroused 
by erotic materials, but the gender difference is not large 
(Murnen & Stockton, 1997). Laboratory experiments 
provide insight into the responses of men and women 
to erotic materials. In one typical study, participants 
were shown a variety of video clips; some portrayed sex- 
ual interactions (e.g., partially clothed man and woman 
kissing; man and woman engaged in oral sex) and others 
portrayed neutral, nonsexual content (e.g., beach scene 
of waves lapping the shore) (Suschinsky et al., 2009). 
The participants were sexually experienced, heterosex- 
ual young adults. The researchers took measures as the 
participants watched the video clips. Not only did the 
researchers obtain participants’ self-reported ratings of 
their sexual arousal as they viewed the stimuli, but they 
also obtained objective measures of their physiological 
levels of arousal. To do this, they used two instruments: 
a penile strain gauge and a vaginal photoplethysmograph 
(Figure 5). The penile strain gauge (which my students 
have dubbed the “peter meter”) is used to get a physiolog- 
ical measure of arousal in a male; it is a flexible loop that 
fits around the base of the penis and records its expan- 
sion. The photoplethysmograph measures physiological 
arousal in a female; it is an acrylic cylinder, about the size 
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Figure 5 Two devices used to measure phys- 
iological sexual response in males and females. 
The penile strain gauge (/eft) consists of a flexible 
band that fits around the base of the penis. The 
photoplethysmograph (right) is an acrylic cylinder 
containing a photocell and a light source, which is 
placed just inside the vagina. 


Courtesy of J.R. Heiman 


of a tampon, that is placed just inside the entrance to the 
vagina. Both instruments measure vasocongestion in the 
genitals, which is the major physiological response during 
sexual arousal (see the chapter “Sexual Arousal”). 

As predicted, both women and men showed near-zero 
subjective ratings of arousal to the neutral content and sig- 
nificantly higher ratings of arousal to the sexual interac- 
tion clips. Similarly, the physiological measures of arousal 
were significantly higher during sexual content than 
neutral content, and that was true for both women and 
men. But here’s the most interesting finding. For men, 
the correlation between their subjective ratings of arousal 
and their physiological arousal was much higher (7 = .66) 
than it was for women (7 = .29). These correlations mea- 
sure the concordance or agreement between subjective 
arousal and physiological arousal. Numerous studies, 
from the 1970s to the present, have documented that con- 
cordance is lower for women than it is for men (Chivers et 
al., 2010; Heiman, 1975). Essentially this means that men 
are well aware of their physiological arousal, but women 
can sometimes be unaware of their physiological arousal. 

In an interesting related study, one experimental group 
of women was instructed to attend to their genital signs 
of sexual arousal (“While rating these slides, I would like 


you to attend to various changes that may occur in your 
genital area such as vaginal lubrication, pelvic warmth, 
and muscular tension”), and a second group was told to 
attend to nongenital signs of arousal (“While rating these 
slides, I would like you to attend to various changes that 
may occur in your body. These are heartrate increase, 
nipple erection, breast swelling, and muscular tension”), 
while a control group was given no instructions (Korff 
& Geer, 1983). Both experimental groups showed high 
correlations between self-reports and physiological mea- 
sures of arousal, whereas the control group showed the 
same low correlation that other research has found. This 
shows that women can be quite accurate in realizing their 
physical arousal if they are simply told to focus their atten- 
tion on it. The broader culture, of course, does not give 
women such instructions but rather tells them to focus on 
the environment outside themselves—the love, romance, 
partner—so that many women have not learned to focus 
on their body. But the experiment described here shows 
quite clearly that they can. 

Other studies have used fMRI brain scans to examine 
gender differences in response to erotic materials (Rupp 
& Wallen, 2008). The results show that the brain regions 
that fire, mostly in the limbic system, are the same in 
women and men. However, only men show increased acti- 
vation in the hypothalamus, which, as we have seen in ear- 
lier chapters, is important to the release of testosterone. 


The Orgasm Gap 

Men are more consistent than women at having orgasms 
during sex. For example, according to the NSSHB, 91 
percent of men—but only 64 percent of women—had an 
orgasm during their most recent sexual encounter (Herbe- 
nick et al., 2010c). 

An interesting related finding has to do with orgasm 
consistency in heterosexual compared with same-gender 
sexual interactions. In one study, men reported having an 
orgasm, on average, 85 percent of the time during sexual 
activity, and the percentage was the same whether they 
were straight or gay, that is, whether they had a female or 
a male partner (Garcia et al., 2014). Lesbian women, how- 
ever, had a significantly higher rate of orgasm (75 percent) 
than heterosexual women (62 percent). These findings 
indicate that, for women, gender of the partner is import- 
ant, and having a female partner can mean more orgasms, 
perhaps because women understand each other’s bodies 
better than men understand women’s bodies. 


Sex Drive 

Evidence from a number of sources indicates that men, 
on average, have a stronger sex drive than women do 
(Baumeister et al., 2001; Peplau, 2003). Men think about 
sex more often and have more frequent and varied fantasies 
than women do. Compared with women, men desire more 
sexual partners and a greater frequency of intercourse. 
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In a study across 52 nations, the gender difference in 
the preferred number of partners was found worldwide 
(Schmitt, 2003). It is important to remember, of course, 
that these are average differences. For a particular hetero- 
sexual couple, it is quite possible that the woman’s level of 
desire would exceed the man’s. 

Do men have sex on the brain—that is, do they think 
about sex constantly? And do women never think about 
sex? Flashy media reports suggest that this is true. How- 
ever, a clever study indicates otherwise. Undergraduates 
were given golf tally counters, to tally their thoughts about 
sex for one week (Fisher et al., 2012). Men thought about 
sex on average 19 times a day, compared with 10 times a 
day for women, so men thought about sex more, but not 
anything like 100 times per day. Moreover, other students 
tallied their thoughts about food and about sleep, and men 
thought about both food and sleep more than women did, 
so it isn’t just sex on their brains. Also, the range was enor- 
mous for men—one man thought about sex only once a 
day and, at the other end of the spectrum, another thought 
about it 388 times per day. One woman thought about sex 
140 times per day. The differences from one man to the 
next, or from one woman to the next, are far greater than 
the average difference between women and men. 


———— 
Why the Differences? 


Five differences in male and female sexuality—the lower 
percentage of females, compared with males, who mastur- 
bate; women’s more disapproving attitudes toward casual 
sex; women’s lesser orgasm consistency; men’s greater use 
of porn; and men’s greater sex drive—are fairly well doc- 
umented and in need of explanation. A wide variety of 
scholars have suggested possible explanations. 


Are the Differences Bogus? 

One possibility is that many of these gender differences, 
typically documented by self-report, are not true dif- 
ferences. Instead, it could be that people report what 
is expected of them, shaped by gender norms. Men are 
expected to want lots of sex, so they exaggerate their 
desire in self-reports, or women minimize theirs. 

A clever study used the bogus pipeline method to inves- 
tigate this possibility (Alexander & Fisher, 2003; see also 
Conley et al., 2011; Fisher, 2013). College students were 
brought to the lab to fill out questionnaires about their sex- 
ual attitudes and behaviors. They were randomly assigned 
to one of three experimental conditions. In the bogus pipe- 
line condition, the student was hooked up to a fake poly- 
graph, or lie detector machine, and told that the machine 
could detect false answers. People should respond very 
honestly in this condition. In the anonymous condition, the 
student simply filled out the questionnaire anonymously, 


as is typical of much sex research, and placed the ques- 
tionnaire in a locked box when finished. In the exposure 
threat condition, respondents were instructed to hand their 
completed questionnaires directly to the experimenter, 
who was an undergraduate peer, and the experimenter sat 
in full view while the respondents completed their ques- 
tionnaires, serving as a reminder that this other person 
would easily be able to see their answers. Figure 6 shows 
the results for reports of the number of sexual partners 
the respondents said they had had. 

When people were in the bogus pipeline condition 
and gave the most honest reporting, men’s and women’s 
reports of the number of their sexual partners were nearly 
identical—in fact, women’s were slightly higher than 
men’s, but not significantly so. In the standard conditions 
of anonymity used in most sex research, women reported 
fewer partners than men did, and under a threat that 
responses would be made public the largest gap between 
women and men appeared. In the anonymous condition 
and the exposure threat condition, differences emerged 
that were consistent with gender roles. Women confirmed 
the expectation that they have few partners. 

What are the implications of this study? Does it mean 
that all the differences described in the 
previous section are When men report more 
bogus? Probably not, but BRS WEy Nes GCs Grr 


it means that findings [RYZeyiit=yamelomi im iatsle 
of gender differences MEIKE Ca slo aors dams 


obtained by selfreports [ex 
can be exaggerations of 
the truth. And it is important to note that findings obtained 
from physiological measures, such as those used in the study 
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Figure 6 Mean number of sexual partners 
reported by men and women in the Bogus Pipeline 
Study (see text for further details). 
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with the penile strain gauge and the photoplethysmograph, 
are not vulnerable to these reporting biases. 

Let’s assume that the gender differences discussed 
in the previous section are real, although perhaps not as 
dramatically large as the research suggests. How then can 
these differences be explained? 


Biological Factors 
Gender differences in sexuality might be created, in part, 
by two biological factors: anatomy and hormones. 


Anatomy 

Men’s sexual anatomy is external and visible and has a 
very obvious response: erection. When a male is nude, he 
can easily see his sexual organs, either by looking down 
or by looking in a mirror. The female sexual organs, in 
contrast, are hidden. A nude female looks down and sees 
nothing except pubic hair (which really is not very infor- 
mative); she looks in a full-length mirror and sees the 
same thing. Only by doing the mirror exercise described 
in the chapter “Sexual Anatomy” can she get a good view 
of her own genitals. To make matters worse, the word 
clitoris—but not penis—is often missing from books about 
sexuality, from parents’ talk about sex, and from students’ 
knowledge about sexuality (Ogletree & Ginsburg, 2000). 
Furthermore, the female genitals do not have an obvious 
arousal response like the male’s erection. As a result, she 
may be less aware of her own arousal, a notion that is sup- 
ported by concordance research. 

The anatomical explanation, then, is that because 
women’s genitals are not in plain view and because their 
arousal response is less obvious than that of men’s gen- 
itals, women are less likely to masturbate and less likely 
to develop their full sexual potential (Baldwin & Baldwin, 
1997). If this explanation is correct, or is at least part of 
the answer, could steps be taken to help women develop 
their sexuality? Perhaps parents could tell their daughters 
about the mirror exercise at an early age and encourage 
them to become more aware of their own sexual organs. 
And parents might want to discuss the idea of masturba- 
tion with their daughters. 


Hormones 

The hormonal explanation rests on the finding that tes- 
tosterone is related to sexual behavior. This evidence was 
reviewed in the chapter “Sexual Arousal.” Basically, the 
evidence comes from studies in which male animals are 
castrated (and thus lose their natural source of testoster- 
one), with the result that their sexual behavior disappears, 
presumably reflecting a decrease in sex drive. If replace- 
ment injections of testosterone are given, the sexual 
behavior returns. 

Women generally have lower levels of testosterone in 
their tissues than men have. Human females, for exam- 
ple, have about one-quarter the level of testosterone that 
human males have (Granger et al., 2004). 


The hormonal explanation, then, is that if testosterone 
is important in activating sexual behavior and if females 
have only one-quarter as much of it as males have, this 
might result in lower levels of sexual behavior such as 
masturbation in women, or a lower sex drive. 

There are several problems with this logic. First, it 
may be that cells in the brain or the genitals of women are 
more sensitive to testosterone than the comparable cells 
in men; thus a little testosterone might go a long way in 
women’s bodies. Second, we must be cautious about mak- 
ing inferences to humans from studies done on animals. 
Although some recent studies have demonstrated the 
effects of testosterone on sexual interest and behavior in 
humans, the effects are less consistent and more complex 
than in other species (see the chapter “Sexual Arousal”). 
Finally, as we saw in the chapter “Sex Hormones, Sex- 
ual Differentiation, and the Menstrual Cycle,” testoster- 
one levels are not fixed in a given person. Instead, they 
respond to environment and experience. 


Cultural Factors 
Our culture has traditionally placed tighter restrictions on 
women’s sexuality than it has on men’s, and vestiges of 
these restrictions linger today. It seems likely that these 
restrictions have acted as a damper on female sexuality, 
and thus they may help to explain why some women do 
not masturbate, why some women have difficulty having 
orgasms, and why some women are wary about casual sex. 
One of the clearest reflections of the differences in 
restrictions on male and female sexuality is the double 
standard. As we saw in the chapter “Sexuality and the Life 
Cycle: Childhood and Adolescence,” the double standard 
says that the same sexual behavior is evaluated differently, 
depending on whether a male or a female engages in it. The 
sexual double standard gives men more sexual freedom 
than women (Crawford & Popp, 2003; Fasula et al., 2014). 
An example is casual sex, which has been more accept- 
able for males than for females. Indeed, casual sex might 
be a status symbol for a man but a sign of being a slut for 
a woman. The sexual double standard is alive and well in 
teen girl magazines, where negative consequences of sex 
are associated more often with girls than with boys (Joshi 
et al., 2011). Research shows that adolescent girls who more 
strongly believe in the double standard feel less entitled to 
sexual pleasure from masturbation (Emmerink et al., 2016). 
Generally there seems to be less of a double standard 
today than there was in the past. The decline of the dou- 
ble standard may help to explain why some of the gender 
differences found in older studies of sexual behavior have 
disappeared in more recent studies. When cultural forces 
do not make such a distinction between male and female, 
males and females become more similar in their sexual 
behavior. Yet vestiges of the double standard remain today 
in regard to casual sex, which is approved more for men 
than for women (Bogle, 2008; Kettrey, 2016). 
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Male Sexuality 


(1999) on the basis of his experience as a sex 
therapist and psychotherapist. 

He argues that the media have taught us a Fantasy 
Model of Sex, which is ultimately detrimental to men, and 
to women as well. He captures this idea in his chapter 
title “It’s Two Feet Long, Hard as Steel, Always Ready, 
and Will Knock Your Socks Off,” describing the Fantasy 
Model of the erect penis and its power over women. The 
Fantasy Model of Sex creates unrealistic expectations and 
performance pressures on men. 

Zilbergeld discusses a number of cultural myths based 
on the Fantasy Model. Here are four of them. 

Myth 1. We're liberated folks who are very comfortable 
with sex. The media teach us that we have completely 
shed our Victorian heritage and everyone is totally com- 
fortable with sex. The men and women in the movies and 
on TV never have any concerns or problems with sex. 
The women don’t worry about their ability to orgasm. 
The men don’t worry about the size or hardness of their 
penises. But if all this is true, why do we have such poor 
sex education in the United States? Why do parents have 
such difficulty talking about sex with their children? The 
truth is that although public manifestations (like the mov- 
ies) are very open about sex, in our private lives we have 
all kinds of discomforts and uncertainties about sex. 

Myth 2. A real man isn‘ into sissy stuff like feelings and 
communicating. Boys are trained into the male role, which 
discourages the expression of emotions such as tender- 
ness. Communicating about personal feelings becomes 
difficult if not impossible. As one man said, “What it 
really comes down to is that I guess I’m not very com- 
fortable with expressing my emotions—I don’t think many 
men are—but I am pretty comfortable with sex, so I just 
sort of let sex speak for me” (Zilbergeld, 1999, p. 21). 
Men are crippled in forming emotional relationships, as a 
result, and sexual interactions are less satisfying than they 
might be if there were more communication. 

Myth 3. All touching is sexual or should lead to sex. For 
men, touching is a means to an end: sex. For women, 


BI ernie Zilbergeld wrote The New Male Sexuality 


The newest method of enforcing the double standard 
is slutpages, which are digitally created groups or web- 
sites designed to share sexualized images of others, usu- 
ally girls and women, without their knowledge or consent 


touch more often is a goal in itself, as when women hug 
each other. Men need to learn that sometimes they just 
need to be held or stroked, and that that can provide more 
emotional satisfaction than sexual intercourse. 

Myth 4. Sex is centered on a hard penis and what's done 
with it. Adolescent boys have a fixation on their penis and 
its erections, and this fascination persists throughout life. 
It creates heavy performance pressure for an erection— 
and not just any old erection, but a really big one. As Zil- 
bergeld puts it, “Penises in fantasyland come in only three 
sizes: large, extra large, and so big you can’t get them 
through the door.” Men need to learn that the penis is not 
the only sexual part of their bodies, and that many very 
enjoyable forms of sexual behavior require no erection at 
all. That relieves a lot of performance pressure. 

Recent research shows how insightful Zilbergeld’s 
ideas are. There is evidence that adolescent boys undergo 
massive socialization to be masculine, with the stron- 
gest pressure coming from peers (Rogers et al., 2021). 
Other boys act as gender police and enforce masculinity 
by teasing, often using misogynistic or homophobic epi- 
thets such as “pussy” and “fag.” Race plays a role as well; 
American standards of masculinity are defined mainly by 
and for White, heterosexual boys. Asian American boys 
are stereotyped as feminine, whereas Latino and Black 
boys are stereotyped as hypermasculine and aggressive. 

In other research, men report “massive pressure to 
please her” and “perform” in their sexual interactions, 
which leads them to pay for sex, where that pressure is 
taken away (Huysamen, 2020). Researchers have also 
documented penis-centric masculinity, in which some men 
believe that their masculinity is centered on their penis 
(Oswald et al., 2021). Items used to measure penis-centric 
masculinity include “Men with bigger penises are more 
masculine” and “My manhood is strongly tied to my penis.” 

These insights about male sexuality can be very help- 
ful both to men and to women who have men as sexual 
partners. 


(Maas et al., 2021). Users can then comment on the 
appearance or sexual experience of those shown in the 
images. In a college sample, 40 percent of the men and 
30 percent of the women had visited a slutpage, and for 
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men in Greek life, it was 59 percent (Maas et al., 2021). 
It’s the latest way to shame women for their sexuality. 

Gender roles are another cultural force that may con- 
tribute to differences in male and female sexuality, as 
was discussed earlier in this chapter (Sanchez et al., 
2012). Gender roles dictate proper behavior for females 
and males in sexual interactions—that is, they specify the 
script. For example, there is a stereotype of the male as 
the initiator and the female as the passive object of his 
advances; surely this does not encourage women to take 
active steps to bring about their own orgasms. One study 
found that women implicitly associate sex with submis- 
sion, whereas men do not (Sanchez et al., 2006). For the 
women, the more they associated sex with submission, the 
greater their difficulty with becoming sexually aroused. 

Marital and family roles may play a part. Children 
can act as a damper on the parents’ sexual relationship. 
The couple lose their privacy when they gain children. 
They may worry about their children bursting through an 
unlocked door and witnessing what Freud called “the pri- 
mal scene” of their parents making love. Or they may be 
concerned that their children will hear the sounds of love- 
making. Generally, though, the woman is assigned the pri- 
mary responsibility for child rearing, so she may be more 
aware of the presence of the children in the house and 
more concerned about possible harmful effects on them 
of witnessing their parents engaging in sex. Once again, 
her worry and anxiety do not contribute to her having a 
satisfying sexual experience. 

Body image issues also contribute to gender differences 
in sexuality and, in particular, to women’s sexual function- 
ing (Woertman & van den Brink, 2012). Overall, there are 
gender differences in body esteem; compared with men, 
women feel more dissatisfied with their bodies. And sex 
is all about bodies. Research shows that women who are 
dissatisfied with their bodies report lower levels of sexual 
desire and arousal and more avoidance of sex. In part this 
is due to a kind of self-conscious monitoring of how one’s 
body looks during sex. These are distracting thoughts 
and, as we will see in the chapter “Sexual Disorders and 
Sex Therapy,” distracting thoughts contribute to reduced 
enjoyment of sexual experiences. Why are women more 
dissatisfied with their bodies and why do they monitor 
their appearance more? The major factor appears to be 
the media, which portray skinny women with airbrushed 
features that real women can’t live up to, making them 
feel bad about their bodies (Grabe et al., 2008). 


Other Factors 

A number of other factors, not easily classified as biologi- 
cal or cultural, may also contribute to differences between 
male and female sexuality.” 


Other possible causes of orgasm problems in women are discussed 
in the chapter “Sexual Disorders and Sex Therapy.” 


Women get pregnant and men do not. Particularly in 
the days before effective contraceptives were available, 
pregnancy might be a highly undesirable consequence 
of sexuality for a woman. Thinking that an episode of 
lovemaking might result in a 9-month pregnancy and 
another mouth to feed could put a damper on anyone’s 
sexuality. Even today, pregnancy fears can be a force. For 
example, among sexually active teenage girls, 10 percent 
used no method of contraception the last time they had 
sex (Abma & Martinez, 2017). A woman who is worried 
about whether she will become pregnant—and, if she is an 
unmarried teenager, about whether her parents will find 
out that she has been engaging in sexual activity—is not in 
a state conducive to the enjoyment of sex, much less the 
experience of orgasm (although this scarcely explains why 
more women than men do not masturbate). 

Ineffective techniques of stimulating the woman may 
also be a factor. The commonest techniques of inter- 
course, with the penis moving in and out of the vagina, 
may provide good stimulation for a man but not for a 
woman, because she may not be getting sufficient clito- 
ral stimulation. Perhaps the problem, then, is that women 
are expected to orgasm as a result of intercourse, when 
that technique is not very effective for producing orgasms 
in women. 

A relationship probably exists between the evidence 
that fewer women masturbate than men and the orgasm 
gap. Childhood and adolescent experiences with mas- 
turbation are important early sources of learning about 
sexuality. Through these experiences we learn how our 
bodies respond to sexual stimulation and what the most 
effective techniques are for stimulating our own bodies. 
This learning is important to our experience of adult, 
two-person sex. 

Not only may women’s relative inexperience with 
masturbation lead to a lack of sexual learning, but it also 
may create a kind of “erotic dependency” on men. Typi- 
cally, boys’ earliest sexual experiences are with masturba- 
tion, which they learn how to do from other boys. More 
important, they learn that they can produce their own 
sexual pleasure. Girls typically have their earliest sexual 
experiences in heterosexual petting. They therefore learn 
about sex from boys, and learn that their sexual pleasure 
is produced by a male. 

Once again, such ideas might lead to a recommenda- 
tion that girls be given information about masturbation. 

Numerous factors that may contribute to shaping male 
and female sexuality have been discussed. My belief is 
that a combination of several of these factors produces 
the differences that do exist. The early differences in expe- 
riences with masturbation are important. Although these 
differences may result from differences in anatomy, they 
could be eliminated by giving girls information on mas- 
turbation. Women may enter into adult sexual relation- 
ships with a lack of experience in the bodily sensations of 
arousal and orgasm, and they may be unaware of the best 
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Transgender: A term encompassing 
a broad range of individuals whose 
gender identity does not match their 
gender assigned at birth; includes 


techniques for stimulating their own bodies. Put this lack 
of experience together with various cultural forces, such 
as the double standard and ineffective techniques of stim- 
ulation, and it is not too surprising that there are some 
gender differences in sexuality. 


————— ee ay) 
Beyond the Young Adults 


One of the problems with our understanding of gender 
differences in sexuality is that so much of the research 
has concentrated on college students or other groups of 
young adults (as is true of much behavioral research). 
For example, the 52-nation study of gender differences 
in preferred number of partners, discussed earlier, tested 
college students at nearly all sites (Schmitt, 2003). Using 
this population may provide a very narrow view of male- 
female differences; they are considered during only a very 
small part of the lifespan. In reality, female sexuality and 
male sexuality change in their nature and focus across the 
lifespan. For example, it is a common belief in our cul- 
ture that men reach their sexual “peak” at around age 19, 
whereas women do not reach theirs until they are 35 or 
40 (Barr et al., 2002). There is some scientific evidence 
supporting this view. Kinsey (1953) found, for example, 
that women generally had orgasms more consistently at 
40 than they did at 25. 

Research based on the sexual excitation-inhibition 
model, discussed in the chapter “Theoretical Perspectives 
on Sexuality,” is helpful in understanding how patterns 
of gender differences shift at different ages. In one study, 
a large sample of people between the ages of 14 and 80 
was recruited (Pinxten & Lievens, 2016). They completed 
scales measuring sexual excitation and sexual inhibition. 
The results showed that sexual excitation scores peaked 
between 20 and 40 years of age for both women and men, 
and declined for both after that. 
The gender gap, with females scor- 
ing lower, was about the same at 
all ages. In contrast, women’s level 


those who identify as nonbinary, gen-_ | of sexual inhibition was fairly con- 


derfluid, or gender nonconforming. 
Trans woman: A person whose 
birth-assigned gender is male and 
whose identity is female. 

Trans man: A person whose birth- 
assigned gender is female and 
whose identity is male. 

Trans: A broad term encompassing 
those identifying as transgender, 


stant from age 20 to age 80; men’s 
inhibition was considerably lower 
than women’s at age 20, but then 
rose steadily; from about age 55 
on, women and men had the same 
level of inhibition. This study 
illustrates how the patterns of gen- 
der differences that we find with 


gender nonconforming, agender, and 


other gender-variant people. 
Cisgender: A person whose birth- 
assigned gender and gender iden- 
tity match—e.g., a person born with 
female genitals whose identity is 
female. 


college-student samples of 20-year- 
olds are not always true later in 
the lifespan. 

It is important to remember, 
though, that these patterns may be 
culturally, rather than biologically, 


produced. In some other cultures—for example, Mangaia 
in the South Pacific (see the chapter “Sexuality in Per- 
spective” )—females have orgasms 100 percent of the time 
during coitus, even when they are adolescents. 


Transgender Issues and 
Experience 


Many textbooks cover transgender issues and identity in 
the chapter on sexual variations or deviations. However, 
I have included it in the chapter on gender because it is 
fundamentally an issue of gender and, more specifically, 
gender identity. 

The term transgender is broad, encompassing peo- 
ple whose gender identity does not match their gender 
assigned at birth based on the appearance of the gen- 
itals. Some have an identity that is not male or female, 
but instead is a third category, genderqueer. That is, they 
see themselves as falling outside the gender binary, and 
some use the term nonbinary (Hegarty et al., 2018; Rich- 
ards et al., 2016). Others do not wish to be categorized or 
labeled. A trans woman is someone whose birth-assigned 
gender was male and whose gender identity is female, and 
a trans man is someone whose birth-assigned gender was 
female but who has a male identity. 

The term trans is even broader and includes peo- 
ple who identify as transgender, cross dressing, gender 
nonconforming, gender fluid, genderqueer, and other 
gender-variant people (Devor & Dominic, 2015). Some- 
times the term transgender and gender nonconforming 
(TGNC) is used. The terms for various expressions of 
gender variance have developed rapidly in the last few 
years and show every sign of continuing to change, so stay 
tuned for new developments! 

What are we to call everyone else, those who are not 
transgender? It might be tempting to call them “nor- 
mal,” but a more equitable term has been introduced: 
cisgender (named after cis and trans isomers in organic 
chemistry). 

Transgender people are not a new phenomenon. Ref- 
erences are found throughout much of recorded history, 
although that modern term is not used (Devor, 1997). In 
the early centuries of Christianity, a number of women 
transformed themselves into men. One example is Pela- 
gia, a woman who refused to marry and fled, dressing as 
a man and entering a monastery. She became Pelagius, a 
man, and was later elected prior of a convent. A woman 
at the convent became pregnant and accused Pelagius of 
being the father. Nothing, of course, could have been fur- 
ther from the truth, but Pelagius was not in a position to 
offer the strongest defense. He was expelled from the con- 
vent and died in disgrace. When he died, it was discovered 
that he had a female body. 
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CDC data estimates the prevalence of transgender 
individuals in the United States at 0.6 percent, with a 
range across states from 0.3 percent in North Dakota to 
0.8 percent in Hawaii (Flores et al., 2016). The 0.6 per- 
cent prevalence translates to 1.4 million adults, which is 
not a small number. Another U.S. study, using probability 
sampling, found a prevalence of 0.4 percent (Meerwijk 
& Sevelius, 2017). The two estimates are quite close to 
each other. That said, undoubtedly the prevalence will 
increase in the next decade because transgender is now 
a much more available label than it was previously, and 
most Americans have probably heard the term transgen- 
der because of extensive media attention to some trans 
individuals. 


Diagnosis Issues 

Gender dysphoria refers to psychological distress about a 
mismatch between a person’s gender identity and gender 
assigned at birth and is used in the American Psychiatric 
Association’s Diagnostic and Statistical Manual (DSM-5 -TR; 
American Psychiatric Association, 2022). Other criteria 
for diagnosis include a strong desire to be treated as a 
gender different from one’s gender assigned at birth, and 
a strong desire for the primary and secondary sex char- 
acteristics of another gender (Byne et al., 2018). Gender 
dysphoria can appear in childhood and is characterized 
by a strong desire to be the other gender, substantial dis- 
tress about the situation, a resistance to wearing clothing 
typical for the birth-assigned gender, a preference for toys 
and games typical of the other gender, and a desire for 
their genitals to match their gender identity. Gender dys- 
phoria can also appear in adolescence or adulthood and 
is then called late-onset gender dysphoria. Notice that this 
diagnosis applies only if the individual is distressed about 
the mismatch between their gender assigned at birth and 
gender identity. People who have the mismatch between 
identity and body but are not distressed about it would 
not qualify for the diagnosis. 

The gender dysphoria diagnosis is controversial 
because some people believe that it stigmatizes trans peo- 
ple (Davy, 2015). However, to gain insurance coverage for 
medical care, such as hormone treatments, one must have 
a diagnosis, so that is part of the reason for having the 
gender dysphoria diagnosis. 

There is another system of diagnosis used worldwide, 
the ICD (International Classification of Diseases, by the 
World Health Organization). The new edition, ICD-11, 
was released in 2018. It uses somewhat different diag- 
nostic terms: Gender Incongruence of Childhood (GIC) 
and Gender Incongruence of Adolescence and Adulthood 
(GIAA) (Winter et al., 2016). The hope was that these 
would be less stigmatizing terms. 

Some people have called for the term gender euphoria 
to balance the term gender dysphoria. Because the term 
originated in gender-minority communities, a variety 


of definitions are possible, depending on who you ask 
(Beischel et al., 2021). In one definition, gender euphoria 
refers to the joy one feels when there is a correspondence 
between one’s gender identity and one’s gender features 
(e.g., body, clothing, appearance), when those features are 
different from the gender assigned at birth. 


The Experiences of Trans People 

One notable set of experiences for trans people is the 
experience of prejudice and discrimination. Transphobia 
and anti-trans prejudice are terms that parallel the terms 
homophobia and anti-gay prejudice (see the chapter 
“Sexual Orientation: Gay, Straight, or Bi?”). Transphobia 
refers to a strong, irrational fear of trans people. Anti-trans 
prejudice, which is the more scientific term, refers to 
negative attitudes and behaviors toward trans individuals 
(Tebbe et al., 2014). 

Well-sampled public opinion polls actually show aver- 
age support for transgender rights, such as laws to pro- 
tect transgender students from discrimination in schools 
(Jones et al., 2018). However, average views of transgen- 
der people are somewhat negative, and there is strong 
opposition to a transgender candidate for public office. 

According to the U.S. Transgender Survey, which was 
completed by 28,000 respondents, rates of discrimina- 
tion against trans people are high (James et al., 2016). 
For example, 10 percent of those who were out to their 
family reported that a family member was violent toward 
them because they were trans; 30 percent of those who 
had a job reported being fired, being denied a promotion, 
or experiencing other workplace mistreatment in just the 
past year; and 33 percent of those who had seen a health 
care provider had had one or more negative experiences, 
such as being refused treatment because of their gender 
identity. All of these rates were even higher for trans peo- 
ple of color. Yet trans people also demonstrate remark- 
able resilience. As one trans person commented, 


My mother disowned me. I was fired from my job after 
18 years of loyal employment. I was forced onto public 
assistance to survive. But still I have pressed forward, 
started a new career, and rebuilt my immediate family. 
You are defined not by falling but how well you rise after 
falling. I’m a licensed practical nurse now and am study- 
ing to become an RN. I have walked these streets and 
been harassed nearly every day, but I will not change. 
Iam back out there the next day with my head up. (Grant 
et al., 2011) 


Focusing on adolescents spe- Gender dysphoria: Psychological 
distress about a mismatch between 


cifically, a national survey of 
youth between the ages of 13 and 


one’s gender identity and one’s 
birth-assigned gender. 


18 compared the bullying experi- | Transphobia: A strong, irrational fear 


ences of gender-minority (trans, | of trans people. 
gender-nonconforming) youth to 
cisgender youth (Reisner et al. 
2015). Among cisgender youth, 


individuals. 


Anti-trans prejudice: Negative atti- 
tudes and behaviors toward trans 


292 


CHAPTER 12 » GENDER AND SEXUALITY 


Figure 7 Brandon Teena, a transmale adolescent 
who was murdered because of the ignorance and 
prejudice of those around him. 


AP Images 


58 percent had experienced bullying in the past 12 months, 
compared with 83 percent for gender-minority youth. 

Experiences of prejudice and discrimination can 
include microaggressions, discrimination in the work- 
place, discrimination in housing, and discrimination in 
health care. Microaggressions can occur in numerous 
situations, including romantic relationships. For example, 
a romantic partner might minimize the person’s trans- 
gender identity, such as stating that they don’t believe 
in nonbinary genders (Pulice-Farrow et al., 2017). In the 
workplace, discrimination might occur at the institutional 
level, such as an employer not providing insurance cover- 
age for trans-related health care (Ruggs et al., 2015). At 
the interpersonal level, discrimination might come from 
unsupportive attitudes expressed by coworkers (Ruggs 
et al., 2015). Housing discrimination may occur, for 
example, if a landlord refuses to rent to a trans person 
(Cutler-Seeber, 2018). In health care, numerous forms of 
discrimination can occur; one example is when an insurer 
considers being transgender a “preexisting” condition and 
therefore not covered by insurance (Cutler-Seeber, 2018). 

These experiences of prejudice and sometimes out- 
right violence can take a toll on the mental and physical 
health of trans people, as discussed in a later section. 

On a more mundane level, pronouns can be an issue 
for trans individuals. One of the problems is misgendering 


by others, that is, being called by pronouns that indicate 
a gender different from one’s identity. Those who iden- 
tify with one of the two gender binary categories, male 
or female, prefer to be called by the pronouns that match 
their gender identity. Those whose identity falls out- 
side those two categories, such as those whose identity 
is nonbinary, may prefer to be called by gender-neutral 
pronouns. Table 1 lists traditional pronouns in the first 
two rows, and then two alternatives for gender-neutral 
pronouns. The first involves “they,” that is, using plural 
pronouns to refer to an individual. The second alternative, 
shown in the bottom row, is a new set of pronouns. “Ze,” 
for example, is substituted for “he or she.” When inter- 
acting with people who have told you they are trans, it is 
important to ask what pronouns they use. 

Beyond these issues, transgender people and the trans- 
gender community are diverse in many ways, such as race 
and social class (Schilt & Lagos, 2017). There is also diver- 
sity in norms, such as norms about what the “best” kind 
of transgender person is. There are two camps within the 
trans community on this issue (Cutler-Seeber, 2018). One 
group believes that the highest goal is to undergo success- 
ful medical transition and “pass” as a cisgender person. 
The other group believes that it is best to challenge the gen- 
der binary and remain ambiguous about one’s gender, as 
occurs with identities such as genderqueer and nonbinary. 


Reducing Prejudice and Discrimination 
against Trans People 

What can be done to reduce prejudice and discrimination 
against trans people? Because public attention to trans- 
gender issues is relatively new, interventions to reduce 
prejudice are also very new. Social psychologists have 
developed techniques for reducing 
other kinds of prej- 


; ' Is there a way to stop 
udice, ” it should people from being so 
be possible to apply prejudiced against trans 
some of them here. folks? 


One consideration is 
that interventions to change attitudes 
may last only until the end of the 
experimental session, but we would like them to last for a 
long time—perhaps months or even years. 

Research has shown that even brief interventions can 
have lasting effects if the individual engages in active, deep 
processing of the message from the intervention. Another 
element of successful interventions to change attitudes is 
getting the individual to take the perspective of the group 
that is the object of prejudice. Applying these principles 
in one bold experiment, canvassers went door-to-door in 
Miami, Florida, to discuss a new ordinance protecting 
transgender people from discrimination (Broockman & 
Kalla, 2016). The canvassers did several things in their 
meetings with people (all of whom were registered voters): 
they informed the person that as a voter they might face 
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Measuring Discrimination against Trans People 


aurel B. Watson and colleagues (2018) developed 
a Trans Discrimination Scale. Their research 

showed that instances of discrimination fell into 
five categories: (1) microaggressions and harassment; 
(2) restricted career and work opportunities; (3) maltreat- 
ment in health care settings; (4) harassment by law 
enforcement; and (5) bullying and harassment in educa- 
tional settings. Here are some of the items, along with 
which category they measure; all items are rated on a 
scale from | (has never happened to me) to 6 (has hap- 
pened almost all of the time—i.e., 70 percent or more of 
the time): 


a decision on a transgender issue (whether to repeal the 
ordinance); they asked the person to explain their views 
on the topic; they showed a video with arguments on both 
sides of the issue; they defined the term transgender; they 
encouraged perspective-taking by asking the respondent 
about a time when they themselves had been judged for 
being different and then encouraged the voter to see how 
this might apply to transgender people; and, finally, they 
asked people to describe how the exercise changed their 
minds. All of this lasted just about 10 minutes and was 
designed to foster active processing of the information, in 
comparison to something like a billboard on the highway, 
which a viewer probably thinks about very little. There 
was also a control group, but it was complicated and I 
won't trouble you with it. Participants completed a base- 
line questionnaire and a series of questionnaires following 
the intervention going out to 3 months after the interven- 
tion, and these questionnaires seemed unconnected to the 
intervention. The results indicated that the intervention 
was effective: at 3 days and even 3 months afterward, the 


Table 1 


Milestones in Sex Research __ 


1. Had others deny or minimize your experiences of 
transgender discrimination. (Category 1) 


2. Been denied employment. (2) 


3. Had to educate doctors, nurses, or administrative 
staff about transgender-related health care. (3) 


4. Been unfairly questioned about your gender identity 
by law enforcement (e.g., police officers, security 
officials, transportation security administration). (4) 


5. Had teachers or instructors refuse to stop abuse or 
bullying directed toward you. (5) 


intervention group had more positive attitudes toward 
transgender people than did the control group. 

That intervention, while successful, was labor-intensive— 
it required interviewers to go individually to people’s 
homes, spend time with them, and so on. Other research- 
ers have developed a simpler intervention that can be 
administered online (Moss-Racusin & Rabasco, 2018). 
The intervention is based on a classic theory in social psy- 
chology, Intergroup Contact Theory, which asserts that, 
under certain conditions, contact between members of 
different social groups (e.g., Black people and White peo- 
ple) can reduce stereotyping and prejudice. Most cisgen- 
der people have had little or no contact with trans folks, 
and that may be part of the root of their prejudice. The 
intervention involved having participants imagine them- 
selves as a pharmacy technician and visualize a detailed, 
pleasant interaction with an applicant for a pharmacy 
tech position (this is called imagined intergroup con- 
tact and it was used because having participants interact 
face-to-face with a transgender person was not feasible). 


An Alternate Set of Gender-Neutral Pronouns for Trans People. Some Trans Individuals 


Do Not Wish to Be Called by Traditional Pronouns Based on the Gender Binary. 


Subject Object Possessive Possessive Pronoun Reflexive 
He He laughed | called him His dog barked That is his He likes himself 
She She laughed | called her Her dog barked That is hers She likes herself 
They They laughed | called them Their dog barked That is theirs They like themselves 
Ze Ze laughed | called hir Hir dog barked That is hirs Ze likes hirself 
(“zee”) (“heer”) (“heer”) (“heers”) (“heerself”) 


7 Survey 
Excellent: 


Goeod: 4 
Vente 1 
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Participants wrote a detailed description of their interac- 
tion with the candidate. Participants in the control group 
did not engage in the imagined intergroup contact. Com- 
pared with those in the control condition, those in the 
intergroup contact condition rated the trans candidate as 
significantly more hireable, and yet not as hireable as a 
cisgender candidate. The intergroup-contact intervention, 
then, reduced bias but did not eliminate it completely. 
This research is a good first step along the way to develop- 
ing successful interventions that could be used, for exam- 
ple, with students entering college. 


Transgender Development 

When gender dysphoria appears in childhood, it is 
characterized by a strong desire to be the other gender, 
substantial distress about the situation, a resistance to 
wearing clothing typical for the birth-assigned gender, a 
preference for toys and games typical of the other gender, 
and a desire for their genitals to match their gender iden- 
tity. This pattern can emerge as early as 3 to 5 years of age 
(Olson & Gulgoz, 2018). 

If parents are supportive, some trans children socially 
transition (Olson & Gulgoz, 2018). That is, they are called 
by pronouns that match their identity, trans girls dress as 
girls, and trans boys dress as boys, but they receive no hor- 
monal or surgical treatments. Socially transitioned transgen- 
der children show the same play preferences as cisgender 
children of the gender that matches their identity (Olson & 
Gulgoz, 2018). Research also shows that transgender chil- 
dren who are supported and allowed to socially transition 
score about the same on measures of mental health as cis- 
gender children (Olson et al., 2016). That is, they do well 
psychologically. When trans children are not supported and 
not allowed to socially transition, they score poorly on men- 
tal health indicators (Ristori & Steensma, 2016). 

An interesting study of transgender children aged 5 to 
12 used the Implicit Association Test (IAT) to measure 
their mental gender associations (Olson et al., 2015). The 
results indicated that the transgender children displayed 
response patterns consistent with their gender identity, 
not their birth-assigned gender. Their responses differed 
significantly from the cisgender control group of their 
birth-assigned gender and did not differ significantly 
from the cisgender group of their gender identity. That 
is, for example, the children born boys who had a female 
identity showed responses—even nonconscious, implicit 
ones—that were the same as cisgender girls. These results 
indicate that, at some deep level, these birth-assigned boys 
are like girls psychologically. 

In another study, adolescents with gender dyspho- 
ria were given a whiff of androstadienone, a pheromone 
that activates the hypothalamus differently in males and 
females; their hypothalamic response was then moni- 
tored using MRI (Burke et al., 2014). Their hypothalamic 
response resembled that of the control group matching 
their gender identity, not their natal gender. Thus their 


brains functioned more like a person of their gender iden- 
tity than like a person of their gender assigned at birth. The 
researchers suggested that this pattern reflects prenatal 
brain differentiation in the direction of the gender identity. 

Gender dysphoria in childhood does not always persist 
into adulthood, making it difficult to know how much it 
should be treated. In studies of children with gender dys- 
phoria, only about 20 percent continue to experience gen- 
der dysphoria in adulthood; more often, those who were 
birth-assigned males identify as gay men in adulthood 
(Coleman et al., 2011). What differentiates the persisters 
(those who continue to be transgender in adolescence and 
adulthood) from the desisters (those who return to being 
cisgender)? One of the best predictors is the intensity of 
the gender dysphoria (Steensma et al., 2013b). Those who 
display more intense gender dysphoria are more likely to 
be the persisters. 

In some cases, gender dysphoria first appears in ado- 
lescence. Gender dysphoria after the beginning of puberty 
indicates a high likelihood of persistence into adulthood 
(Leibowitz & de Vries, 2016). To use the terminology 
introduced above, these people are very likely to be per- 
sisters, that is, to show a gender identity that does not 
match their birth-assigned gender into adulthood. If the 
condition is present early in pubertal development, it may 
be possible to use pubertal suppression drugs, which are 
discussed in a later section. Gender dysphoria that first 
appears in later adolescence or adulthood is termed /ate 
onset (Zucker et al., 2016). 

Other children and adolescents identify as nonbinary, 
genderqueer, or gender fluid (Diamond, 2020). They 
resist being categorized into the gender binary and want 
more flexibility in their gender expression. 


Sexuality for Trans People 
Gender identity is a separate issue from sexual orienta- 
tion, although many people conflate or confuse them 
(Mizock & Hopwood, 2016). With people undergoing 
gender transitions, terminology becomes confusing. For 
example, if a trans individual is straight, does that refer 
to attractions based on gender assigned at birth or gen- 
der identity? Therefore, the terms gynephilic and andro- 
Dhilic are used (Blanchard et al., 1995; Smith et al., 2005). 
Those who are gynephilic are sexually attracted to women 
(regardless of their own birth-assigned gender or gender 
identity), and those who are androphilic are sexually 
attracted to men. For example, a trans man would be 
classified as androphilic if he is attracted to men and as 
gynephilic if he is attracted to women. As for their own 
self-identified sexual orientation, in one study, substantial 
percentages identified as bisexual (25 percent), pansexual 
(18 percent), or queer (20 percent) (Anzani et al., 2021). 
Sexual attraction seems to depend, in part, on the time 
of onset. Compared with early-onset folks, late-onset trans 
adults are more likely to be sexually attracted to same- 
gender partners relative to their gender identity (Zucker 
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et al., 2016). For example, trans men are more likely to be 
attracted to men, and these men identify as gay. 

In one qualitative study, 25 trans men were interviewed 
about their sexuality (Williams et al., 2013). The men 
ranged in age from 20 to 65 and were ethnically diverse. 
All but one of them were taking testosterone (T). Most 
had had top surgery (explained later in this chapter). Only 
two of them had had bottom surgery. For most of the men, 
the testosterone treatments had a big effect, both physi- 
cally and psychologically. The clitoris grew considerably 
for them, so they could consider it more as a penis. And 
they developed a sense of sexual urgency that is associated 
with masculinity in our culture. As one man said, 


I had a pea-sized clit before I started T (testosterone) and 
it grew 10-fold, and now I have a dick that’s the size of a 
gherkin. (Williams et al., 2013, p. 726) 


Another man said that his sexuality had “gone through 
the roof. I never had an orgasm before. . . . Now I jack off 
two to four times a day” (p. 728). Yet some regretted their 
loss of multiple orgasms. And, for those who had not had 
bottom surgery, the vagina could seem like an unwelcome 
reminder of their female body. 

The researchers also found generational shifts in pat- 
terns of identity development. For the older generation 
of trans men, many had decided first that they were les- 
bian. That was an available category and identity at that 
time. Transgender was not. Only later did they conclude 
that they were trans. In more recent generations, the trans 
identity develops earlier and first because it is now better 
known to the general public. 

The same research team also interviewed 25 trans 
women (Williams et al., 2016). Almost all of the women 
were on estrogen, and the majority had had cosmetic sur- 
gery to appear more feminine. The majority had not had bot- 
tom surgery, though. The cosmetic surgery was successful to 
varying degrees, depending on how masculine the person’s 
body type was to begin with, that is, whether they had very 
broad shoulders. For most of the women, it was very import- 
ant to feel sexually attractive and feminine. When they were 
asked what the most serious problem was for a trans person 
in a love relationship, the most common response was that it 
was being truly accepted for who they are. 

One disturbing aspect of sexuality for trans individuals is 
that some (cisgender) people develop a fetish or strong sex- 
ual preference for trans women or trans men because they 
are trans people, not because of who they are as a person 
(Anzani et al., 2021). This process objectfies trans people. 

With intersecting gender and racial identities, trans 
people of color can become even more fetishized; cis 
people can be attracted to them because they are dou- 
bly exotic (Flores et al., 2018). Amina, whose heritage is 
Arabic and Swedish and who identifies as nonbinary/ 
trans masculine, commented, 


This one time at a bar, this woman... just came over and 
sat down without asking us, and just started talking a lot 


to me. Making it kind of obvious that she was attracted to 
me. I couldn’t stop feeling like she was attracted to me not 
because she found me just attractive, but that she found 
me exotic. She noticed that I'm not a cis-man, and she 
noticed that I was not White. (Flores et al., 2018, p. 314) 


Trans Health and Mental Health 

Trans individuals need health care for a variety of the 
same conditions and problems that cisgender people 
have: tobacco use, alcohol abuse, reproductive health, 
cancer, and mental health issues. Health care provided 
to trans individuals in the United States needs substantial 
improvement. For example, all of the medical interven- 
tions described in the next section should be covered by 
health insurance policies, just as they would be for anyone 
else who needed hormone therapy or surgery, but many 
insurance programs do not provide such coverage. And, 
as noted above, many trans people report experiencing 
discrimination from health care providers, so more educa- 
tion of providers is needed. 

Many services should be available for trans individu- 
als short of medical transition treatments (Coleman et al., 
2011). These include (1) voice and communication ther- 
apy, to help the person speak in the range typical for their 
gender identity and communicate nonverbally in ways that 
match their gender identity; (2) supportive therapy and 
peer support to reduce stress; and (3) for birth-assigned 
males, facial hair removal by electrolysis or other meth- 
ods. Supportive therapy for the family is important as well. 

Experiences of prejudice and sometimes outright vio- 
lence can take a toll on the mental and physical health of 
trans people. For example, experiences with people not 
affirming their gender identity correlate with symptoms 
of depression for trans individuals (Testa et al., 2015). 
Transgender people have a high rate of suicide attempts 
compared with the general population (Dickey & Budge, 
2020). In the U.S. Transgender Survey, 40 percent of the 
respondents had attempted suicide at some time in their 
lives, which is about 9 times the rate in the U.S. popula- 
tion (James et al., 2016). 

On a brighter note, research on the mental health of 
transgender children indicates that their mental health is as 
good as that of cisgender children if they are supported in 
their identity, for example, by parents (Olson et al., 2016). 


Social, Medical, and Surgical Transition 
Processes 

Social transition refers to the process in which trans youth 
or adults live openly in a way that matches their gender 
identity, not their gender assigned at birth (Olson et al., 
2016). For a birth-assigned male who has a female gen- 
der identity, for example, it involves dressing as a woman, 
adopting female pronouns, and so on. Some TGNC indi- 
viduals socially transition and stop there; that is, they do 
not undergo medical or surgical treatments. In a Canadian 
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sample, 30 percent of trans individuals were living as their 
birth-assigned gender, 23 percent had socially transitioned 
but had no medical interventions; 42 percent were using 
hormones; 15 percent of trans women had had surgery to 
create a vagina, and less than 1 percent of trans men had 
had surgery to create a penis (Scheim & Bauer, 2015). 

Those who wish to transition medically or surgically 
typically have a binary gender identity (e.g., their birth- 
assigned gender is male but their gender identity is 
female) and wish to undergo medical treatments so their 
body matches their identity. This is referred to as gender- 
affirming therapy. A range of medical interventions is 
possible, and different individuals choose different inter- 
ventions. The World Professional Association for Trans- 
gender Health (WPATH) has set standards of care for 
trans people, including standards for medical treatment 
(Coleman et al., 2011; see also Hembree et al., 2017). 
An assessment by a mental health professional is required 
before medical treatments can occur. 

Medical treatments include the following: 


= Hormone therapy to accomplish pubertal suppression in 
early adolescents with strong gender dysphoria. These 
drugs are sometimes called puberty blockers. This treat- 
ment is helpful in buying some time for the adolescent 
to mature and make a well-informed decision about 
whether to go through additional medical interven- 
tions. Pubertal suppression treatments are reversible if 
the adolescent decides not to pursue a transition. If 
the adolescent does decide to transition, the process 
will be simpler. For example, for a trans man, it will 
not be necessary to perform a mastectomy because the 
breasts did not develop under pubertal suppression. 
Pubertal suppression is a relatively new technique; 
the first evaluation of it indicated that, in young adult- 
hood, transgender individuals treated in this manner 
function as well psychologically as cisgender individ- 
uals, in contrast to the distress they had before treat- 
ment (de Vries et al., 2014). Nine studies have now 
investigated the effects of puberty blockers; the studies 
consistently find improvements from before treatment 
to after treatment in psychological outcomes such as 
depression (Chew et al., 2018). Among those who start 
on puberty blockers, it is rare (6 percent) for them to 
discontinue the blocker or not wish to continue with 
gender-affirming treatment (Brik et al., 2020). 


= Hormone therapy to feminize or masculinize the body. 
This type of therapy is only partially reversible and is 
typically applied only with older adolescents and adults 
who are capable of making a definite decision about 
wanting to transition. In trans men, testosterone therapy 
can lead to a deeper voice, growth in facial hair, growth 
of the clitoris, and a decrease in percent body fat. In 
trans women, anti-androgens are given, along with estro- 
gen, resulting in breast growth, fewer erections, and 
increased body fat that creates feminine curves. 


™ Research suggests that these gender-affirming medical 
treatments are beneficial for mental health. People 
who undergo medical (hormonal) treatments display 
reduced depression and anxiety (Hughto et al., 2020; 
van der Miesen et al., 2020). 


= Surgical treatments are irreversible and should be cho- 
sen only by an adult or a mature adolescent over the 
legal age of consent. The typical requirement is that 
the individual has to have lived as a member of the 
gender with which they identify for at least 12 months 
to ensure that the transition is truly workable and 
desirable. Surgical treatments include the following: 


= Chest surgery for removal of breasts for trans men and 
breast augmentation for trans women. This is some- 
times referred to as “top surgery.” 


= Genital surgery for trans women can include penec- 
tomy (removal of the penis), orchiectomy (removal of 
the testes), vaginoplasty (creation of a vagina from the 
skin of the penis), clitoroplasty (creation of a clitoris), 
and vulvoplasty (surgery to create a female-appearing 
vulva). The results of this type of genital surgery (“bot- 
tom surgery”) are shown in Figure 8. 


= Genital surgery for trans men can include removal of 
the uterus (hysterectomy), fallopian tubes, and ova- 
ries; metoidioplasty or phalloplasty (to create a penis); 
and enlargement of the scrotum with insertion of arti- 
ficial testes (Morrison et al., 2017). Metoidioplasty 
involves releasing the clitoris, which enlarges with 
hormone therapy, to create a small penis (Figure 9), 
whereas phalloplasty involves creation of a penis from 
tissue such as the forearm. These penis-creating sur- 
geries, especially phalloplasty, are difficult and often 
not completely successful, so many trans men decide 
against them. 


According to research, the adjustment of trans persons 
who seek surgery is significantly better following sur- 
gery. In one study of trans women and trans men, none 
expressed regret at having had the surgery (Johansson et 
al., 2010). In that sense, then, gender transition surgeries 
are successful. 

In many cases, trans people do not seek these medi- 
cal or surgical interventions. Psychotherapy can be very 
helpful for people with gender dysphoria, and medical 
interventions may not be necessary. For some, a social 
transition seems to be all that is needed or wanted. In 
addition, to the extent that people do not feel forced to fit 
into one of the two gender binary categories, they may not 
feel the need for surgery. 


Affirmative Psychotherapy with 
Transgender Individuals 

Psychotherapy with TGNC people has shifted from an 
old model of diagnosing people with a problem to a new 
model of trans-affirmative practice, and the American 
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(a) 


(b) 


Figure 8 (qa) The appearance of the genitals fol- 
lowing bottom surgery for a trans woman. (6) Breast 
augmentation for a trans woman. 


(a) Courtesy of Dr. Daniel Greenwald, Tampa, Florida; 
(b) Courtesy of Dr. Daniel Greenwald 


Figure 9 Metoidioplasty, one technique for bot- 
tom surgery for a trans man. 


Courtesy of Dr. Daniel Greenwald 


Psychological Association has issued guidelines for this 
new model (APA, 2015; also see Singh & dickey, 2017; 
dickey & Singh, 2016). The guidelines are clear that the 
responsibility lies with the clinician to inform themselves 
and offer affirmative care. Following are some key points 
in the guidelines: 


= Psychologists need to inform themselves with basic 
knowledge about the transgender experience and 
transgender research. Examples include understanding 
that gender identity may not align with birth-assigned 
gender and that gender identity and sexual orientation 
are two different things. 


= Psychologists should understand the prejudice, dis- 
crimination, and violence that affect the health and 
psychological well-being of TGNC people. 


= Psychologists should understand transgender develop- 
ment across the lifespan. For example, some TGNC 
children are persisters and some are desisters. Psychol- 
ogists need to understand different approaches with 
TGNC children, including social transition and a wait- 
and-see approach (Edwards-Leeper et al., 2016). 


= In therapy, psychologists should understand that 
TGNC people have better outcomes if they receive 
social support and affirmative care. 


= Psychologists often are part of interdisciplinary treat- 
ment, alongside endocrinologists, surgeons, speech 
therapists, and social workers. 


What Causes Gender Variation? 

Most of the research on causes of various kinds of gen- 
der variation has been done with transsexuals. There are 
some inklings of biological factors. One line of thought is 
that processes in prenatal development are involved, in 
which the genitals differentiate toward those of one gen- 
der and identity differentiates toward the other gender. In 
MRI studies, trans men displayed brain regions that are 
intermediate between cis males and cis females (Rametti 
et al., 2011). This research is complicated by the fact that 
hormone therapy itself causes brain changes, making it 
difficult to know what to conclude from research with 
transgender individuals undergoing hormone therapy 
(Smith et al., 2015). 

Other research has identified several genes associated 
with transgender development, and the genes are different 
for trans women and trans men (Bentz et al., 2008; Hare 
et al., 2008; Henningsson et al., 2005). Trans women, 
for example, are more likely than control males to have 
a mutation in the androgen receptor gene. However, not 
all trans women carry this mutation. Other research has 
found that variants in genes for both the androgen recep- 
tor and the estrogen receptor are involved (Fernandez 
et al., 2018). 

The bottom line is that, right now, we do not know the 
exact causes of the many kinds of gender variation. 
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r ing Skill 


Understanding stereotyping 


Books like John Gray’s Men Are from Mars, Women Are from Venus have sold millions of copies. In that book, Gray 
argues that men and women are so different, it’s like they are from different planets, and communication between 
the two is as difficult as communication between an American person and a Japanese person. The scientific data, 
however, show a very different picture. Men and women are actually quite similar on most, though not all, psycho- 
logical characteristics, including behaviors such as math performance and leadership (Hyde, 2005). If men and 
women are so similar, why do people like to believe that they are so different? 

The answers lie in stereotypes and motives for stereotyping. As we noted earlier in the chapter, a stereotype is 
a generalization about a group of people (e.g., men) that distinguishes those people from another group (e.g, 
women). Gender stereotypes abound. Women are the talkers while men are strong and silent. Women are emo- 
tional and men are unemotional. When we collect rigorous scientific data, it turns out that some stereotypes are 
fairly accurate and some are not. For example, the difference between boys and girls in talkativeness is tiny (Leaper 
& Smith, 2004). Girls are stereotyped as being bad at math, but in fact girls perform equally to boys on standard- 
ized math tests (Hyde et al., 2008). 

If so many stereotypes turn out not to be accurate, why do people continue to stereotype? Social psychologists 
have uncovered two basic motives for stereotyping (whether gender stereotyping, racial stereotyping, or other 
kinds of stereotyping): comprehension goals and self-enhancement goals (van den Bos & Stapel, 2009). As for the 
comprehension goal, when we meet a new person, we tend to fill in a lot of assumed information about that person 
so that we can understand them, until we have more actual information. For example, breadwinner is a key aspect 
of the male role. When we meet a man, we are likely to invoke that stereotype and ask an opening question such 
as “What kind of work do you do?” Our first question is not, “Do you stay home full time with the kids?” When 
people stereotype for comprehension purposes, the stereotypes can be positive or negative. 

In contrast, when we stereotype for se/fenhancement purposes, the stereotypes tend to be negative. We make 
ourselves feel better by denigrating people from another group. For example, if an adult says or thinks, “Teenagers 
are so irresponsible,” by implication the adult is much more responsible. 

Using these principles, why do people engage in gender stereotyping? Answer this question before you proceed 
to the next paragraph. 

When people engage in gender stereotyping, sometimes it is for comprehension goals, as in the example above 
in which we might assume that a man is employed, so we can ask him about his work. Sometimes, though, people 
engage in gender stereotyping for self-enhancement purposes. A man might say, “You women are so emotional,” 
which makes him feel emotionally in control and manly. Or a woman might say, “Men are just clueless about how 
other people feel,” which makes her feel good about her skills at reading others’ emotions. 

Good critical thinking involves understanding why people stereotype and that gender stereotypes are often not 
accurate. The next time you hear someone (or yourself) making a gender stereotyped comment, ask yourself two 
questions: (1) What is this person’s goal in stereotyping? and (2) Is this an accurate stereotype that is supported 
by scientific data? 


SUMMARY 


Gender Roles and Stereotypes 
A gender role is a set of norms, or culturally defined expec- 
tations, that specify how people of one gender ought to 
behave. Children are socialized into gender roles first by par- 
ents and later by other forces such as peers and the media. 
Gender roles are not uniform in the United States. 
They vary according to ethnic group and other factors, 
using the concept of intersectionality. African American 


women, for example, have traditionally played an import- 
ant economic role in their families. Among Latinx, gender 
roles tend to be more sharply defined than they are among 
Anglos. The sexuality of Asian Americans has been ste- 
reotyped, with Asian American men seen as sexless and 
Asian American women viewed as exotic sex toys. Some 
American Indian tribes traditionally had egalitarian gen- 
der roles when compared with White culture. 
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Psychological Gender Differences 
Psychological gender differences have been documented 
in aggressiveness, communication styles, and impulsivity, 
all of which have implications for sexuality. 


Gender Differences in Sexuality 

Three substantial gender differences in sexuality are in the 
incidence of masturbation (males having the higher inci- 
dence), attitudes about casual sex (females being more 
disapproving), and the use of pornography (males report- 
ing more use). Laboratory research on arousal to erotic 
materials illustrates how males and females are in some 
ways similar and in others different in their responses. 
Males are more consistent at having orgasms, especially 
during heterosexual intercourse, than females are, and 
males have a somewhat stronger sex drive. 


Why the Differences? 
One question is whether some of these gender differences, 
obtained through self-report, are accurate or whether they 
are the result of response biases, for example, with men exag- 
gerating and women minimizing. The Bogus Pipeline Study 
showed that gender differences in number of sexual partners 
disappeared when the respondents were in a condition in 
which they thought lying would be detected. Therefore, some 
of the apparent gender differences in sexuality may be due 
to biased reporting. Nonetheless, some differences remain. 
Three sets of factors have been proposed to explain 
these gender differences: biological factors (anatomy, 


hormones); cultural factors (the double standard, gender 
roles, body image); and other factors (fear of pregnancy, 
differences in masturbation patterns creating other gen- 
der differences). 


Beyond the Young Adults 

Most research on gender and sexuality has been done 
with college-age samples. There is reason to believe that 
patterns of gender differences in sexuality change in mid- 
dle age and beyond. 


Transgender Issues and Experience 

The term transgender encompasses people whose gen- 
der identity does not match their gender assigned at 
birth. Gender dysphoria refers to psychological distress 
about a discrepancy between a person’s gender identity 
and birth-assigned gender. Gender dysphoria may first 
appear in childhood, but it can also appear in adoles- 
cence or adulthood. Trans individuals frequently expe- 
rience anti-trans prejudice, which can have negative 
consequences for physical and mental health. Interven- 
tions are being developed to reduce anti-trans prejudice. 
Gender identity is a different issue from sexual orienta- 
tion. The first step in transitioning is social transition. 
A variety of medical procedures are available for trans 
people who wish to go through gender-affirming treat- 
ments, including hormone therapy and genital surgery. 
Affirmative psychotherapy for transgender individuals is 
being developed. 


SUGGESTIONS FOR FURTHER READING 


Else-Quest, Nicole M., & Hyde, Janet S. (2022). The 
psychology of women and gender: Half the human 
experience +. 10 ed. SAGE. A psychology of women 
textbook that includes much research on transgender 
folks as well. 

Erickson-Schroth, Laura (Ed.). (2022). Trans bodies, 
trans selves. Oxford University Press. This book, mod- 
eled on the classic women’s health book Our Bodies, 
Ourselves, provides health care information for trans- 
gender people. 

Nutt, Amy Ellis (2015). Becoming Nicole: The transforma- 
tion of an American family. Random House. This book 


traces the story of a pair of identical twins, born male. 
Yet one quickly developed a female identity. In early 
adolescence, she underwent pubertal suppression, 
and then transitioned successfully to being a girl. 


Stein, Arlene (2018). Unbound: Transgender men and 
the remaking of identity. Vintage. Stein, a sociologist, 
reports on her study of trans men undergoing top 
surgery to achieve a masculine chest, capturing their 
voices about social and medical transitions. 


Design Elements: A Sexually Diverse World (hands): Dragon Images/Shutterstock; First Person (people): Image Source/ 
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1. Do children of gay and lesbian couples 
grow up to be well adjusted, or do they 
have problems? 


2. What percentage of Americans are gay, 
lesbian, or bisexual? 


3. What causes people to be gay? 
4. Who is more likely to be bisexual—men 


or women? 


Read this chapter to find out. 


Hinterhaus Productions/DigitalVision/Getty Images 
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“_.. for boys, achieving a masculine identity entails the repeated repudiation of the specter 
of failed masculinity. Boys lay claim to masculine identities by lobbing homophobic epithets 


at one another.”* 


*Pascoe, C. J. (2012). Dude, you're a fag. Berkeley, CA: University of California Press. Page 5. 


One night in June 1969, in response to police harassment, 
gay men and lesbians rioted in the Stonewall, a gay bar in 
New York City’s Greenwich Village. This may have been 
the first open group rebellion of homosexual people in 
history. Gay liberation was born. 

Most of us want to know more about sexual orienta- 
tion. The purpose of this chapter is to try to provide a bet- 
ter understanding of people’s sexual orientations, whether 
gay, straight, or bisexual, as well as an understanding of 
antigay prejudice. 

Sexual orientation is defined by whom we are sex- 
ually attracted to and also have the potential for loving. 
Thus a homosexual is a person whose sexual orientation 
is toward members of their own gender; a heterosexual 
is a person whose sexual orientation is toward members 
of the other gender; and a bisexual is a person whose 
sexual orientation is toward both genders. The term les- 
bian, which is used to refer to women who are sexually 
attracted to women, can be traced to the great Greek poet 
Sappho, who lived on the island of Lesbos (hence “les- 
bian”) around 600 Bc. She is famous for the love poetry 
she wrote to other women. Sappho was married to a man, 
apparently happily, and had one daughter, but her lesbian 
feelings were the focus of her life. 

Gay activists prefer the term gay to homosexual 
because the latter emphasizes the sexual aspects of the 
orientation and can be used as a derogatory label; there 
are many negative connotations to homosexuality. A het- 
erosexual is then referred to as straight. The term gay is 
generally used for male homosexuals, lesbian for female 
homosexuals. There are, of course, a number of slang 
terms for gays and lesbians, such as “queer,” “fairy,” 
“dyke,” and “faggot” or “fag,” which are derogatory when 
used by straight people to belittle gays. The term queer 
has now been taken back by gay activists and scholars, 
who use it as a proud term encompassing gays, lesbians, 
and transgender people. Queer theory, explained in the 
chapter “Theoretical Perspectives on Sexuality,” is promi- 
nent in lesbian-gay-bisexual (LGB') studies. 

In this chapter, we use the abbreviation LGB for lesbi- 
ans, gays, and bisexuals, because it is awkward to repeat 


'You are probably familiar with the acronym LGBT, which stands 
for lesbian, gay, bisexual, and transgender. In this chapter we focus 
on sexual minorities or LGBs. Transgender people are covered in 
the chapter “Gender and Sexuality.” 


the phrase gays and lesbians, and even that phrase omits 
bisexuals. Sexual minority is another term that encom- 
passes LGBs. 


Attitudes toward Gays and 
Lesbians 


Your sexual orientation has implications for the attitudes 
people have toward you. First, there is the belief that all 
people are heterosexual, that heterosexuality is the norm. 
This belief is termed heteronormativity. Furthermore, just 
as there are stereotypes about other minority groups—for 
example, the stereotype that Asian American men are 
asexual—so there are stereotypes about gays and lesbians. 
These stereotypes and negative attitudes lead to discrim- 
ination and hate crimes against gays and lesbians. Here 
we examine some of the scientific data on these negative 


attitudes. 


Attitudes 


Many Americans disapprove of LGBs. For example, as 
Table 1 shows, in a well-sampled 2021 survey of adult 


Americans, 26 percent expressed 
the opinion that sexual relations 
between two adults of the same 
sex are always wrong. 

Has the gay liberation move- 
ment succeeded in changing the 
negative attitudes of Americans? 
The answer seems to be yes (Twenge 
et al., 2016). Table 1 shows that the 
percentage of people who believe 
that same-gender sexual behavior 
is always wrong changed substan- 
tially from 1973 to 2012, and even 
changed in the brief period from 
2012 to 2021. 

Yet negative attitudes remain 
among some people; experts 
believe that some Americans’ 
attitudes toward homosexuals can 
best be described as homophobic 
(Moradiet al., 2006). Homophobia 


Sexual orientation: A person’s erotic 
and emotional orientation toward 
members of their own gender or 
members of the other gender. 
Bisexual: A person whose sexual 
orientation is toward both men and 
women. 

Lesbian: A woman whose sexual ori- 
entation is toward other women. 
Gay: People who are sexually 
attracted to members of their own 
gender; used especially for men who 
are attracted to men. 

Straight: Heterosexual; that is, a 
person whose sexual orientation is 
toward members of the other gender. 
Queer: A self-label used by some 
LGBs, as well as by some hetero- 
sexuals who prefer unusual sexual 
practices. 

Heteronormativity: The belief that 
heterosexuality is the norm and that 
all people are heterosexual. 
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Table 1 


Attitudes of Adult Americans toward Homosexuality, 1973, 2012, and 2021 


Percentage of Sample 


Question and Responses 1973 2012 2021 

1. Are sexual relations between adults of the same sex: 
Always wrong 74 46 26 
Almost always wrong I 3) 4 
Wrong only sometimes 7 i 
Not wrong at all 44 45 61 

2. Should an admitted homosexual man be allowed to 

teach in a college or university? 
Yes 49 85 93 
No 15) 15 7 


Source: General Social Survey, 1973, 2012, 2016 http://icpsr.umich.edu/; for 2021, nore.org 


may be defined as a strong, irrational fear of homosexuals 
and, more generally, as fixed negative attitudes and reac- 
tions to homosexuals. Some scholars dislike the term 
homophobia because “phobia” means extreme fear, and 
what the prejudiced people feel is not extreme fear, it 
is prejudice. Therefore, some prefer the terms antigay 
prejudice or homonegativity or heterosexism (Herek, 2000, 
2007). All of these terms refer to prejudice against and 
disparagement of LGB persons. 

Sometimes the prejudice is subtle. The prevalence of 
the expression “that’s so gay” among high school and 
college students is hurtful to LGB students who may be 
listening. Common occurrences such as these qualify as 
microaggressions against LGBs (Nadal et al., 2016, 2019; 
Swann et al., 2016). 

The most extreme expressions of antigay prejudice 
occur in hate crimes against LGBs (Cogan & Marcus- 
Newhall, 2002). One horrifying case occurred in 
Wyoming (Loffreda, 2000). Matthew Shepard, a University 
of Wyoming freshman, was found tied to a fence, savagely 
beaten and comatose, on the outskirts of Laramie. He died 
five days later. Two men, both 21 and high school drop- 
outs, were charged with the murder. Apparently they had 
led Shepard to believe that they, too, were gay and lured 
him from a bar to ride in their pickup truck. In the truck, 
they began beating him with a revolver, then got out and 
tied him to a fence, beat him more, and left him for dead. 
The Orlando shootings of 2016 are another example of a 
hate crime (Healy & Eligon, 2016). The gunman killed 
49 people in a gay night club, most 
of them people of color. 

Averaged across more than 100 
studies of LGBs, the results indi- 
cated that 55 percent reported that 
they had been verbally harassed, 
14 percent had been assaulted 
with a weapon, 41 percent had 


Antigay prejudice: Negative attitudes 
and behaviors toward gays and 
lesbians. 


Heterosexism: Prejudice against 
and denigration of LGB persons. 
Also termed antigay prejudice or 
homonegativity. 


experienced discrimination, 19 percent had experienced 
victimization from the police, 28 percent had been ver- 
bally harassed by family members, and 45 percent had 
been sexually harassed because of their sexual orientation 
(Katz-Wise & Hyde, 2012). These studies show that hate 
crimes against and harassment of sexual minority indi- 
viduals are common—not rare, isolated incidents. Child 
abuse—whether physical, emotional, or sexual—by family 
members may have particularly serious consequences 
for the mental health of sexual minority people (Balsam 
et al., 2010). 

These incidents exact a psychological toll. One high 
school student said of the verbal harassment, “It’s not just 
name calling. I don’t know how schools can isolate it like 
that. When are they going to see it as a problem? When 
we're bloody on the ground in front of them?” (Human 
Rights Watch, 2001). 

What role do the media play in antigay prejudice, and 
what role do the media play in LGBs’ feelings about them- 
selves? During the 2017-2018 season of prime-time broad- 
cast television, 6.4 percent of series regulars were LGBT 
(Winderman & Smith, 2019). That’s close to the percent- 
age of LGBT persons in the U.S. population, depend- 
ing on how you count. Among the characters, gay men 
were most frequent (47 percent), compared with lesbian 
women (24 percent) and bisexual people (26 percent). 
Gay activists have objected to the ways in which LGB 
characters are portrayed on many of these shows, finding 
many of them demeaning or stereotypical. 

Over the last three decades, in part in response to 
objections about mainstream media portrayals, a genre 
of LGB-oriented media has appeared, including televi- 
sion, film, and music (Bond, 2015). Films produced for 
LGB audiences can be found in art theaters. For televi- 
sion, a turning point occurred in 2000 when Showtime 
aired Queer as Folk, which portrayed five gay men in 
Pittsburgh. The show was a huge success and, four years 
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later Showtime aired The L Word, about five sexual minority 
women in Los Angeles. It, too, was a major success. 
Viacom then launched Logo, an American cable channel 
tailored to an LGBT audience. These LGB-oriented media 
may be especially helpful resources for sexual minority 
adolescents who live in areas that have no gay community. 

But we should also recognize the other side of the coin. 
As we can see from Table 1, some Americans are tolerant 
of or supportive of sexual minority persons. For exam- 
ple, 93 percent of Americans approve of an openly gay 
man teaching in a college or university. Thus, Americans 
are a strange mixture of bigots and supporters on the issue 
of homosexuality. 

So far we have looked at people’s explicit attitudes 
as determined by self-reports on rating scales. But what 
about implicit, nonconscious attitudes, as measured 
by the Implicit Association Test (IAT) described in the 
chapter “Sex Research”? Research with the IAT shows 
that people, on average, have an implicit preference for 
straight people over lesbians and gay men (Westgate 
et al., 2015). Even though implicit attitudes are more 
deeply rooted than conscious, explicit attitudes, implicit 
attitudes toward LGBs have become more favorable over 
time. Just from 2006 to 2013, the preference for straights 
declined by 13 percent (Westgate et al., 2015). 


Figure 1. In 2021, Carl Nassib became the first 
active NFL player to come out as gay. 


Ethan Miller/Getty Images 


Gays and Lesbians as a Minority Group 
From the foregoing, it is clear that LGB people are the 
subject of many negative attitudes, just as other minori- 
ties are (Meyer, 2003). Like members of other minority 
groups, they also suffer from job discrimination. Just 
as Black people and women have been denied access 
to certain jobs, so too have sexual minorities. Wage dis- 
crimination occurs as well. Gay men are more educated 
than straight men, but gay men earn 11 percent less than 
straight men (Klawitter, 2015). But lesbian women earn 
about 9 percent more than straight women. 

A clever experiment captured discrimination against 
gay people in the workplace (Heb! et al., 2002). Under- 
graduates who were confederates of the experimenters 
applied for jobs at local stores in Houston. Half of them 
wore a baseball cap that said “Gay and Proud” (the exper- 
imental group), and the other half wore a cap that said 
“Texan and Proud” (the control group). A number of 
measures were collected, including whether the staff per- 
son at the store said that a job was available, whether the 
applicant was given permission to complete a job appli- 
cation, whether they received a callback, and more subtle 
measures such as the length of the interaction between 
the applicant and staff. Measures of formal discrimina- 
tion, such as being allowed to complete an application, 
showed no differences between the experimental and con- 
trol groups. However, measures of subtle discrimination 
did reveal the effects of wearing the Gay and Proud cap. 
Conversations between the applicant and the staff person 
were half as long when the applicant wore the gay cap. 
Those wearing the gay cap also rated their interactions 
with the staff person as more negative than those wear- 
ing the Texan cap, even though they were kept unaware of 
which cap they were wearing. This study provides tangible 


Figure 2. Homosexuality has been found in many 
cultures and historical eras. Here we see a male— 
male couple at a banquet in Roman art from the 
5th century B.c.E. 


peuceta/Getty Images 
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(a) 


Figure 3 


evidence about the kind of discrimination that gays and 
lesbians encounter in the workplace. 

In a spirit of reform beginning in the 1980s, a number 
of states and cities passed laws prohibiting discrimination 
on the basis of sexual orientation. For example, in the 
state of Wisconsin it is illegal to discriminate against gays 
and lesbians in matters such as employment and housing. 
These legal issues are discussed further in the chapter 
“Sex and the Law.” 

There is, however, an important way in which sexual 
minorities differ from other minorities. In the case of 
most other minorities, appearance is a fairly good indica- 
tor of minority-group status. It is generally easy to recog- 
nize an African American or a woman, for example, but 
one cannot tell simply by looking at a person what their 
sexual orientation is. Thus LGBs, unlike other minorities, 
can hide their status. There are certain advantages to 
this. It makes it fairly easy to get along in the heterosex- 
ual world—to “pass.” However, it has the disadvantage of 
encouraging the person to live a lie and to conceal their 
true identity; not only is this dishonest, but it may also 
be psychologically stressful (Meyer, 2003). Concealing a 
stigma—whether it is one’s sexual orientation, mental ill- 
ness, illiteracy, or history of having been raped—exacts a 
psychological toll (Pachankis, 2007). 

We shouldn’t leave this discussion of discrimination 
and prejudice against LGBs without asking a crucial ques- 
tion: What can be done to prevent or end this prejudice? 


Change must occur at the individual, the interpersonal, 
and the organizational levels (e.g., corporations, educa- 
tional institutions), as well as society as a whole and its 
institutions (e.g., the federal government). At the individ- 
ual level, all of us must examine our own attitudes toward 
LGBs to see if they are consistent with basic values we 
hold, such as a commitment to equality and justice. Some 
people may need to educate themselves or attend work- 
shops to examine their attitudes. These attitudes, though, 
were formed as we grew up, influenced by our parents, our 
peers, and the media. Parents must consider the messages 
they convey to their children about gay people. The ado- 
lescent peer group can be strongly antigay. What could be 
done to change it? How can the media change in order 
not to promote antigay prejudices and stereotypes? At 
the interpersonal level, people must recognize that LGBs 
are often a hidden minority. Eric, for example, just told a 
joke that ridiculed gay men. What he didn’t know was that 
one of his three listeners is gay—just not “out” with him 
(for obvious reasons). We must examine our interactions 
with other people, recognizing the extent to which many 
of us assume that everyone is heterosexual until proven 
otherwise. At the institutional level, how can education 
be changed in order to reduce antigay discrimination? 
A strong program of sexuality education across the 
grades, with open discussion of sexual orientation, would 
be a good start (see Looking to the Future: Sexuality Edu- 
cation, at the end of this book). 


(a) Harvey Milk (left) and George Moscone (right). Harvey Milk, a gay activist, was an elected member of San 


Francisco’s Board of Supervisors, representing a district including many gays. Milk fought for gay rights throughout California 
and was supported by Mayor George Moscone. On November 17, 1978, Dan White, a former police officer and a supervi- 
sor, entered City Hall and shot and killed Milk and Moscone. White confessed within hours. A jury declined to convict White 
of first-degree murder, instead finding him guilty of voluntary manslaughter, a lesser offense carrying a reduced jail sentence. 
The gay community and its many sympathetic supporters were shocked and furious. A protest march and the White Night 
Riot ensued. The entire incident symbolizes the ambivalent progress achieved by gay liberation: A gay liberationist can be 
elected to an important public office, but he is then murdered. An observance of these events continues in San Francisco 
every year. (b) The movie Milk with Sean Penn and Victor Garber. 


(a) Bettmann/Getty Images; (b) Photo 12/Alamy Stock Photo 
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Scientists have tested a number of interventions 
designed to reduce antigay prejudice (Bartos et al., 2014; 
White et al., 2019). Education designed to reduce preju- 
dice is effective, as is intergroup contact, that is, getting to 
know gays and lesbians. Intergroup contact has a long his- 
tory as a social psychological intervention and was initially 
designed to reduce racial prejudice. Prejudice can also be 
reduced if tolerance is conveyed to be the norm, either by 
an expert or by one’s peers. There are many possibilities, 
then, for systematic efforts to reduce antigay prejudice. 


———>>>>E>E>>E>>E>EEEe———————_———_EEE 
Life Experiences of LGBs 


In understanding lesbian, gay, and bisexual lives, it is 
important to recognize that there is a wide variety of 
experiences. One of the most important aspects of this 
variability is whether the person is covert (in the closet) 
or overt (out of the closet) about their sexual orientation. 
A person who is in the closet may be heterosexually mar- 
ried, have children, and be a respected professional in the 
community, spending only a few hours a month engaging 
in secret same-gender sexual behavior. Others may live 
almost entirely within an LGB community, particularly if 
they live in a large city like New York or San Francisco 
where there is a large gay subculture. There are also vari- 
ous degrees of being out. Many lesbians and gays are out 
with trusted friends but not with casual acquaintances. 
The experiences of LGBs are thus far from uniform. 
They vary according to whether one is open about one’s 
sexual orientation and also according to social class, 
occupation, personality, and a variety of other factors. 


LGB Development 

Some experts believe that sexual orientation is deter- 
mined by age 5 or 6 or even prenatally, whereas others 
say that it is determined by age 10 or 12. Scientists don’t 
have exact answers to this question, and without doubt it 
depends on the individual, in ways that are discussed in 
the section that follows. 

Some evidence indicates that gender variance or non- 
conformity in childhood predicts later LGB orientation 
(Steensma et al., 2013b). That is, children who are rated 
by their parents as having characteristics, at least some- 
what, such as “behaves like the opposite sex” and “wishes 
to be the opposite sex” are more likely, in adulthood, to 
have same-gender attractions and behaviors. However, 
this prediction is far from perfect. In one study, the prev- 
alence of same-gender attractions was 10 to 12 percent 
in adulthood among those who displayed gender vari- 
ance in childhood, compared with 1 to 2 percent among 
those who did not display gender variance in childhood 
(Steensma et al., 2013b). In fact, then, the majority of 
gender-variant children did not turn out to be gay. 


There are milestones in LGB development: experi- 
encing same-gender attraction, having a same-gender sex- 
ual experience, and identifying as LGB—not necessarily 
in that order (Katz-Wise et al., 2017a). In one study of 
sexual minority youth, lesbians experienced their first 
same-gender attraction, on average, at age 14, compared 
with age 11 for gay men; lesbians had their first same- 
gender experience on average at age 18, compared with 
16 for gay men; and lesbians claimed a sexual-minority 
identity on average at age 17, compared with age 15 for 
gay men (Katz-Wise et al., 2017a). There is, of course, 
plenty of variability around those averages. 

As we discussed in the chapter “Sexuality and the Life 
Cycle: Childhood and Adolescence,” a crucial task of ado- 
lescence is identity development, and sexual orientation 
is one important aspect of development that occurs over 
the adolescent years. Related to identity development is 
coming out, which involves acknowledging to oneself, and 
then to others, that one is gay or lesbian. Whether the 
person experiences acceptance or rejection from family, 
friends, and others to whom they come out can be critical 
to self-esteem and mental health. 

These developmental processes are complicated by the 
negative climate for sexual minority youth that exists in 
middle school, high school, and college. Many LGB youth 
report harassment by peers, especially in middle school 
(Robinson & Espelage, 2011). The use of antigay epithets 
(name-calling) is common in middle school and high 
school (Pascoe, 2011; Poteat et al., 2012). Boys engage in 
these insults to each other more than girls do, and the 
frequency for boys actually increases from seventh grade 
to twelfth grade. Antigay epithets are, in reality, a form of 
bullying and, among boys, they enforce the rules of mas- 
culinity (Poteat et al., 2011). Ironically, those who dish 
them out are also the most likely to receive them. And 
today, cyberbullying also occurs, often allowing perpetra- 
tors to remain anonymous and facilitating the “outing” 
of LGB adolescents to hundreds of peers with the click 
of a key (Robinson & Espelage, 2011). Harassment can 
lead sexual minority youth to skip school, which creates 
another set of problems. 

Even at the college level, peer harassment can be 
intense, and this harassment has been linked to suicidal 
thoughts and suicide attempts (Robinson & Espelage, 
2011). One much publicized example is the case of Tyler 
Clementi, a Rutgers University student, whose roommate 
used a webcam to view him kissing another man in the 
privacy of his room. The roommate then urged many oth- 
ers to view another encounter and Clementi discovered 
what was happening. The next day, Clementi killed him- 
self by jumping off the George Washington Bridge. 

Support from adults, especially parents and adults at 
school, is crucial as sexual minority 


youth weather these storms (Espel- Coming out: The process of acknowl- 


age et al., 2019). Often schools fail 
to address individual incidents and 


edging to oneself, and then to others, 
that one is gay or lesbian. 
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lack proactive policies to reduce 
negative climate. A policy brief 
from the Williams Institute at 


example, from bisexual to lesbian or from lesbian to het- 
erosexual. These patterns have also been found in more 
recent samples (Campbell et al., 2021). Similar patterns 


Sexual fluidity: Changes that occur 


over time in sexual attraction, identity, 
or behavior. 


UCLA, Safe at School: Addressing 
the School Environment and LGBT 
Safety through Policy and Legislation, outlines steps that 
schools and state legislatures can take to improve the cli- 
mate for sexual minority youth (Biegel & Kuehl, 2010). For 
example, schools should provide professional development 
Opportunities on LGB issues for all school staff. Schools 
can also host gay-straight alliances, safe zones, and well- 
ness programs for sexual minority youth. 

To this point, we have discussed sexual identity as 
something that develops during adolescence and then is 
fixed. That may be true for many people, but psycholo- 
gist Lisa Diamond has documented what she calls sexual 
fluidity, which refers to changes over time in sexual attrac- 
tions, identity, or behavior, which can occur with people 
in their twenties, thirties, or later (Diamond, 2005, 2008a; 
Diamond et al., 2021). Her research involved young women, 
followed longitudinally. Over a period of eight years, wom- 
en’s attractions and identity shifted in all directions, for 


Figure 4 Peer harassment, such as spreading 
rumors, can be part of school climate for LGBTQ 
youth. 


Tetra Images/Getty Images 


have been documented in men as well (Katz-Wise, 2012). 
Some of these people report that they are attracted to the 
person, not the gender. As one man said, 


I find gender matters, but it’s definitely not the first pri- 
ority on the list for me... . In terms of attraction, I just 
like beautiful things, and I don’t really classify those in 
men or women. I find both of them beautiful. (Katz-Wise, 
2012, p. 122) 


For some people, then, patterns of attraction and behavior 
can continue to develop and evolve well past adolescence. 

Today, American culture has a much wider vari- 
ety of possible self-labels, and people don’t have to fit 
themselves into just one of two boxes, heterosexual or 
homosexual. People can be bisexual, queer, pansexual, 
questioning, or unlabeled. In one well-sampled national 
survey, 82 percent of women and 92 percent of men said 
that their sexual attractions were only to members of the 
opposite sex, but 13 percent of women and 4 percent of 
men said that their sexual attractions were “mostly” oppo- 
site sex (Copen et al., 2016). They don’t fit neatly into the 
heterosexual box, nor into the gay box. 


Lesbian, Gay, and Bisexual Culture and 
Communities 

A loose network of lesbian, gay, and bisexual communi- 
ties extends around the world (e.g., Atalay & Doan 2020). 
One woman said, 


I have seen lesbian communities all over the world (e.g., 
South Africa, Brazil, and Israel) where the lesbians of 
that nation have more in common with me (i.e., they 
play the same lesbian records, have read the same books, 
wear the same lesbian jewelry) than the heterosexual 
women of that nation have in common with heterosexual 
women in the U.S. (Esther D. Rothblum, 2007, personal 
communication). 


These links have been cemented in the last two decades 
by increases in international travel, globalization, and the 
international reach of the Internet. 

Gay and lesbian communities began flourishing 
in the United States after World War II (D’Augelli & 
Garnets, 1995). Ironically, in the gender-segregated mili- 
tary, gay men were able to find each other and lesbians 
find each other in a way that had previously not been pos- 
sible. Activist groups slowly formed in the 1950s, 1960s, 
and 1970s (e.g., Yanney, 2022), energized particularly 
by the Stonewall rebellion discussed at the beginning of 
this chapter. The HIV/AIDS crisis of the 1980s cemented 
together the gay community as it had never been before. 
Support networks and activist groups formed rapidly in 
response to the epidemic. 

Today many LGB communities exist in neighborhoods 
in large cities, with bookstores, restaurants, theaters, and 
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(a) 


(6) 


Figure 5 (qa) Pop music star Janelle Monae identifies as a queer Black woman and contributes to LGBTQ 
culture. (6) Singer Melissa Etheridge is an icon of lesbian culture. 


(a) Featureflash Photo Agency/Shutterstock; (b) lev radin/Shutterstock 


social organizations that are an integral part of the com- 
munity. The lesbian community in particular has been 
involved in creating a lesbian culture, expressed in music 
(Figure 5) and literature and celebrated at festivals and 
women’s sporting events (Dolance, 2005). An example is 
the Portland Thorns, the professional women’s soccer team 
in Portland, Oregon (Guest & Luijten, 2018). Among their 
fans, 68 percent are women and 32 percent are LGBTQ. 
Symbols and rituals are important in defining the LGB 
community, just as they are with other cultural groups. 
The pink triangle, which the Nazis used to label gay men, 
has been adopted as a symbol of pride. The Greek letter 
lambda is another. Lesbian and gay pride marches held in 
June each year commemorate the Stonewall uprising. The 
use of slang is another sign of solidarity among LGBs. 
Gay bars are one aspect of the LGB social life. Drink- 
ing, perhaps dancing, socializing, and the possibility of 
finding a sexual partner or a lover are the important ele- 
ments. Some gay bars look just like any other bar from 
the outside, whereas others may have names—for example, 
The Open Closet—that indicate to the alert who the cli- 
entele are. Bars are typically gender segregated—that is, 
they are either for gay men or for lesbians—although a few 
are mixed. There are far more bars for gay men than for 


lesbian women. Typically, the atmosphere is different in 
the two, the male bars being more for finding sexual part- 
ners and the female bars more for talking and socializing. 
Lest the reader be shocked at the none-too-subtle nature 
of pickup bars, it is well to remember that there are many 
bars—singles’ bars—that serve precisely the same purpose 
for heterosexuals. 

Today, of course, a major way for LGBs to meet each 
other is through the Internet (Grov et al., 2014). Cyberspace 
is also a place where gays can find community when, geo- 
graphically, they do not live in a place that has a gay com- 
munity. Gay-related websites provide chat rooms and other 
means for queer people to form online relationships and 
perhaps find partners for casual sex or a long-term relation- 
ship. Mobile technologies such as smartphones are the new- 
est innovation that can help men find each other, through 
apps such as Grindr. 

Certainly in the last five decades the gay liberation 
movement has had a tremendous impact on the gay life- 
style and community. In particular, it has encouraged 
LGBs to be more open and to feel less guilty about their 
behavior. The National LGBTQ Task Force? is the central 


>The National LGBTQ Task Force, www.thetaskforce.org. 
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clearinghouse for activist groups; it can provide informa- 
tion on local organizations. 

There are many places for LGBs to socialize besides 
bars, including the Metropolitan Community Church 
(a network of gay and lesbian churches), gay athletic orga- 
nizations, and gay political organizations. 

Among their other accomplishments, members of 
the gay liberation movement have founded numerous 
gay newspapers, magazines, and Internet sites. These 
have many of the same features as other media: forums 
for political opinions, human-interest stories, and fash- 
ion news. Probably the best-known LGB magazine is The 
Advocate, www.advocate.com. 


Gay and Lesbian Relationships 

In many ways, the U.S. Supreme Court decision of 2015 to 
legalize gay marriage (discussed in the chapter “Sex and 
the Law”) revolutionized gay and lesbian relationships. 
For the first time, across the nation same-gender couples 
were able to marry legally in the same way that hetero- 
sexual couples have taken for granted. In other respects, 
lesbians and gay men had been forming long-term rela- 
tionships for decades, and some states had already estab- 
lished marriage equality by 2000. As a result, we have a 
mixture of research that covers gay and lesbian relation- 
ships pre-2015 and post-2015, in the context of different 
degrees of legalization (Reczek, 2020). 

One possibility is to take a positive psychology 
approach to understanding same-gender couple relation- 
ships. Positive psychology focuses not on pathologies 
but on strengths, whether of individuals or relationships 
(Fincham & Beach, 2010; Seligman & Csikszentmihalyi, 
2000). In positive psychology, one of the pillars of human 
flourishing and optimal functioning is positive social 
institutions, and another is positive relationships. For sex- 
ual minorities, marriage equality is an example of positive 
social institutions. Research shows that same-gender mar- 
riage benefits people, for both physical health and mental 
health (Reczek, 2020). The same pattern has been found 
in mixed-gender couples for decades. 

In regard to relationships, research shows that humans 
benefit from positive relationships, whether parent-child 
relationships, romantic relationships, or relationships 
with coworkers (Barnett & Hyde, 2001; Fincham & 
Beach, 2010). Researchers have applied this approach to 
understanding the strengths found in same-gender cou- 
ples (Rostosky & Riggle, 2017). They note several positive 
aspects of relationships that seem to be more common in 
same-gender couples than in mixed-gender couples: 


= Respecting and appreciating individual differences: 
In contrast to the emphasis on compatibility and sim- 
ilarities found in mixed-gender couples, same-gender 
couples tend to value the different strengths that each 
brings to the relationship. 


= Generating positive emotions and interactions: Com- 
pared with mixed-gender couples, same-gender couples 
seem to use more positive interaction styles with their 
partners, even in laboratory studies of conflicts. These 
positive approaches help them to cope with the stigma- 
tization of sexual minorities in our culture. 


= Effectively communicating and negotiating: Same- 
gender couples especially value effective communica- 
tion and negotiation of conflicts. 


= Egalitarian ideals: Same-gender couples place an empha- 
sis on equality in their relationships and note that they 
are freed from traditional gender roles and the male 
domination found in many heterosexual relationships. 


Lesbian and Gay Families 

Increasingly, gay couples and lesbian couples are creat- 
ing families that include children. This is a controversial 
concept to some heterosexual people in the United States, 
who view a lesbian family or gay family as a damaging 
setting for children to grow up in. The courts have often 
assumed that lesbians and gay men are unfit parents, and 
the same-gender sexual orientation of a parent has been 
grounds for the other, heterosexual parent to gain custody 
of children following a divorce (Patterson, 2009). What 
does the research say about these families and the effects 
on children in them? 

It is important to recognize that these families are 
diverse along dimensions of race, social class, and gender. 
In some, the children were born to one of the partners 
in a previous heterosexual relationship. In others, the 
children were adopted or, in the case of lesbian couples, 
born by means of artificial insemination. Some have even 
said that a “lesbian baby boom” is under way. Gay fathers 
may have used a surrogate mother. Some are single-parent 
families, with, for example, a lesbian mother rearing her 
children from a previous heterosexual marriage. 

Three concerns have been raised about how the chil- 
dren fare in these families. First, will they show distur- 
bances in gender identity or sexual identity? Will they 
become gay or lesbian? Second, will they be less healthy 
psychologically than children who grow up with two het- 
erosexual parents? Third, will they have difficulties in rela- 
tionships with their peers, perhaps being stigmatized or 
teased because of their unusual family situation? 

Research on children growing up in lesbian or gay fam- 
ilies, compared with those growing up in heterosexual 
families, dismisses these fears. For example, an overwhelming 
number of children growing up in lesbian or gay households 
have a heterosexual orientation (Gartrell et al., 2011, 2019). 

The adjustment and mental health of children in les- 
bian and gay families are no different from those of chil- 
dren in heterosexual families (Farr, 2017; Farr et al., 2010; 
Patterson, 2017). In fact, there is some evidence that chil- 
dren of gay fathers show better adjustment compared with 
children of heterosexual parents (Miller et al., 2017). 
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Milestones in Sex Research 


Survey 


Excellent: 


The Ethics of Sex Research: The Tearoom Trade 


Trade: Impersonal Sex in Public Places (1970) is a 

classic in the field of sex research. In light of con- 
cerns on the part of both scientists and the general public 
about ethical standards in research, however, his methods 
of data collection are questionable from a contemporary 
perspective. Important issues are raised about the difficulty 
of doing good sex research within ethical bounds. 

As the title of the book implies, the term tearoom 
trade refers to impersonal sexual acts in places like pub- 
lic restrooms. Typically, a man enters the restroom and 
conveys to another man who is already there an interest 
in having sex. He may do this by making tapping sounds 
while in one of the stalls, for example. The men gener- 
ally perform the sexual act in a stall and may not even 
exchange a word. The activity is typically fellatio, which 
can be done rapidly and with a minimum of encumbrance. 

In the tearoom situation, a third person generally 
serves as a lookout who watches for police or other intrud- 
ers while the other two engage in sex. To obtain his data, 
Humphreys became a lookout. Not only did he observe 
the behaviors involved in the tearoom trade, but he also 
wrote down the license-plate numbers of the participants. 
He traced the numbers through state records and thus was 
able to get the addresses of the persons involved. He then 
went to the homes of the people and administered a ques- 
tionnaire (which included questions on sexual behavior) 
to them under the pretense of conducting a general survey. 


S| ociologist Laud Humphreys’s study titled Tearoom 


As for the third concern, about peer relationships, 
research indicates that children in lesbian or gay families 
fare about as well in terms of social skills and popularity 
as children in heterosexual families (Patterson, 2009). 

In conclusion, although concerns have been raised about 
children growing up in lesbian and gay families, research con- 
sistently shows no difference between 
these children and those 
in heterosexual families 
(Patterson, 2006). Chil- 
dren need at least one 
loving, supportive par- 
ent, and parents who get along pretty 
well, and that can be found in many family constellations. 

Recognizing these positive outcomes, in 2002 the 
American Academy of Pediatrics issued a policy statement 
supporting adoptions by gay parents (Perrin et al., 2002). 


Do children of lesbian 
couples grow up to be 
well adjusted, or do 
they have problems? 


The research provided some important findings, par- 
ticularly that a large proportion of the men who engaged 
in the tearoom trade were respectable, heterosexually 
married men, and many were leaders in their commu- 
nity. This finding provoked quite a controversy over the 
book; the notion that “heterosexual” men could engage 
in homosexual behavior was shocking to many. Indeed, 
many gays find the tearoom trade to be shocking. 

In his report of the research, Humphreys maintained 
the complete anonymity of the participants. However, his 
work still entails numerous ethical problems. There was 
no informed consent procedure (this study was carried 
out before scientific societies and universities instituted 
such standards). Participants were deceived—a problem 
made worse by the fact that they were never debriefed 
and told the true purpose of the research. But these con- 
siderations in turn raise the question, Could Humphreys 
have obtained good data within the bounds of research 
ethics? The clearly negative aspects of the study have to 
be weighed against the benefits that knowing more about 
this form of sexual behavior offers to society. 

Tearoom sex gained publicity again in 2007 when 
Senator Larry Craig (R, Idaho) was arrested in the 
Minneapolis airport for behavior in a restroom that seemed 
to solicit sex. Today, because so many gay men are out of the 
closet, tearooms are used mainly by older or closeted men. 


_— LS ——— eee 
ee 
How Many People Are Gay, 
Straight, or Bi? 


Many people believe that homosexuality is rare. What 
percentages of people in the United States are gay or les- 
bian? As it turns out, the answer to this question is com- 
plex. Basically, it depends on how 
one defines a gay, les- 
bian, and heterosexual. 
First, though, several 
concepts need to be 
clarified. A distinction 
has already been made between 
sex (sexual behavior) and gender (being male or female) 
and between gender identity (the psychological sense of 


What percentage of 
Americans are gay, 
lesbian, or bisexual? 


Good: 
Wenie 
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Sexual identity: One’s self-identity as 


gay, straight, lesbian, bisexual, queer, 
or something else. 


(a) 


Figure 6 Gay and lesbian political issues: (a) The custody issue—lesbian mothers want the right to keep 
their children after a divorce; (b) the right to adoption—a gay couple with their adopted child. 


(a) Dragon Images/Shutterstock; (b) wavebreakmedia/Shutterstock 


maleness or femaleness or something else such as nonbi- 
nary) and sexual orientation (gay, straight, or bisexual). 
To this, the concept of sexual identity should be added; it 
refers to one’s self-label or self-identification as heterosex- 
ual, lesbian, gay, bisexual, queer, or perhaps something else 
(National Academy of Sciences, 2022). 

There may be contradictions between people’s sex- 
ual identity and their choice of sexual partners (their 
behavior) (Pathela et al., 2006; Weinberg et al., 2001). 
For example, a woman might identify as lesbian yet occa- 
sionally sleep with men. Her behavior is bisexual, but her 
identity is lesbian. More common are people who think of 
themselves as heterosexuals but who engage in both het- 
erosexual and same-gender sex. 

One source of information we have on the statisti- 
cal question is Kinsey’s research (see the chapter “Sex 
Research” for an evaluation of the Kinsey data). Kinsey 
found that about 37 percent of all males had had at least 
one homosexual experience to orgasm in adulthood. This 
is a large percentage. Indeed, it was this statistic, com- 
bined with some of the findings on premarital sex, that 
led to the furor over the Kinsey report. The comparable 
figure for females was 13 percent. However, experts agree 
that, because of problems with sampling, Kinsey’s statis- 
tics were almost certainly inflated (Pomeroy, 1972). 

Today several well-sampled surveys of the U.S. popula- 
tion have given us improved estimates. One of those is the 
National Survey of Family Growth (NSFG). Data from 
that study are shown in Table 2. The statistics are complex 
because much depends on how homosexual is defined. 
Does the definition require someone to have had exclu- 
sively same-gender sexual experi- 
ences, or just some same-gender 
experiences, or perhaps just to 
have experienced sexual attraction 
to members of their own gender 


without ever acting on it? We will return to this point. 
What we can say here is that, according to the National 
Survey of Family Growth, about 7 percent of men and 
21 percent of women have had at least one same-gender 
sexual experience in adulthood. Roughly 2 percent of men 
and 3 percent of women have a gay/lesbian identity. 

These percentages are considerably smaller than 
Kinsey’s. What accounts for the difference? The National 
Survey of Family Growth is better sampled; it is generally 
agreed that Kinsey’s unsystematic sampling methods led 
to overestimates of the incidence of same-gender sexual 
behavior. But the NSFG may not be perfectly accurate, 
either. We can expect underreporting on any kind of sen- 
sitive topic like same-gender sexuality. 

After reading these statistics, though, you may still be 
left wondering how many people are gay. As Kinsey soon 
realized in trying to answer this question, it depends on 
how you count. A prevalent notion is that homosexual and 
heterosexual are two quite separate and distinct categories. 
This is what might be called a sexual orientation binary 
(see Figure 7). Kinsey made an important scientific break- 
through when he decided to conceptualize homosexuality 
and heterosexuality not as two separate categories but as 
variations on a continuum (Figure 7, section 2). The black 
and white extremes of heterosexuality and homosexuality 
have a lot of shades of gray in between: people who have 
had both some heterosexual and some same-gender expe- 
rience, in various mixtures. To accommodate all this vari- 
ety, Kinsey constructed a scale running from 0 (exclusively 
heterosexual) to 6 (exclusively homosexual), with the mid- 
point of 3 indicating equal amounts of heterosexual and 
homosexual experience. Contemporary research supports 
Kinsey’s idea that sexual orientation exists on a spectrum, 
not as two separate categories (Savin-Williams, 2014). 

The answer to the original question—How many peo- 
ple are gay and how many are heterosexual?—is complex. 
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Table 2. The National Survey of Family Growth Statistics on Same-Gender Behavior, Identity, 


and Attraction, 2019 


Percentage 

Men Women 
Behavior 
Ever had sexual contact with same-gender partner 7 21 
Sexual Identity 
Homosexual, gay, lesbian (48) ZI) 
Bisexual 2.0 Well 
Sexual Attraction 
Only or mostly to same gender 2a 2S) 
Equally to both oe 4.8 
“Mostly” to opposite gender 47 14.2 


Source: National Center for Health Statistics (2019). 


Probably about 90 percent of men and 80 percent of 
women are exclusively heterosexual. About 10 percent 
of men and 20 percent of women have had at least one 
same-gender sexual experience in adulthood. About 2 per- 
cent of men and 3 percent of women have a gay identity. 
These figures are based on the NSFG, but adjusted some- 
what to allow for concealment by some respondents. 


Sexual Orientation and 
Mental Health 


Some Americans believe that homosexuality is a kind of 
mental illness. Is this really true? Do psychologists and psy- 
chiatrists agree that LGBs are poorly adjusted or deviant? 


Sin and the Medical Model 

The belief that homosexuality is a form of mental illness 
is actually something of an improvement over previous 
beliefs. Before the 20th century, the dominant belief in 
Europe and the United States was that homosexuality was 


1. Two categories: The sexual orientation binary 


a sin or a heresy. During the Inquisition in Spain, people 
who were accused of being heretics were also frequently 
accused of being homosexuals and were burned at the 
stake. Indeed, in those times, all mental illness was 
regarded as a sin. In the 20th century, this view was 
replaced by the medical model, in which mental distur- 
bance, and homosexuality in particular, was viewed as a 
sickness or illness (Bullough & Bullough, 1997).° 
Psychiatrist Thomas Szasz and others are critical of 
the medical model. In his writing on “the myth of men- 
tal illness,” Szasz argued that the medical model is obso- 
lete and that we need to develop 


a more humane and realistic way | Medical model: A theoretical model 
of dealing with mental disorders | in psychology and psychiatry in which 


and variations from the norm. He | ™ental problems are thought of as 


has argued the case particularly 
for homosexuality (Szasz, 1965). 
LGB activists have joined in, 


3As one gay comedian quipped, “If homosexuality is an illness, hey, 
I’m going to call in queer to work tomorrow.” 


2. Kinsey’s continuum 


0 1 2 3 4 5 6 


Exclusive Mostly Heterosexual Equal Homosexual Homosexual Exclusive 
heterosexual heterosexual with heterosexual with with homosexual 
with incidental substantial and substantial incidental 
homosexual homosexual homosexual heterosexual heterosexual 
experience experience experience experience experience 


Figure 7 Two ways of conceptualizing sexual orientation. 


sickness or mental illness; the prob- 
lems in turn are often thought to be 
due to biological factors. 
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United States 


n this chapter, we have seen how minority stress 
creates negative health and mental health out- 


comes for sexual minorities. What happens to 
well-being when we add race to the mix? 

A report from the Williams Institute at UCLA docu- 
ments the consequences of double disadvantage (Wilson 
et al., 2022). The data are based on well-sampled Gallup 
polls. For example, 22 percent of White LGBT adults, 
experience food insecurity, compared with 34 percent 
for LGBT people of color (POC). Among White LGBT 
adults, 43 percent are college graduates, compared with 
25 percent for LGBT POC. The gap is narrower for health, 
with 22 percent of White LGBT adults reporting only fair 
or poor health, compared with 27 percent for LGBT POC. 
And White LGBT adults actually report higher rates of 
depression (37 percent) than LGBT POC (31 percent). 

However, when we break down the broad category 
of POC into specific racial/ethnic groups, stark differ- 
ences appear. For example, as noted, 22 percent of White 
LGBT adults experience food insecurity, compared with 


saying that they do not like being called “sick” and that this 
is just another form of persecution of gays and lesbians. 


Research Evidence 

What do the scientific data say? Once again, the answers 
provided by the data are complex and depend on the 
assumptions of the particular investigator and on the 
research design used. Basically, four kinds of research 
designs have been used, representing progressive sophis- 
tication and changing assumptions about the nature of 
same-gender sexuality. 


Clinical Studies 

The first, and earliest, approach was clinical; homosexu- 
als who were in psychotherapy were studied by the inves- 
tigator (usually the therapist). The researcher looked for 
disturbances in their current adjustment or in past expe- 
riences or home life. The data were then reported in the 
form of a case history of a single individual or a report 
of common factors that seemed to emerge in studying 
a group of homosexuals (e.g., Freud, 1920; reviewed by 
Rosen, 1974). These clinical studies provided evidence 


Race and the Well-Being of LGBT People in the 


37 percent of Black LGBT adults but only 8 percent of 
Asian American LGBT adults. 

The authors of the report concluded that, despite their 
sexual minority status, White LGBT adults still experience 
White privilege compared with LGBT people of color. 

Within the LGB community, too, sexual racism is a 
problem (Bhambani et al., 2020; Wade & Harper, 2021). 
For example, mentions of racial preferences are common 
in online partner-seeking websites. In one study of men 
who have sex with men (MSM) using partner seeking 
websites, 30 percent of the POC reported exposure to 
race discrimination (Meanley et al., 2020). Experiences 
of sexual racism can have psychological consequences. 
For example, experiences of sexual racism correlate sig- 
nificantly with symptoms of depression (Bhambani et al., 
2020). All the studies examining this phenomenon of sex- 
ual racism have been conducted with men, leaving us to 
wonder whether lesbians also engage in sexual racism. 


that homosexuals were poorly adjusted and neurotic. But 
the reasoning behind this research was circular. Homosex- 
uals were assumed to be mentally ill, and then evidence 
was found supporting this view. 


Studies with Control Groups 

The second group of studies made significant improve- 
ments over the previous ones by introducing control or 
comparison groups. The question under investigation was 
rephrased. Rather than Do homosexuals have psychological 
disturbances? (after all, most of us have some problems), it 
became Do homosexuals have more psychological distur- 
bances than heterosexuals? The research design involved 
comparing a group of homosexuals in therapy with a group 
of randomly chosen heterosexuals not in therapy. These 
studies tended to agree with the earlier ones in finding more 
problems of adjustment among the homosexual group than 
among the heterosexual group (Rosen, 1974). 

Once again, though, it became apparent that there 
were problems with this research design. It compared a 
group of people in therapy with a group of people not 
in therapy and found, not surprisingly, that the people in 
therapy had more problems. 
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Nonpatient Research 

A major breakthrough came with the third group of stud- 
ies, which involved nonpatient research. In these studies, 
a group of gay people not in therapy (nonpatients) were 
compared with a group of heterosexuals not in therapy. 
The nonpatient gay men and lesbians were generally 
recruited through LGB organizations, advertisements, or 
word of mouth. Such nonpatient research generally has 
found no differences between the groups (Ross et al., 
1988; Rothblum, 1994). That is, gays and lesbians seem to 
be as well adjusted as heterosexuals. 

This position has received official professional rec- 
ognition by the American Psychiatric Association. Prior 
to 1973, the APA had listed homosexuality as a disorder 
under Section V, “Personality Disorders and Certain 
Other Nonpsychotic Mental Disorders,” in its authorita- 
tive Diagnostic and Statistical Manual of Mental Disorders. 
In 1973, the APA voted to remove homosexuality from 
that listing so that it was no longer considered a psychi- 
atric disorder. 


Population Studies 

Most recently, a new set of studies has emerged using even 
better designs that, for example, obtain a random sample 
of the general population and then compare the gays 
and straights in the sample on indexes of mental health 
(Argyriou, 2021; Eaton, 2014; Meyer, 2003; Roberts 
et al., 2010). These studies find somewhat higher rates 
of depression and anxiety among gays and lesbians com- 
pared with heterosexuals. And suicide attempts and PTSD 
are more common among sexual minorities than among 
heterosexuals (Hottes et al., 2016; Mustanski et al., 2010; 
Ploderl et al., 2013). 

However, scientists vigorously debate the meaning 
of the statistics. One controversy concerns how big or 
meaningful the differences are. For example, in the well- 
sampled U.S. Youth Risk Behavioral Surveillance Survey, 
9.4 percent of LGB adolescents had made a suicide attempt 
serious enough to be treated by a doctor, compared with 
2 percent of heterosexual adolescents (Kann et al., 2016). 
We could focus on the fact that LGB youth were nearly five 
times as likely to attempt suicide. Alternatively, we could 
say that it’s a gap of just 7 percentage points and 90.6 per- 
cent of the LGBs had not attempted suicide. Should we 
view the glass as half full or half empty? 

Beyond that, scientists agree that higher rates of 
depression and suicide attempts among LGBs do not 
mean that homosexuality per se indicates mental illness. 
Instead, the results are interpreted in the context of Ilan 
Meyer’s (2003) minority stress model, which holds that 
stigma, prejudice, and discrimination create a stressful 
social environment that causes mental health problems. 


family and friends that some LGBs experience (Ryan et 
al., 2009; Ueno, 2005); and (3) the stress of concealing 
their true identity (Pachankis et al., 2020). 


Resilience in Sexual Minority Individuals 

To this point we have focused on negative psychological 
outcomes such as depression and suicide attempts. A 
major trend in psychology today is positive psychology, 
which focuses on people’s resilience and factors that con- 
tribute to resilience. What is perhaps more striking than 
the negative outcomes is the resilience that most LGB 
people display in the face of stigma. Factors that pro- 
mote resilience in LGBs include social support, especially 
support for the person’s sexual orientation; and personal 
traits of hope and optimism, which help LGBs maintain 
their psychological health even when they encounter prej- 
udice (Kwon, 2013). Interventions to promote resilience 
in LGB adolescents are being developed (Heck, 2015). 


Can Sexual Orientation Be Changed 
by Therapy? 
Conversion therapy or reparative therapy—treatments 
designed to change LGBs into heterosexuals—has been 
around for more than 100 years (Haldeman, 1994; Shidlo 
et al., 2002). The latest versions come not from trained 
psychologists but from far-right religious groups. Many ear- 
lier techniques were downright inhumane. They included 
crude behavior therapy that involved giving gay men elec- 
trical shocks while they viewed slides of nude men, as well 
as surgeries ranging from castration to brain surgery. All 
these treatments rested on the assumption that homosexu- 
ality was an illness that could and should be cured. 
Investigations of reparative therapies today reveal the 
pressures from family and the personal agonies that peo- 
ple experience as they are forced, or perhaps choose, to 
change their orientation. One man, who is now a psychol- 
ogist, wrote in his diary, 


Iam going to meet with the counselor tomorrow. I don’t 
really know what to think. I feel that I need help but I 
also feel that I’m trying to do away with a part of myself. I 
know I should look at it as sinful and ugly, like a wart that 
needs to be burned off. Is it possible that those emotions 
are what allow me to be a sensitive caring male? Is it pos- 
sible that God has allowed this in my life to build certain 
characteristics? Is it really ugly and sinful that I want to 
hold and be held by a man and that I want to have a rela- 
tionship with a man that includes sex? It sure sounds ugly 
on paper. I don’t like admitting these things. I really don’t. 
What is it that causes me to think and feel this way? Is it 
Satanic? Am I possessed? (Ford, 2001, p. 77) 


A survey of an online sample 


of LGBT people in the southern Conversion or reparative therapy: 
United States found that 7.6 percent | AY one of a number of treat- 

of them had been subjected to 
conversion therapy (Higbee et al., 


According to this model, the higher rates reflect the fol- 
lowing: (1) the exposure of LGBs to maltreatment, dis- 
crimination, and violence (Eaton, 2014; Roberts et al., 
2010); (2) the lack of support or downright rejection by 


ments designed to turn LGBs into 
heterosexuals. 
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2020). As in other studies, those who had experienced con- 
version therapy had worse mental health than those who 
had not. Research evaluating the consequences of repar- 
ative therapies shows multiple harmful effects, including 
depression (Przeworski et al., 2021). A recent report found 
that the rate of attempted suicide was 58 percent among 
LGBTQ individuals who had undergone conversion ther- 
apy, compared with 39 percent among those who had not 
(Forsythe et al., 2022). The report estimated the costs of 
conversion therapy to the individual—for example, the cost 
of treating alcohol abuse or depression, the cost of lost pro- 
ductivity at work—at $98,000 over their lifetime. Affirma- 
tive therapy, in contrast, saves the individual $40,000 over 
their lifetime. 

The consequences of reparative therapy can be ugly, 
because it does not actually change people’s sexual orien- 
tation but it does make them feel awfully guilty about it 
(Dehlin et al., 2014). In fact, some psychotherapists have 
developed a specialty in helping gay and bisexual men 
recover from conversion therapies (Haldeman, 2001). 

Given the evidence discussed earlier in this section 
supporting the argument that LGBs are not mentally ill, 
reparative therapies make no sense. Ethical issues are 
raised as well: Should a person be changed from gay to 
straight against their will? By 2000 the scandals associ- 
ated with conversion therapies had become so great that 
the American Psychiatric Association issued an official 
position statement opposing them (American Psychiatric 
Association, 2000b). And in 2015, the U.S. Department 
of Health and Human Services called for an end to con- 
version therapies (SAMHSA, 2015). 

In sum, it is probably about as easy to change a homo- 
sexual person into a happy heterosexual as it is to change 
a heterosexual person into a happy homosexual—that is, 
not very. 


Why Do People Become Gay 
or Heterosexual? 


A fascinating psychological question is, Why do people 
become gay or heterosexual? Several theoretical answers 
to this question, as well as the relevant evidence, are dis- 
cussed in this section. You will notice that the older the- 
orists and researchers considered it their task to explain 
homosexuality, reflecting a heteronormative approach. 
More recent investigators, realizing that heterosexuality 
needs to be explained as well, are more likely to consider 
it their task to explain sexual orientation. 


Biological Theories 

A number of scientists have proposed that people become 
gay because of biological factors. The likeliest candidates 
for these biological causes are genetic factors, prenatal 


factors, and differences in brain structure (Bogaert & 
Skorska, 2020). 


Genetic Factors 

One study recruited gay and bisexual men who had a twin 
brother or an adopted brother (Bailey & Pillard, 1991). 
Among the 56 gay men who had an identical twin brother, 
52 percent of the cotwins were themselves gay (in the ter- 
minology of geneticists, this is a 52 percent concordance 
rate). Among the 54 gay men who 
had a nonidentical twin 
imeem towolmems What causes people to 
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selves gay. Of the adop- 
tive brothers of gay men, 11 percent 
were gay. The same research team 
later repeated the study with lesbians (Bailey et al., 1993). 
Among the 71 lesbians who had an identical twin, 
48 percent of the cotwins were also lesbian. Among the 
37 lesbians who had a nonidentical twin sister, 16 percent 
of the cotwins were lesbian. Of the adoptive sisters of 
lesbians, 6 percent were lesbian. The statistics for women 
were therefore quite similar to those for men. Later 
studies using improved methods found similar results 
(Kendler et al., 2000b; Kirk et al., 2000). 

The fact that the rate of concordance is substantially 
higher for identical twins than for nonidentical twins 
argues in favor of a genetic contribution to sexual ori- 
entation. If genetic factors absolutely determined sexual 
orientation, however, the concordance rate would be 100 
percent for the identical twin pairs, and the rates are far 
from that. The implication is that factors other than genet- 
ics also play a role in influencing sexual orientation. 

A milestone came in 2005 with the first full genome 
scan for sexual orientation in men, using modern geno- 
typing methods (Mustanski et al., 2005). The sample 
consisted of 456 individuals from 146 different families, 
all of which had two or more gay brothers. The sample 
included many heterosexual siblings and parents from 
those families, as well as the gay siblings. This design is 
ideal for spotting regions of DNA that are the same for 
two gay brothers but that differ from the heterosexual 
siblings or parents. The findings indicated possible influ- 
ence by three genes, found on chromosomes 7, 8, and 10. 
The most recent, methodologically advanced study was a 
GWAS (genome-wide association study) using two large 
samples, one from the United Kingdom and one from 
the United States (Ganna et al., 2019). The findings indi- 
cated that five genes, all on autosomes (not sex chromo- 
somes), were significantly associated with same-gender 
sexual behavior. There was some overlap between the set 
of genes for men and the set for women, but it was not 
a perfect overlap. Overall, these genes accounted for at 
most 25 percent of the variation in same-gender sexual 
behavior, so the genes by no means determine same- 
gender behavior. This study, like earlier ones, found that 
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there is no single gene for “homosexuality.” Instead, mul- 
tiple genes are involved and they exert some influence but 
they do not completely determine sexual orientation. 


Prenatal Factors 

Another possible biological cause is that sexual orienta- 
tion develops as a result of factors during the prenatal 
period. As we saw in the chapter “Sex Hormones, Sexual 
Differentiation, and the Menstrual Cycle,” exposure to 
atypical hormones during fetal development can lead a 
genetic female to have male genitals, or a genetic male to 
have female genitals. It has been suggested that a similar 
process might account for sexual orientation. 

One research group has studied the birth order of gay 
men. Their research shows that consistently, across many 
samples, compared with heterosexual men, gay men are 
more likely to have a late birth order and to have more 
older brothers but not more older sisters (Blanchard, 
1997, 2018). This is termed the fraternal birth order effect. 
The researchers find no birth order or sibling effects for 
lesbians compared with heterosexual women. They believe 
that they have uncovered a prenatal effect, hypothesizing 
that with each successive pregnancy with a male fetus, the 
mother forms more antibodies against a protein produced 
by a gene on the Y chromosome (Blanchard, 2001). The 
hypothesis is that the mother’s antibodies from her body’s 
immune response to this protein may affect sexual differ- 
entiation in the developing fetal brain. In 2018, research- 
ers identified the NLGN4Y protein, which is important 
in brain development and is coded by the Y chromosome 
(Bogaert et al., 2018). As hypothesized, mothers of gay 
sons, and particularly gay sons with older brothers, had 
higher levels of anti-NLGN4Y than did control samples 
of mothers. These researchers estimate that between 
15 and 30 percent of gay men had their sexual orientation 
created in this manner (Blanchard & Bogaert, 2004; Can- 
tor et al., 2002). 

Other researchers have documented an odd, but poten- 
tially important, pattern concerning the 2D:4D finger- 
length ratio. This refers to the ratio of the length of the 
index finger (2D) to the length of the ring finger (4D). In 
general, men have lower 2D:4D ratios than women; that 
is, men’s index fingers are relatively shorter than their ring 
fingers, compared with women’s. Lesbians have a smaller 
2D:4D ratio than heterosexual women; there are no differ- 
ences between gay men and heterosexual men (Breedlove, 
2017). It is thought that the 2D:4D ratio is an indicator 
of prenatal androgen exposure, so these results suggest 
possible prenatal effects on women’s sexual orientation. 
Specifically, a lower 2D:4D ratio is thought to reflect 
more prenatal androgen exposure, implying that lesbians, 
on average, had more prenatal androgen exposure than 
other women. Other researchers have found that gays are 
more likely to be left-handed than are straights; gay men 
are about 40 percent more likely than straight men to 
be left-handed, and lesbians are nearly twice as likely as 


heterosexual women to be left-handed (Lalumiére et al., 
2000). Both patterns suggest some kind of prenatal hor- 
mone effect on the developing brain. 

Recall that in the chapter “Sex Hormones, Sexual Dif- 
ferentiation, and the Menstrual Cycle” we introduced the 
concept of epigenetics and ways in which epigenetic fac- 
tors may shape prenatal sexual differentiation. Yet another 
group of researchers has hypothesized that same-gender 
sexual orientation results from epigenetic factors during 
prenatal development that make the fetus more or less 
sensitive to androgens (Rice et al., 2012). 


Brain Factors 

A related line of theorizing argues that there are anatomi- 
cal differences between the brains of gays and straights that 
produce the differences in sexual orientation. A number of 
studies have pursued this possibility, all looking at some- 
what different regions of the brain (Swaab, 2005). A highly 
publicized study by neuroscientist Simon LeVay (1991) is 
an example. LeVay found significant differences between 
gay men and straight men in certain cells in the anterior 
portion of the hypothalamus. Anatomically, the hypotha- 
lamic cells of the gay men were more similar to those of 
women than to those of straight men, according to LeVay. 
However, the study had a number of flaws: (1) The sample 
size was very small: only 19 gay men, 16 straight men, and 
6 straight women were included. This small sample size 
was necessitated by the fact that it was the pre-MRI days 
and the brains had to be dissected in order to examine the 
hypothalamus, so the brains of living people could not be 
studied. (2) All of the gay men in the sample, but only 6 of 
the straight men and 1 of the straight women, had died of 
AIDS. The groups are not comparable, then. Perhaps the 
brain differences were caused by the neurological effects 
of AIDS. (3) Lesbian women were omitted from the study, 
making them invisible in the research—as they often have 
been in psychological and biological research. (4) The gay 
men were known to have been gay based on records at the 
time of death; the others, however, were just presumed to 
be heterosexual—if there was no record of sexual orienta- 
tion, the assumption was that the person had been hetero- 
sexual, scarcely a sophisticated method of measurement. 
(5) The brains were all from adults, so it is impossible to 
know whether the different hypothalamic cells caused the 
sexual orientations, or the different experiences of gay 
men affected the hypothalamus. 

It is difficult to know how much confidence to place 
in LeVay’s findings. Other scientists who looked for this 
effect found no differences in this region of the hypothala- 
mus as a function of the person’s sexual orientation (Byne 
et al., 2000; Swaab, 2005). Yet animal researchers believe 
that they have identified a similar region in the hypothal- 
amus of the rat, and it does seem to be involved in sexual 
behavior (Swaab, 2005). Currently, then, there are no 
well-documented anatomical brain differences between 
gays and straights (Gooren, 2006). 
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Using modern functional brain scanning methods, 
researchers exposed gay men, heterosexual men, and het- 
erosexual women to human pheromones and recorded 
their brain responses (Savic et al., 2005). One of the 
pheromones, AND, is a “male” pheromone and is found 
in male sweat. The other, EST, is a “female” pheromone 
and is found in female urine. Gay men and heterosexual 
women showed activation of a region of the hypothala- 
mus (the medial preoptic area, MPOA, of the anterior 
hypothalamus) in response to AND, whereas heterosex- 
ual men did not show the brain response to AND. As a 
control, the participants were also exposed to common 
odors such as lavender oil; these odors did not activate 
the hypothalamus. In a second experiment, the research- 
ers repeated the study with lesbian women, and found 
that EST stimulated their hypothalamus, as it does with 
heterosexual men (Berglund et al., 2006). What do these 
studies mean? They definitely don’t mean that gay men 
have female brains and lesbians have male brains. What 
they do show is that both heterosexual men and lesbians 
are turned on (in their brains) by women’s pheromones, 
and that gay men and heterosexual women are turned on 
by male pheromones. 


Hormonal Imbalance 

Investigating the possibility that an endocrine imbalance 
is the cause of homosexuality, researchers have tried to 
determine whether the testosterone (“male” hormone) 
levels of gay men differ from those of straight men. These 
studies have not found any hormonal differences between 
the two groups (Gooren, 2006). 

Despite these results, in earlier times some clinicians 
attempted to cure male homosexuality by administering 
testosterone therapy (Glass & Johnson, 1944). This ther- 
apy failed; indeed, it seemed to result in even more homo- 
sexual behavior than usual. This is not an unexpected 
result; as we saw in the chapter “Sexual Arousal,” andro- 
gen levels seem to be related to sexual desire. A clinician 
replied to an undergraduate male who was seeking testos- 
terone therapy for his same-gender sexual behavior, “It 
won't make you heterosexual; it will only make you horny.” 

In conclusion, of the biological theories, the genetic 
theory and the prenatal theories have the best supporting 
evidence, but much more research is needed. 


Learning Theory 

Behaviorists emphasize the importance of learning in the 
development of sexual orientation. They note the preva- 
lence of bisexual behavior both in other species and in young 
humans, and they argue that rewards and punishments 
shape the individual’s behavior into predominant homo- 
sexuality or predominant heterosexuality. The assumption, 
then, is that humans have a relatively amorphous, undif- 
ferentiated pool of sex drive, which, depending on circum- 
stances (rewards and punishments), may be channeled in 


any of several directions. In short, people are born sexual, 
not gay or straight. Only through learning does one of these 
behaviors become more likely than the other. For example, 
a person who has early heterosexual experiences that are 
very unpleasant might develop toward homosexuality. Het- 
erosexuality has essentially been punished and therefore 
becomes less likely. This might occur, for instance, in the 
case of a girl who is raped at an early age; her first expe- 
rience with heterosexual sex was extremely unpleasant, 
so she avoids it and turns to homosexuality. Parents who 
become upset about their teenagers’ heterosexual activities 
might do well to remember this notion; punishing a young 
person for engaging in heterosexual behavior may not elim- 
inate the behavior but rather rechannel it in a homosexual 
direction. 

Another possibility, according to a learning-theory 
approach, is that if early sexual experiences are same- 
gender and pleasant, the person may become gay. 
Same-gender behavior has essentially been rewarded and 
therefore becomes more likely. 

The learning-theory approach treats homosexuality as 
a normal form of behavior and recognizes that heterosex- 
uality is not necessarily inborn but must also, like homo- 
sexuality, be learned. 

The evidence on learning theory’s explanation of sex- 
ual orientation is mixed. A comprehensive study of the 
influences on sexual orientation in humans disconfirmed 
some essential arguments. The idea that homosexuality 
results from early unpleasant heterosexual experiences 
was not supported by the data. Lesbian women, for exam- 
ple, were no more likely to have been raped than hetero- 
sexual women (Bell et al., 1981). Yet research using an 
animal model does point to the importance of early learn- 
ing. Zebra finches are small birds that are monogamous, 
mate for life, and are almost invariably heterosexual. If the 
fathers are removed from the cages, though, so that the 
young birds grow up without adult males or male-female 
pairs, in adulthood these birds pair with either males or 
females (Adkins-Regan, 2002). That is, their behavior, 
which is bisexual, is a result of early experience. 

In contrast to the bird research, research with humans 
indicates that the great majority of children who grow up 
with a gay or lesbian parent are heterosexual (Gartrell et 
al., 2011; Patterson, 2006). In this sense, then, sexual ori- 
entation is not “learned” from one’s parents. 

One study on this question will illustrate the complex- 
ity of the issues. Researchers recruited a sample of lesbian 
couples raising children and then followed those children 
to age 25 (Gartrell et al., 2019). Among the men at age 25, 
90 percent identified as heterosexual, compared with 98 
percent in a comparison sample from the general popula- 
tion. Among the women, 70 percent identified as heterosex- 
ual, compared with 89 percent in the comparison sample. 
How should we interpret these findings? We could say, for 
example, that only 90 percent of the men reared by lesbian 
couples identified as heterosexual, which is less than the 
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98 percent for the comparison group, so growing up in 
the lesbian household must have had an effect, producing 
fewer heterosexual men. But do we trust the 98 percent 
heterosexual identification in the comparison group? 
That’s higher than in most current surveys. Perhaps it’s 
just that gay men raised in heterosexual households are 
less honest about their sexual orientation and conceal 
their gay identity. Moreover, the 90 percent heterosexual 
identification for men reared in lesbian households still 
shows that the great majority of men growing up in those 
situations become heterosexual. With strong critical think- 
ing skills, we can examine these numbers thoughtfully and 
not settle for oversimplified interpretations. 


Sociological Theory 

Sociologists emphasize the effects of labeling in explain- 
ing homosexuality. The label “homosexual” has a big 
impact in our society. If you are heterosexual, suppose 
that someone said to you, “I think you are homosexual.” 
How would you react? Your immediate reaction might be 
negative: anger, anxiety, and embarrassment. The label 
“homosexual” has derogatory connotations and may even 
be used as an insult, reflecting our society’s predomi- 
nantly negative attitudes toward same-gender sexuality. 

But the label “homosexual” or “gay” may also act as a 
self-fulfilling prophecy. Suppose that a young boy—possibly 
because he is gender-nonconforming or poor in sports, or 
for no reason at all—is called a “fag.” He reacts strongly 
and becomes more and more anxious and worried about 
his problem. He becomes painfully aware of the slightest 
gay tendency in himself. Finally he convinces himself that 
he is gay. Later, he begins engaging in same-gender sexual 
behavior and associates with a gay group. In short, a gay 
person has been created through labeling. 

Reiss’s sociological theory of human sexuality is also 
relevant here (Reiss, 1986). Recognizing the need to 
explain cross-cultural differences in sexual patterns, he 
contends that it is male-dominant societies with a great 
rigidity of gender roles that produce the highest incidence 
of gay men. In such societies there is a rigid male role 
that must be learned and conformed to, but young boys 
have little opportunity to learn it from adult men precisely 
because the gender roles are rigid, so that women take 
care of children and men have little contact with them. 
It is therefore difficult to learn the heterosexual compo- 
nent of the male role. In addition, because the male role is 
rigid, there will be a certain number of males who dislike 
it and reject its heterosexual component. Cross-cultural 
studies support his observations (Reiss, 1986). Societies 
that have a great maternal involvement with infants and 
low paternal involvement with infants and that have rigid 
gender roles are precisely those that have the highest inci- 
dence of same-gender sexual behavior in males. 

This pattern describes the negative pathway to 
same-gender sexuality. Reiss argues that there is also a 


positive pathway. It exists in less gender-rigid societies 
with more permissiveness about sexuality. In such societ- 
ies, individuals feel freer to experiment with same-gender 
behavior and may find it satisfying. 


The Bottom Line 

We have examined a number of theories of sexual orienta- 
tion and the evidence supporting or refuting them. What 
is the bottom line? Which theory is correct? The answer 
is, we don’t know yet. We do not know what causes sexual 
orientation. Several theories have strong evidence sup- 
porting them, but no one theory accounts for all cases. 
And yet, a good lesson can be learned from this somewhat 
frustrating conclusion. 

It has generally been assumed that gay people form not 
only a distinct category (which, we have already seen, is 
not very accurate) but also a homogeneous category, that 
is, that all gays are fairly similar. Not so. Probably there 
are many different kinds or “types” of LGBs. If this is the 
case, then one would not expect a single cause of sexual 
orientation but instead many causes, each corresponding 
to its type. The next step in research, then, will be to iden- 
tify the different pathways of development that lead to 
each (Kaestle, 2019). 


Differences between Gay Men 
and Lesbians 


Although gay men and lesbians are commonly lumped 
together in one category and called homosexuals, evi- 
dence from a number of 
sources indicates that 
there are some import- BAW YMeMtelecM lL Nate) 
ant differences between [Mey=Weyky-y40r) Petanl-la Wels 
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go beyond one group 
being male and the other 
female (Diamond, 2014). 

Women are more likely to be bisexual, and less likely 
to be exclusively homosexual, than men are. In the NSFG 
data set, 7.7 percent of women and 2 percent of men indi- 
cated that they identify as bisexual (Table 2). 

In related research, among both heterosexuals and 
LGBs, women show more flexibility or change over time 
in their sexual orientation (Kinnish et al., 2005). As noted 
earlier in the chapter, this is what Diamond (2008a) calls 
sexual fluidity. In laboratory research, men are specific 
in their sexual arousal, whereas women tend not to be 
(Chivers, 2017; Safron et al., 2020). That is, heterosexual 
men tend to be aroused, physiologically, by female stimuli 
and not male stimuli, and gay men show the reverse pat- 
tern. Women, however, whether lesbian or heterosexual, 
show arousal to both male and female stimuli. 
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As noted earlier in the chapter, gay men tend to 
reach developmental milestones earlier than lesbians 
(Katz-Wise et al., 2017). For example, in one study, 
lesbians experienced their first same-gender attraction, on 
average, at age 14, compared with age 11 for gay men. 

Some of the theories discussed earlier in this chapter 
seem to work for gay men or for lesbians but not for both. 
For example, the fraternal birth order effect has been found 
repeatedly; compared with heterosexual men, gay men are 
more likely to have a late birth order and an excess of older 
brothers. Lesbians, however, are no more or less likely to have 
a late birth order than heterosexual women (Bogaert, 2003). 

We will almost certainly need somewhat different the- 
ories to explain the development of sexual orientation in 
women and in men (Diamond, 2014). 


Just as different cultures around the world hold different 
views of same-gender sexual behavior (see A Sexually 
Diverse World: Ritualized Homosexuality in Melanesia), 


so do various U.S. racial/ethnic groups have different cul- 
tural definitions for same-gender behaviors. 

It is generally thought that there is less tolerance of 
LGBs in the African American community (Daboin et al., 
2015). In one study Whites had the lowest levels of antigay 
attitudes and Blacks had the highest levels, with Latinx 
and Asian Americans falling in between (Haslam & Levy, 
2006). Ethnic minority LGBs have a double minority sta- 
tus and may experience racism within the gay community 
and antigay prejudice within their ethnic group (Ibafiez et 
al., 2009). That said, some researchers believe that coping 
skills can helpfully transfer from one minority status to 
the other (Kuber et al., 2014). For example, learning cop- 
ing skills to deal with racial prejudice might also help the 
person cope with antigay prejudice, and vice versa. 

We should not overemphasize ethnic differences, 
though. In one large study of Asian Americans and Lat- 
inx, 88 percent of Asian Americans considered them- 
selves heterosexual, 2 percent LGB, 4 percent something 
else (and the rest didn’t answer) (Chae & Ayala, 2010). 
The comparable numbers for Latinx were 93, 1, and 
1 percent, respectively. This same pattern has been found 
in numerous studies of mainly White samples. 

It is also true that Black and Latino men are more likely 
than White men to engage extensively in same-gender 


Figure 8 Ethnicity and sexual orientation. Among Latinas, warmth and physical closeness are very 
acceptable, but there are strong taboos against female—female sexual relationships. 
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elanesia is an area of the southwest Pacific that 
includes the islands of New Guinea and Fiji as 

well as many others. Anthropologists’ research 
on same-gender sexual behavior in those cultures provides 
great insight into the ways in which sexual behaviors are 
the products of the scripts of a culture. This research is 
rooted in sociological and anthropological theory (see the 
chapter “Theoretical Perspectives on Sexuality”). As such, 
the analysis focuses on the norms of the society and the 
symbolic meaning that is attached to sexual behaviors. 

Among Melanesians, same-gender sexual behavior has 
a very different symbolic meaning from the one it has 
in Western culture (Herdt, 1984). There it is viewed as 
natural, normal, and indeed necessary. The Melanesian 
culture actually prescribes the behavior, in contrast to 
Western cultures, in which it is forbidden or proscribed. 

Sociologists and anthropologists believe that most cul- 
tures are organized around the dimensions of social class, 
race, gender, and age. Among Melanesians, age organizes 
the same-gender sexual behavior. It is not to occur among 
two men of the same age. Instead, it occurs between an 
adolescent and a preadolescent, or between an adult 
man and a pubertal boy. The older partner is always the 
inserter for the acts of anal intercourse, the younger part- 
ner the insertee. 

Ritualized homosexual behavior serves several social 
purposes in these cultures. It is viewed as a means by which 
a boy at puberty is incorporated into the adult society of 
men. It is also thought to encourage a boy’s growth, so that 


sexual behavior while still considering themselves to be 
heterosexual (Mufioz-Laboy, 2008). A sizable number— 
we don’t know the statistics exactly—of African American 
and Latino men are heterosexually married and present 
themselves to the world as heterosexual, yet engage in 
secret sex with other men, a practice called “down low” 
(Mufioz-Laboy, 2008). 

An interesting example of these different cultural 
definitions comes from a study of Mexican and Mexican 
American men and their same-gender sexual behavior 
(Magafia & Carrier, 1991). In Mexico, there is a dichot- 
omizing of same-gender sexual behaviors that parallels 
traditional gender roles. Anal intercourse, because it most 
resembles penis-in-vagina intercourse, is the preferred 
behavior, and fellatio is practiced relatively little. A man 


Ritualized Homosexuality in Melanesia 


it helps to “finish off’ his growth in puberty. In these soci- 
eties, semen is viewed as a scarce and valuable commodity. 
Therefore, the same-gender sexual behaviors are viewed as 
helpful and honorable, a means of passing on strength to 
younger men and boys. One anthropologist observed, 


Semen is also necessary for young boys to attain full growth 
to manhood. .. . They need a boost, as it were. When a 
boy is eleven or twelve years old, he is engaged for several 
months in homosexual intercourse with a healthy older 
man chosen by his father. (This is always an in-law or unre- 
lated person, since the same notions of incestuous relations 
apply to little boys as to marriageable women.) Men point 
to the rapid growth of adolescent youths, the appearance of 
peach fuzz beards, and so on, as the favorable results of this 
child-rearing practice. (Schieffelin, 1976, p. 124) 


In all cases, these men are expected later to marry 
women and father children. This points up the contrast 
between sexual identity and sexual behavior. The sexual 
behaviors are ones that we would surely term homosexual, 
yet these cultures are so structured that the boys and men 
who engage in same-gender sexual behaviors do not form 
a homosexual identity. 

Ritualized same-gender sexual behaviors are declining 
as these cultures are colonized by Westerners. It is fortu- 
nate that anthropologists were able to make their obser- 
vations over the last several decades to document these 
interesting and meaningful practices before they disappear. 


adopts the role either of receptive partner or inserting 
partner and does this exclusively. Those who take the 
receptive role are considered unmanly, feminine, and 
homosexual. Those who take the inserting role are consid- 
ered masculine, are not labeled homosexual, and are not 
stigmatized. This approach differs substantially from that 
in Anglo culture, where men commonly switch roles, and 
both are considered gay. 

Such different definitions of sexual orientation are not 
limited to Mexican and Mexican American culture. One 
researcher described the scene in Egypt: 


In Egypt, because there was so little sense of homosexu- 
ality as an identity, what position you took in bed defined 
all. Between men, the only sex that counted was anal 
sex... . In the minds of most Egyptians, “gay,” if it meant 
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anything at all, signified taking the receptive position in 
anal sex. On the other hand, a person who took the inser- 
tive role—and that seemed to include virtually all Egyptian 
men, to judge by what my acquaintances told me—was not 
considered gay. .. . Many of the insults in the Arabic lan- 
guage concern being penetrated anally by another man. 
(Miller, 1992, p. 76) 


As for lesbians, Latinas experience conflicts in the com- 
plexities of ethnicity and sexual orientation (Espin, 1987; 
Gonzalez & Espin, 1996). Although in Latin cultures, 
emotional and physical closeness among women is consid- 
ered acceptable and desirable, attitudes toward lesbians are 
even more restrictive than in Anglo culture. Familismo, the 
special emphasis on family—defined as mother, father, chil- 
dren, and grandparents—in Latin cultures makes the les- 
bian even more of an outsider. As a result, Latina lesbians 
often become part of an Anglo lesbian community while 
remaining in the closet with their family and among Lat- 
inx, creating difficult choices among identities. One Cuban 
woman responded to a questionnaire, “I identify myself as 
a lesbian more intensely than as a Cuban/Latin. But it is a 
very painful question because I feel that I am both, and I 
don’t want to have to choose” (Espin, 1987, p. 47). 

Two features of Asian American culture shape atti- 
tudes toward homosexuality and its expression: (1) a 
strong distinction between what may be expressed pub- 
licly and what should be kept private; and (2) a stronger 
value placed on loyalty to one’s family and on the perfor- 
mance of family roles than on the expression of one’s own 
desires (Choi & Israel, 2016; Cochran et al., 2007). Sexu- 
ality must be expressed only privately, not publicly. And 
having an identity, much less a sexual identity, apart from 
one’s family is almost incomprehensible to traditional 
Asian Americans. As a result, a relatively small propor- 
tion of Asian American LGBs seem to be “out” compared 
with non-Asians. Asian American LGBs who are out tend 
to be more acculturated, that is, influenced by American 
culture. They echo the sentiments of the Latina lesbian 
just mentioned, saying that they would prefer not to have 
to choose between their ethnic identity and their sexual 
identity but that when forced to make the choice they are 
more closely tied to the LGB part of their identities. 

In sum, when we consider sexual orientation from a 
multicultural perspective, two main points emerge: (1) The 
very definition of homosexuality is set by culture. In the 
United States, we would say that a man who is the inserting 
partner in anal intercourse with another man is engaging in 
homosexual behavior, but other cultures (such as Mexico 
and Egypt) would not agree. (2) Some ethnic groups are 
even more disapproving of homosexuality than are U.S. 
Whites. In those cases, LGBs feel conflicts between their 
sexual identity and loyalty to their ethnic group. 

These variations among ethnic groups in the United 
States are magnified as we look at attitudes toward 
same-gender sexuality in nations around the world. As 
shown in Table 3, acceptance of LGBs varies so much 


Table 3 The Global Divide on Acceptance 


of LGBTI People (a sampling from 
141 countries) 


LGBT Global 
Acceptance Index (GAI)* GAI 
Nation 2004-2008 2017-2020 

Iceland 6.02 S) 7433 
Netherlands 5.84 9.46 
Canada 4.91 S102 
United States 4.57 7.42 
Japan 4.22 5.26 
Uganda 2.46 3.63 
Egypt AL PXS) 2.48 
Saudi Arabia 2.16 SUS) 


“High scores indicate more acceptance. The maximum score is 10. 


Source: Flores & Park (2018); Flores (2021). 


that it has been called a global divide. Some nations, such 
as Iceland, Canada, and the Netherlands, have high levels 
of acceptance. Others, like the United States and Japan, 
are intermediate; and others, such as Uganda, Egypt, and 
Saudi Arabia, show little acceptance. In addition, Table 3 
shows that over a period of just 12 years, attitudes have 
changed in many countries, in a direction that means 
more polarization across nations. The nations that were 
accepting have grown more accepting, and the nations 
that were not accepting have not changed. 


—SE>E>SE>E>eeeEcxCL_—S———_———_ 
Bisexuality 


A bisexual is a person whose sexual orientation is toward 
both women and men, that is, toward members of the 
same gender as well as the other gender. A slang term is 
“ac-dc” (alternating current-direct current). 

Bisexuality is not rare; in fact, it is more common than 
exclusive homosexuality (if a bisexual is defined as a per- 
son who has had at least one sexual experience with a male 
and at least one with a female). About 2 percent of men 
and 7.7 percent of women claim a bisexual identity (see 
Table 2), although there is probably some underreporting. 

Some bisexuals are heterosexually married men who 
also have sex with men. One researcher recruited a sample 
of men who fit this description (Malcolm, 2008). In the 
sample, 65 percent were still married and 35 percent had 
divorced. Although all the men, behaviorally, were bisex- 
ual, 5 percent had a heterosexual identity, 38 percent had a 
bisexual identity, and 57 percent had a homosexual identity. 


Stereotypes and Prejudice 
Bisexuals may be viewed with suspicion or downright 
hostility by the gay community (Matsick & Rubin, 2018; 
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Sexual Fluidity and Questioning 


his case is taken from a series of interviews con- 
ducted by psychologist Lisa Diamond, author of 
Sexual Fluidity (2008a). 

At the first interview, Eleanor described herself as 
“questioning.” She has an outgoing, vivacious demeanor, 
with a broad, engaging smile and a self-deprecating sense 
of humor. 

Eleanor flatly refused to characterize her same-sex 
attractions on a 0-100 percent scale. She threw up her 
hands and exclaimed, “I can’t make any sense of that at all! 
There are too many variables involved when I’m attracted 
to someone, so there’s no way for me to divide it up that 
way.” Eleanor was 20 years old and had first begun to ques- 
tion her sexuality about a year earlier, when her boyfriend 
told her that he was bisexual. She had been aware of spo- 
radic same-sex attractions since the age of 13, and, in her 
words, “they scared the hell out of me.” Yet the attractions 
had always confused her. Most of her “gut level” urges 
were in response to men, but she found women more aes- 
thetically and emotionally desirable. As she put it, 


I prefer to make out with men, but the idea of having sex 
with a man utterly repulses me. I would, however, like to 
marry a woman, and that’s who I want to make a long-term 
commitment to. ... When people ask me if I’m straight and 
I say yes, I know I’m being dishonest, and I can’t tolerate 
that dishonesty. But if somebody asked me if I was a les- 
bian, I’d also feel dishonest saying yes. I guess I might be 
bisexual. I’m annoyed by the uncertainty. I know I’m not 
straight, it’s just a matter of defining my not-straightness. ... 


By the second interview Eleanor had settled on the 
compromise of a bisexual identification, despite the fact 
that her feelings for women remained relatively ambigu- 
ous. She was eager for more certainty about her sexuality. 


Rust, 2002). Radical lesbians refer to bisexual women as 
“fence-sitters,” saying that they betray the lesbian cause 
because they can act straight or lesbian whenever conve- 
nient. The term LUGs (lesbians until graduation) is used for 
women who live a lesbian lifestyle when it is easy in college 
and then shift to convenient heterosexuality afterward. Some 
gays even argue that there is no such thing as a true bisexual 
(Rust, 2002). Heterosexuals, too, can be quite biased against 
bisexuals, especially men (Yost & Thomas, 2012). 

Bisexuals tend to be stereotyped as nonmonogamous 
(Yost & Thomas, 2012). They can also be stereotyped as 
confused and untrustworthy (Zivony & Lobel, 2014). 


I still go through this whole explanation when I tell peo- 
ple I’m bisexual, because the truth is that my attraction 
to women isn’t really all that sexual. It’s more aesthetic. 
Women are just so much better looking than men. I guess 
I find women magnetic. That’s not quite the same as a 
sexual attraction. .. . I thought that things would resolve 
themselves. I expected that over time I’d either feel clear 
sexual attractions and I'd identify as bisexual or I wouldn’t 
feel them at all and I’d identify as heterosexual. But now 
I realize that won’t happen—I still feel the same and I’ve 
accepted that. 


At the third interview, at age 25, Eleanor had finally 
reconciled with the fact that her emotional and aesthetic 
appreciation for women did not really qualify as sexual 
attraction. Yet contrary to the notion that this might just 
be a rationalization for not identifying as lesbian or bisex- 
ual, Eleanor actually expressed great disappointment that 
she was not gay. 


I’ve kind of straightened out! I still call myself bisexual but 
I’m on the edge of heterosexual, which I’m not pleased 
about. ... I never really wanted to be heterosexual but I don’t 
have much choice in the matter. . . . I think sexuality defi- 
nitely changes, because it’s not that I’m just more aware of 
the straight parts of me, I’ve actually become more straight, 
but I don’t have any idea what causes those changes. 


Eleanor reported the same basic perspective at the 
8-year and 10-year follow-up interviews, when she charac- 
terized herself as “reluctantly heterosexual.” At the time 
of the 10-year interview, she described her emotional 
attraction as 70 percent to women, but her physical attrac- 
tion as only 5 percent to women. 


On the question of whether there are true bisexuals, 
the emerging scientific evidence increasingly indicates 
that there really are individuals who are attracted to both 
women and men. For example, in one study the research- 
ers recruited self-identified bisexual women and men, as 
well as heterosexual women and men (Lippa, 2013). The 
participants then viewed multiple photos of male and 
female swimsuit models and rated their sexual attrac- 
tiveness. Meanwhile, their viewing times for each photo 
were measured unobtrusively. As might be expected, the 
heterosexual men rated the female models as very attrac- 
tive and the male models as not attractive. Similarly, the 
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Pansexual: People who are sexually 


or romantically attracted to people 
regardless of their gender. 


heterosexual women rated the male models as attractive 
and the female models as less attractive. The bisexual men 
found both male and female models to be attractive, as 
did the bisexual women. That is, the bisexuals really did 
show a pattern of attractions that was distinct from the 
heterosexuals. Even more interesting, though, were the 
findings for the unobtrusive behavioral measure of look- 
ing times. The bisexual women and men spent about equal 
amounts of time looking at the male and the female mod- 
els, in contrast to heterosexuals, whose looking times were 
quite skewed toward models of the other gender. Other 
research, using physiological measures of arousal, shows 
similar results (Cerny & Janssen, 2011). In short, bisexual 
people, with bisexual patterns of attraction, really do exist. 


Bisexual Development 

Some have argued that bisexuality is a developmental 
stage on the way to discovering that one is truly gay or 
lesbian. Is that view accurate, or are there some people 
who are lifelong bisexuals? One longitudinal study over 
10 years followed women who initially said they were les- 
bian, bisexual, or “unlabeled” in their sexual orientation 
(Diamond, 2008b). At the start of the study, the women 
ranged in age between 18 and 25. Fully 22 percent of the 
women maintained their bisexual or unlabeled identity 
over the 10 years, indicating that it is not just a transi- 
tional phase. Many other women changed in their identity 
over time, often in response to relationship experiences. 
For example, among women who began the study identi- 
fying as lesbian and then switched to bisexual/unlabeled, 
two-thirds had sexual contact with a man during the two 
years before the identity change. 

The timing and flexibility of these sequences argue for 
the importance of late-occurring experiences in the shap- 
ing of one’s sexual behavior and identity. As already dis- 
cussed in this chapter, most of the theory and research 
rest on the assumption that sexual orientation is deter- 
mined by conditions in childhood, or by prenatal or 
genetic factors. Yet some people have their first hetero- 
sexual and then their first same-gender sexual experience 
in their twenties. It is difficult to 
believe that these behaviors were 
determined by some event that 
occurred before birth. 


Mostly Heterosexuals 

Another group that is being recognized today is the mostly 
heterosexuals, that is, people who are not exclusively het- 
erosexual, but also not quite bisexual (Savin-Williams & 
Vrangalova, 2013). Kinsey might have called them a 1 on 
his scale. They have a small amount of same-gender sexual 
attraction and they engage in same-gender sexual behav- 
ior only occasionally. Research on mostly heterosexuals 
challenges the idea that sexual orientation can be under- 
stood as two—or maybe three—distinct categories. Instead, 
it supports the idea that sexual orientation exists along a 
continuum. 


Pansexuals 

The term pansexual refers to people who are sexually or 
romantically attracted to people regardless of their gen- 
der (Morandini et al., 2017, 2019). As a sexual identity, it 
seeks to overcome the gender binary assumptions inher- 
ent in the label “bisexual.” 


Concluding Reflections 
This consideration of bisexuality raises a question as to 
whether heterosexuality is really the “natural” state. 

The pattern in some theories has been to try to dis- 
cover the pathological conditions that cause homosexual- 
ity (e.g., having a father who is an inadequate role model 
or a bad dose of prenatal hormones)—all on the basis of 
the assumption that heterosexuality is the natural state 
and that homosexuality must be explained as a deviation 
from it. As discussed earlier, this approach has failed; 
there appear to be multiple causes of same-gender sexual- 
ity, just as there may be multiple causes of heterosexuality. 
The important alternative to consider is that bisexuality 
is the natural state, a point acknowledged by the learn- 
ing theorists and sociological theorists (Weinberg et al., 
1994). This chapter closes, then, with some questions. 
Psychologically, the real question should concern not 
the conditions that lead to homosexuality but rather the 
causes of exclusive homosexuality and exclusive hetero- 
sexuality. Why do we eliminate some people as potential 
sex partners simply on the basis of their gender? Why isn’t 
everyone bisexual or pansexual? 
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ing Skill 


Interpreting research findings 


Earlier in this chapter, we saw that the rate of suicide attempts is higher among sexual minority youth (9.4 percent) 
than it is among heterosexual youth (2 percent). That is the statistical research result, but how should it be inter- 
preted? What does it mean? 

In interpreting research results, it is important to consider two questions: (1) Is the difference big enough to 
care about? and (2) What factor(s) could cause such an effect? 

First, then, is the difference big enough to be important? For example, sometimes we hear a proclamation in 
the news that the unemployment rate is up, followed by the specifics that it is up from 7.8 percent in January to 
7.9 percent in February. True, 7.9 is greater than 7.8, but the difference is tiny and not important. In the case of 
sexual minority youth, is the difference in suicide attempts big enough to be important? If you have had a statistics 
course, you will know that one way to evaluate a difference between two groups involves testing whether the differ- 
ence is statistically significant. Therefore, statistical tests of significance are one way to decide whether a difference 
is big enough to be important. Another way to think about how big the difference is, especially when the data are 
given in terms of percentages, is to evaluate the percentages directly. Is it disturbing that the suicide attempt rate 
is more than four times as high among gay youth as straight youth? Or is a rate under 10 percent for gay youth 
still low and not cause for concern? We might add to that an evaluation of the cost of the behavior. True, a suicide 
attempt rate of 9.4 percent represents just a small minority, but some suicide attempts foreshadow actual suicides 
and the death of a person, so a rate of 9.4 percent might be unacceptably high. Perhaps even the 2 percent rate for 
straight youth is unacceptably high. Statistical tests of significance cannot answer these questions, which rest much 
more on personal values. 

Assuming that our answer to the first question is yes, there is a big enough difference between sexual minority 
and straight youth to be important, then we can ask what factor or factors cause the difference? Don’t stop with 
generating just one cause, but think of several, and then ask, might more than one of them be important? It is not 
always necessary to choose between one cause and another. Think of some possible causes before continuing to 
the next paragraph. 

Some possible causes, not all of them supported by research, include the following: Perhaps there are genetic 
factors that cause same-gender sexuality, and those same genetic factors also cause depression and suicide 
attempts. Another possible interpretation might be that homosexuality is a mental illness and therefore more sui- 
cide attempts occur among LGB youth. A third possible interpretation involves thinking about what might cause 
suicide attempts in general, not just among LGB youth. A leading cause is serious stress, so a possible cause of the 
difference is that sexual minority youth experience more stress—such as bullying—than straight youth do, and that 
accounts for the higher rate of suicide attempts. 

Notice that the way we interpret the research findings in this case could lead to very different conclusions and 
implications. One person might conclude that the research provides confirmation that homosexuality is a mental 
illness. Another person might conclude from the same findings that sexual minority youth face intolerable levels of 
stress and that we should institute social programs in schools and families to reduce the stress. For a person who 
wanted to pursue this question more, the important next step would be to consider what other research evidence 
would be needed to decide among these conclusions and then find out what the research says. 
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SUMMARY 


Sexual orientation refers to a person’s erotic and emo- 
tional orientation toward members of their own gender or 
members of the other gender. 


Attitudes toward Gays and Lesbians 
About 26 percent of Americans believe that homosexu- 
ality is wrong. This belief is the basis for much antigay 
prejudice. In some cases this prejudice is so strong that 
it results in hate crimes and harassment directed at gays 
and lesbians. 


Life Experiences of LGBs 

Coming out involves acknowledging to oneself, and then 
to others, that one is gay or lesbian. LGB communities 
can be found around the world. These communities are 
defined by a common culture and social life and by rituals 
such as pride marches. The legalization of same-gender 
marriage in the United States in 2015 marked a major shift 
in LGB couple relationships. Positive psychology empha- 
sizes the strengths found in LGB couples. Although con- 
cerns have been voiced about the well-being of children 
who grow up in lesbian and gay families, these concerns 
are unfounded, according to the available studies. 


How Many People Are Gay, 

Straight, or Bi? 

Well-sampled surveys indicate (when corrected for some 
underreporting) that about 2 percent of men and 3 per- 
cent of women have a gay or lesbian identity and that 
roughly 7 percent of men and 21 percent of women have 
had at least one same-gender sexual experience. Kinsey 
devised a scale ranging from 0 (exclusively heterosexual) 
to 6 (exclusively homosexual) to measure this diversity of 
experience. A person’s sexual identity may be discordant 
with their actual behavior. 


Sexual Orientation and 

Mental Health 

Well-conducted research indicates that homosexuality 
per se is not a sign of poor adjustment. Research does 
show somewhat elevated rates of depression and suicide 
attempts among LGBs, which is mainly due to minority 


stress, exposure to prejudice and maltreatment, and 
the failure of family and friends to support the person. 
Although some groups claim success in reparative ther- 
apy to change the sexual orientation of LGBs, there is no 
scientific evidence that one’s sexual orientation can be 
changed by any known methods, and many indications 
that these therapies are psychologically harmful. 


Why Do People Become Gay or 
Heterosexual? 

Biological explanations include genetic factors, prenatal 
factors, and brain factors. The genetic and prenatal expla- 
nations have some support from the data. Learning the- 
orists stress that the sex drive is undifferentiated at birth 
and is channeled, through experience, into heterosexuality 
or homosexuality. Sociologists emphasize the importance 
of roles and labeling in understanding homosexuality. 
Available data do not point to any single factor as a cause 
of sexual orientation but instead suggest that there may 
be many types of gays and many types of straights, with 
corresponding different causes. 


Differences between Gay Men and 
Lesbians 

Gay men and lesbians differ in some ways. Women are 
more likely to be bisexual, and some theories that are 
effective in explaining men’s sexual orientation are not 
supported for women. 


Sexual Orientation in Multicultural 
Perspective 

Different ethnic groups in the United States, as well as 
different cultures around the world, hold diverse views 
of same-gender sexual behaviors. LGBT people of color 
experience worse physical health and mental health than 
White LGBTQ people; they also experience racism within 
the gay community. 


Bisexuality 

Bisexuals are attracted to both women and men. Bisexual- 
ity may be more “natural” than either exclusive heterosex- 
uality or exclusive homosexuality. 
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1. How can I tell if sexual behavior is 
normal or abnormal? 


2. Who is more likely to engage in these 


sexual variations—men or women? 
3. What is asexuality? 
4. Is my sex-related Internet use 
compulsive? 


Read this chapter to find out. 
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Variations in Sexual Behavior 
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Cognitive Behavioral Therapies 
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So men love women, some love other men, some love dogs and horses, and occa- 
sionally you find one who loves his raincoat.* 


*Max Schulman. (1960). J Was a Teen-Age Dwarf. New York: Bantam. 


Most laypeople, as well as most scientists, have a ten- 
dency to classify behavior as normal or abnormal. There 
seems to be a particular tendency to do this with regard to 
sexual behavior. Many terms are used for abnormal sexual 
behavior, including sexual deviance, perversion, sexual vari- 
ance, and paraphilias. The term sexual variations is used 
in this chapter because it is currently favored in scientific 
circles. Members of the communities who practice these 
behaviors refer to them as kink. 

In the chapter “Sexual Orientation: Gay, Straight, or 
Bi?” we saw the evidence that same-gender sexuality per 
se is not an abnormal form of sexual behavior. This chap- 
ter deals with some behaviors that more people might 
consider to be abnormal, so let's consider exactly when a 
sexual behavior is abnormal. 


When Is Sexual Behavior 
Abnormal? 


Defining Abnormal 

As we saw in the chapter “Sexuality in Perspective,” sex- 
ual behavior varies greatly from one culture to the next. 
There is a corresponding variation across cultures in what 
is considered to be abnormal sexual behavior. Given this 
great variability, how can one come up with a reasonable 
set of criteria for what is abnormal? 

One approach is to use a statistical definition. Accord- 
ing to this approach, an abnormal sexual behavior is one 
that is rare, or not practiced by many people. Following 
this definition, then, standing on one’s hands while hav- 
ing intercourse would be considered abnormal because it 
is rarely done, although it does not seem very abnormal in 
other ways. This definition, unfortunately, does not give 
us much insight into the psychological or social function- 
ing of the person who engages in the behavior. 

In the sociological approach, the problem of culture 
dependence is explicitly acknowledged. A sociologist 


A psychological approach emphasizes the 4Ds of 
abnormal behavior (Nolen-Hoeksema, 2017): (1) dysfunc- 
tional behavior impairs the person’s functioning in daily 
life; (2) the behavior causes great emotional distress to 
the person; (3) highly deviant behavior (such as hearing 
voices that no one else can hear, or desiring sex with a 
corpse); and (4) behavior that is dangerous to the self or 
others (such as committing sexual assault, which clearly 
harms others). For example, a male clerk in a Minneapo- 
lis supermarket was having intercourse with willing shop- 
pers in their cars several times a day. This behavior led 
to his being fired, which is an example of a dysfunctional 
impairment. 

The American Psychiatric Association (2022), in 
its Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5-TR), uses the terms paraphilia and paraphilic 
disorder. Paraphilia refers to sexual activities other than 
“vanilla sex”: sexual intercourse (and oral sex, stroking, 
and so on) with an adult who consents to the activity. Para- 
philias, then, are just atypical sexual interests. DSM-5-TR 
recognizes eight specific paraphilias: fetishism, transves- 
tism, sexual sadism, sexual masochism, voyeurism, frot- 
teurism, exhibitionism, and pedophilia. We consider all 
of them in this chapter, with the exception of pedophilia, 
which is covered in the chapter “Sexual Coercion.” 

A paraphilia rises to the level of paraphilic disorder if 
it causes the person serious distress or impairs their func- 
tioning, or causes harm to the self or others. The impair- 
ment may be in areas such as relationships with family 
or job performance. A happy practitioner of BDSM with 
other adults who consent to the activity does not qualify 
as having a paraphilic disorder. 


The Normal—Abnormal Continuum 

Each of the approaches just described provides criteria 
that attempt to distinguish what is normal from what 
is abnormal. Although such distinctions may be made 
in theory, they are often difficult to make in reality. 
For example, lingerie is often 
sexually arousing for both men 


might define a deviant sexual behavior as a sexual behav- 
ior that violates the norms of society. Thus, if a society 
says that a particular sexual behavior is deviant, it is—at 
least in that society. This approach recognizes the impor- 
tance of the individual’s interaction with society and of 
the problems that people face if their behavior is labeled 
“deviant” in the culture in which they live. 


Paraphilia (par-uh-FILL-ee-uh): 
Unusual, unconventional sexual 
behavior. 


and women. For a woman who 
is wearing a low-cut bra and silk 
thong panties, the sensuous feel of 
the material against her skin may 
be arousing; for a man it might be 
the sight of the woman wearing 


Paraphilic disorder: Paraphilia that 
causes the person distress or impairs 
their functioning, or causes harm to 
self or others. 
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CHAPTER 14 + VARIATIONS IN SEXUAL BEHAVIOR 


Fetishism: A person’s sexual arousal 
to some object or nongenital body 


part, and attachment of great erotic 
significance to it. 


Strength of preference for fetish object 


Mild Strong 
preference preference 


Substitute for 
Necessity human partner 


SSS SS ae 
LD 


Abnormal 


Figure 1 The continuum from normal to abnormal behavior in the case of fetishes. 


the lingerie. At the same time, lingerie is a common sex- 
ual fetish object. This is an excellent example of the con- 
tinuum from normal to abnormal sexual behavior. That is, 
normal sexual behavior and abnormal sexual behavior— 
like other normal and abnormal behaviors—are not two 
separate categories but rather gradations on a contin- 
uum. Many people have mild fetishes, finding things such 
as silk underwear arousing, and that is well within the 
range of normal behavior; only when the fetish becomes 
extreme is it abnormal. 

This continuum from normal to abnormal behav- 
ior can be conceptualized using the scheme shown in 
Figure 1. A mild preference, or even a strong preference, 
for the fetish object (say, silk panties) is within the normal 
range of sexual behavior. When the silk panties become 
a necessity—when the man cannot become aroused and 
have intercourse unless they are present—we have crossed 
the boundary into abnormal behavior. When the man 
becomes obsessed with silk panties and shoplifts them at 
every opportunity, so that he will always have them avail- 
able, the fetish has become fetishistic disorder. In extreme 
forms, the silk panties may become a substitute for a 
human partner, and the man’s sexual behavior consists 
of masturbating with the silk panties present. In these 
extreme forms, the man may commit burglary or even 
assault to get the desired fetish object. 

The continuum from normal to abnormal behavior 
holds for many of the sexual varia- 
tions discussed in this 
chapter, such as voy- 
eurism, exhibitionism, 
and sadism. 


How can | tell if sexual 
behavior is normal or 


abnormal? 


—_EEEEESSESSSSSSSSSSSSaaa7 
Fetishism 


Fetishism refers to sexual arousal to some object or non- 
genital body part, such as feet, and attachment of great 
erotic significance to it. A common fetish in the United 
States is for clothing made of 
leather (Figure 2). Fetishism rises 
to the level of fetishistic disorder 
if the person is distressed about it 
or if the fetish causes significant 


impairments in their daily functioning. In extreme cases 
the person is incapable of becoming aroused and having 
an orgasm unless the fetish object is present. Typically, 
the fetish item is something closely associated with the 
body, such as clothing. 

An online survey that recruited women at “kink” 
community events and online forums assessed whether 
they had ever participated in 126 specific sexual activi- 
ties (Rehor, 2015). Seventy-five percent of the women 
reported being sexually aroused by an object (a fetish 
behavior). Items of clothing (such as lingerie, shoes, and 
corsets) and fabrics (such as leather, rubber, and vinyl) 
were the most frequently mentioned categories of objects. 


Why Do People Develop Fetishes? 
Psychologists have proposed different reasons for what 
causes fetishes to develop. Here we consider two theoret- 
ical explanations: learning theory and cognitive theory. 
These theories can be applied equally well to explaining 
many of the other sexual variations in this chapter. 
According to learning theory, fetishes result from clas- 
sical conditioning, in which a learned association is built 
between the fetish object and sexual arousal and orgasm 
(McGuire et al., 1965; Pfaus, 2020). In some cases a 
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Figure 2. A common fetish is for leather, often in 
association with sexual sadism and masochism. This 
store caters to clientele interested or involved in 
those activities. 


Julian Wasser/Getty Images 
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A Case History of a Shoe Fetishist 


he following case history is taken directly from 
the 1886 book Psychopathia Sexualis, by Richard 


'T von Krafft-Ebing, the great early investigator of 


sexual deviance. It should give you the flavor of his work. 


Case 114. X., aged twenty-four, from a badly tainted fam- 
ily (mother’s brother and grandfather insane, one sister 
epileptic, another sister subject to migraine, parents of 
excitable temperament). During dentition [teething] he 
had convulsions. At the age of seven he was taught to 
masturbate by a servant girl. X. first experienced pleasure 
in these manipulations when the girl happened to touch 
his member [penis] with her shoe-clad foot. Thus, in the 
predisposed boy, an association was established, as a 
result of which, from that time on, merely the sight of a 
woman’s shoe, and finally, merely the idea of them, suf- 
ficed to induce sexual excitement and erection. He now 
masturbated while looking at women’s shoes or while call- 
ing them up in imagination. The shoes of the school mis- 
tress excited him intensely, and in general he was affected 
by shoes that were partly concealed by female garments. 
One day he could not keep from grasping the teacher’s 
shoes—an act that caused him great sexual excitement. In 
spite of punishment he could not keep from performing 
this act repeatedly. Finally, it was recognized that there 
must be an abnormal motive in play, and he was sent to 
a male teacher. He then revelled in the memory of the 
shoe scenes with his former school mistress and thus had 
erections, orgasms, and, after his fourteenth year, ejacu- 
lation. At the same time, he masturbated while thinking 
of a woman’s shoes. One day the thought came to him 
to increase his pleasure by using such a shoe for mastur- 
bation. Thereafter he frequently took shoes secretly and 
used them for that purpose. 


single learning trial might serve to cement the associa- 
tion. For example, one man recalled, 


I was home alone and saw my uncle’s new penny loafers. 
I went over and started smelling the fresh new leather 
scent and kissing and licking them. It turned me on so 
much that I actually ejaculated my first load into my 
pants and have been turned on ever since. (Weinberg 
et al., 1995, p. 22) 


In this case, shoes were associated with sexual arousal as 
the result of an early learning experience. Another exam- 
ple appears to be the shoe fetishist described in First Per- 
son. This case clearly exemplifies the DSM-5-TR criteria. 


Nothing else in a woman could excite him; the 
thought of coitus filled him with horror. Men did not 
interest him in any way. At the age of eighteen he opened 
a shop and, among other things, dealt in ladies’ shoes. 
He was excited sexually by fitting shoes for his female 
patrons or by manipulating shoes that came for mend- 
ing. One day while doing this he had an epileptic attack, 
and, soon after, another while practicing onanism in his 
customary way. Then he recognized for the first time the 
injury to health caused by his sexual practices. He tried 
to overcome his onanism, sold no more shoes, and strove 
to free himself from the abnormal association between 
women’s shoes and the sexual function. Then frequent 
pollutions, with erotic dreams about shoes, occurred, 
and the epileptic attacks continued. Though devoid of 
the slightest feeling for the female sex, he determined on 
marriage, which seemed to him to be the only remedy. 

He married a pretty young lady. In spite of lively erec- 
tions when he thought of his wife’s shoes, in attempts at 
cohabitation he was absolutely impotent because his dis- 
taste for coitus and for close intercourse in general was far 
more powerful than the influence of the shoe-idea, which 
induced sexual excitement. On account of his impotence 
the patient applied to Dr. Hammond, who treated his epi- 
lepsy with bromides and advised him to hang a shoe up 
over his bed and look at it fixedly during coitus, at the 
same time imagining his wife to be a shoe. The patient 
became free from epileptic attacks and potent so that 
he could have coitus about once a week. His sexual exci- 
tation by women’s shoes also grew less and less. 


Source: Von Krafft-Ebing (1886), p. 288. 


The youth/man experienced sexual fantasies and urges 
associated with women’s shoes for years, experienced 
arousal and ejaculation only when they were present, and 
experienced significant impairment in his academic and 
social life as a result. There was even an experiment that 
demonstrated that males could, in the laboratory, be con- 
ditioned to become sexually aroused when viewing pic- 
tures of shoes (Rachman, 1966). 

A second possible theoretical explanation comes 
from cognitive psychology, discussed in the chap- 
ter “Theoretical Perspectives on Sexuality” (Walen & 
Roth, 1987). According to cognitive theorists, fetishists 
(or other paraphilics) have a serious cognitive distortion 
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Drag queen: A man who dresses in 
women’s clothing, usually in a flam- 
boyant way. 

Female impersonator: A man 


in that they perceive an unconventional stimulus—such as 
black leather boots—as erotic. Further, their perception of 
arousal is distorted. They feel driven to the sexual behav- 
ior when aroused, but the arousal may actually be caused 
by feelings of guilt and self-loathing. Thus there is a chain 
in which there are initial feelings of guilt at thoughts of the 
unconventional behavior, which produces arousal, which 
is misinterpreted as sexual arousal (see misattribution of 
arousal in the chapter “Attraction, Love, and Communica- 
tion”), which leads to a feeling that the fetish ritual must 
be carried out; it is, and there are orgasm and temporary 
feelings of relief, but the evaluation of the event is nega- 
tive, leading to further feelings of guilt and self-loathing, 
which perpetuates the chain. 

Fetishism typically develops early in life. In one sam- 
ple of foot or shoe fetishists, the mean age at which 
respondents reported first being sexually aroused by feet 
or shoes was 12 years (Weinberg et al., 1995). 


—SS>SEEEEEEeye—————————————————— 
Cross-Dressing 


Cross-dressing refers to dressing as a member of the other 
gender. Cross-dressing may be done by a variety of people 
for a variety of reasons. Trans men typically dress as men 
as part of their social transition (transgender experiences 
are discussed in the chapter “Gender and Sexuality”). 
Here we discuss three other types of cross-dressing: drag, 
female impersonation, and transvestism. 


Drag 
Some gay men—drag queens—dress up as women, and some 
lesbians dress in masculine clothes (drag kings) (Heller, 
2020; Moncrieff & Lienard, 2017). These practices are 
basically caricatures of traditional gender roles and are usu- 
ally done in a playful way, as a performance. 

Currently, perhaps the most visible example of drag 
in our culture is the television series RuPaul’s Drag Race 
(see Figure 3). 


Female Impersonators 

Female impersonators are men who dress as women, often 
as part of their job as entertainers. For example, Robin 
Williams as Mrs. Doubtfire and 
Dustin Hoffman as Tootsie won 
praise from critics and big box 
office profits for their imperson- 
ations of women. 


or woman who impersonates a 


specific woman as part of a job in 
entertainment. 


Transvestism: The practice of dressing In contrast to people who engage 


as a member of the other gender in 
order to experience sexual arousal. 


Transvestites 


in cross-dressing for the rea- 
sons discussed above, some men 


the pes ts— 


RAG 


Figure 3 Drag Queen RuPaul, the force behind 
RuPaul’s Drag Race. 


PETER POWELL/Shutterstock 


regularly dress in female clothing to produce sexual 
excitement. This practice is known as transvestism. The 
cross-dressing is often done in private, perhaps by a mar- 
ried man without his wife’s knowledge. 

Transvestism is almost exclusively a male sexual vari- 
ation; it is essentially unknown among women. There 
may be a number of reasons for this 
difference, including 
our culture’s tolerance 


Who is more likely 

to engage in these 

of women who wear BRE Melryie tee ula 
masculine clothing and [eym7feynit-jare 


intolerance of men who 
wear feminine clothing. Also, tradi- 

tionally, women’s clothing is by design sexual and erotic, 
whereas men’s clothing is functional (Wheeler et al., 
2008). The phenomenon illustrates a more general point, 
namely, that many sexual variations are defined for, or 
practiced almost exclusively by, members of one gender; 
the parallel practice by members of the other gender is 
often not considered deviant. Most sexual variations are 
practiced mainly by men. 

A survey of a national sample in Sweden asked each 
participant whether they had ever dressed in clothing of 
the other gender and experienced sexual arousal (Lang- 
strom & Zucker, 2005). Almost 3 percent of men and 0.4 
percent of women reported at least one such experience. 

In one sample of transvestites, 87 percent were hetero- 
sexual and 60 percent were married; 66 percent reported 
that their first cross-dressing experience occurred before 
age 10 (Docter & Prince, 1997). Sexual excitement 
and orgasm were reported by 40 percent as frequently 
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occurring with cross-dressing. Almost all preferred dress- 
ing completely as women during the activity, but only 14 
percent frequently went out in public dressed as women. 

How do the wife and children of the cross-dresser react 
to his unusual behavior? One researcher observed four 
stages in the process (Lev, 2004). The first is discovery 
or disclosure, in which the wife discovers her husband’s 
cross-dressing or he discloses it to her. The next stage is 
marked by turmoil, both in the relationship and for the 
individual. In the third stage, the couple negotiate: What 
is acceptable? What are the boundaries? If all of this goes 
successfully, the couple enter the fourth stage, finding a 
new balance. One study of wives of cross-dressers—the 
husbands were either transvestites or trans women—found 
many ways in which the stories of these relationships 
unfolded (Erhardt, 2007). For example, in one case, Joe 
(names are changed to preserve anonymity) told Kate 
about his cross-dressing by phone while he was out of 
town. Kate had a strong emotional reaction, even consid- 
ering suicide, but instead of making a snap decision to 
leave Joe, she sought both individual and couple counsel- 
ing. As a result, she set clear limits; for example, he could 
cross-dress only while he was away on business trips. 
Their relationship did indeed find a new balance. 

Occasional cross-dressing is one of the harmless, vic- 
timless sexual variations, particularly when it is done 
in private. Like other forms of atypical behavior, it is a 
problem only when it becomes so extreme that it is the 
person’s only source of erotic gratification, or when it 
becomes a compulsion the person cannot control and it 
therefore causes distress or impairment in other areas of 
the person’s life. 


—S——— | 
Sadism and Masochism 


Definitions 

A sexual sadist is a person who experiences intense sex- 
ual arousal from the physical or psychological suffering of 
another person. The term sadism derives from the name 
of the Marquis de Sade, who lived around the time of the 


to bring misfortune on themselves, but these are not the 
meanings used here. These two are often referred to as a 
pair because the two behaviors or roles (giving and receiv- 
ing pain) are complementary. 

There are two other styles of interaction that are related 
to sadism-masochism (S-M). These are bondage and 
discipline (B-D) and dominance and submission (D-S) 
(Coppens et al., 2020). Bondage and discipline refers to 
the use of physically restraining devices or psychologi- 
cally restraining commands as a central aspect of sexual 
interactions. These devices or commands may enforce 
obedience and servitude without inducing any physical 
pain. Dominance and submission refers to interaction that 
involves a consensual exchange of power; the dominant 
partner uses their power to control and sexually stimulate 
the submissive partner. In many cases, all of these sexual 
practices are grouped together under the term BDSM. 


Sadomasochistic Behavior 

A review found, among men evaluated for paraphilic dis- 
orders, that 3 to 11 percent were diagnosed as sadists, 
and 2 to 6 percent as masochists (Krueger, 2010). In its 
milder, nonparaphilic forms it is probably more common 
than many people think. A survey of the general popu- 
lation found that 2.2 percent of men and 1.3 percent of 
women reported involvement in BDSM in the past year 
(Richters et al., 2008). BDSM fantasies are considerably 
more common than real-life sadomasochistic behavior 
(Coppens et al., 2020). 

An online survey of women recruited through the 
“kink” community asked participants to report on 62 
“BDSM-related” behaviors (Rehor, 2015). Many partic- 
ipants (75 to 85 percent) reported behaviors that cause 
pain, including breast play (slap, clothespins), paddling, 
flogging, genital play (slap, kick, clothespins), and whip- 
ping and caning. The use of bondage toys for sensual or 
erotic pleasure was reported by 85 percent as well. 

A good example of BDSM activity is a Strictly 
Spanking party in New York City (David, 2011). These 
bimonthly parties attract men and women who like to be 
spanked, and spankings are the 
main activity. People wear colored 


nametags noting whether they are Sexual sadist: A person who expe- 
4 top. a bottom. orswitch. At one riences intense sexual arousal from 
P if me the suffering of another person. 

party, most of the participants | sexual masochist: A person who 
were over 45, and ordinary-looking experiences intense sexual arousal 
people from many walks of life. |) from being beaten, bound, humili- 
Most were straight. Spankos talk | ated, or made to suffer. 

about being fascinated by spank- 


ing from a young age. People do 


French Revolution. Not only did he practice sadism— 
several women apparently died from his attentions (Bullough, 
1976)—but he also wrote novels about these practices (the 
best known is Justine), thus ensuring his place in history. 

A sexual masochist is a person who experiences intense 
sexual arousal from fantasies or the behavior of being 
humiliated, hurt, bound, or otherwise made to suffer. 
This variation is named after Leopold von Sacher-Masoch 
(1836-1895), who was himself a masochist and who 
wrote novels expressing masochistic fantasies. Notice 
that the definitions of sadism and masochism make spe- 
cific their sexua/ nature; the terms are often loosely used 
to refer to people who are cruel or to people who seem 


Bondage and discipline: The use of 
physical or psychological restraint to 
enforce servitude, from which both 
not pair off and have sex during or | participants derive sensual pleasure. 
after the party. For a few partici- Dominance and submission: The 


pants, spanking becomes a central use of power consensually given to 


control the sexual stimulation and 


focus of their lives; they cultivate behavior oftheother person: 


daddy-daughter relationships, and 
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Milestones in Sex Research 


Survey 
Excellent: 
Good: 
tor 


divorced mother and self-described “soccer 


Sexual Addictions? 
mom,” Patricia (not her real name) acknowledges 
having sex with more than 30 men in 4 years. She 


described being preoccupied with finding and meeting 
male partners for sex. “There were men I don’t even know 
their last names.” She engaged in behaviors she is now 
ashamed of. Eventually she “hit rock bottom” and read a 
pamphlet with questions like “Have you had sex at inappro- 
priate times, in inappropriate places, and/or with inappro- 
priate people?” She answered yes to most of them, and 
entered a support group for “sex addiction” (Hickey, 2010). 

Benoit (real name) drove for three hours to meet 
a stranger for sex in a deserted grocery store parking 
lot at 1:00 am. “Mike” never showed up, so he called a 
19-year-old he had met online who lived nearby, and they 
hooked up. Benoit realized he “couldn’t stop chasing sex, 
no matter the consequences.” “Within three months, I 
had hooked up with 20 guys from online.” Several years 
later he entered an inpatient treatment program for “sex 
addicts” (Denizet-Lewis, 2009). 

There are tens of thousands of people with stories like 
these in the United States. Their sexual histories include 
some characteristics of the paraphilic disorders: frequent 
sexual activity, intense desire or craving for the activity, 
and eventually experiencing impairment in work, family, 
and social functioning in their daily lives. But instead of 
entering psychiatric care with a diagnosis of a paraphilic 
disorder, they enter treatment as a “sex addict.” 

The theory of sexual addiction was popularized by Pat- 
rick Carnes (1983) in his book The Sexual Addiction. He pro- 
posed that some patterns of sexual behavior are the result of 
an addictive process much like alcoholism. Parallels include 
the faulty belief systems and denial of reality characteristic 
of alcoholism; Patricia said of her frequent unprotected (by 
condoms) hookups, “I thought this was just how dating was 
done these days.” Like alcoholism, the addiction leads to 
many self-destructive behaviors (For a current evaluation of 
Carnes's work, see Grubbs et al., 2020). 

According to Carnes’s analysis, each episode of the 
sexually addictive behavior proceeds through a four-step 
cycle, which intensifies each time it is repeated. 


1. Preoccupation. The person can think of nothing 
other than the sexual act to which they are addicted. 

2. Rituals. The person enacts certain rituals that have 
become a prelude to the addictive act. 


3. Compulsive sexual behavior. The sexual behavior is 
enacted and the person feels that they have no con- 
trol over it. 


4. Despair. Rather than feeling good after the sexual 
act is completed, the addict falls into a feeling of 
hopelessness and despair. 


Carnes recognizes the distinction between a sexual 
behavior and a sexual behavior that is out of control and 
dysfunctional. Thus, for example, the man who mastur- 
bates while looking at pornographic magazines two or 
three times per week is not an addict, and the behavior is 
well within the normal range. However, the man who buys 
20 porn magazines a week, masturbates four or five times 
a day while looking at them, for a total of perhaps two or 
three hours, and can think of nothing else but where he 
can buy the next porn magazine and find the next pri- 
vate place to masturbate—that person is addicted. The key 
is the compulsiveness, the lack of control, the obsession 
(constant thoughts of the sexual scenario), and the oblivi- 
ousness to danger or harmful consequences. 

According to Carnes and others, the most effective 
therapy for the sex addict is the Alcoholics Anonymous 
program applied to sexual addictions. Several groups have 
adapted the AA program to sexual addiction, among them 
Sexaholics Anonymous (SA), Sex Addicts Anonymous 
(SAA), and Sex and Love Addicts Anonymous (SLAA). 
These groups can usually be found by searching the Inter- 
net; each group has a national website with an app for 
quickly finding local meetings. The first step in the pro- 
cess of recovery is admitting that one is sexually addicted, 
that the behavior is out of control, and that one’s life has 
become unmanageable. These are hard admissions to 
make for someone who has spent years denying the exis- 
tence of a problem. There are frequent meetings with a 
support group, an emphasis on recognizing the ways in 
which the behavior has impaired your life and relation- 
ships, and a strong emphasis on dealing with shame and 
building feelings of self-worth. 

The concepts of sexual addiction and therapy as the 
treatment for addiction have been widely adopted. Media 
and laypeople casually label persons whose sexual activ- 
ity seems bizarre as “addicts.” The term is frequently used 
when high-profile celebrities behave badly in the sexual 
arena. In addition to thousands of support groups, there 
are dozens of in-patient facilities waiting to welcome the 
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“addict” into “recovery.” The support groups are free; the 
in-patient treatment is really expensive. The concept of 
addiction has been used in many socio-legal contexts as a 
defense against charges of sexual misconduct (the anesthe- 
siologist who fondled his female patients while they were 
sedated) or as a charge in divorce cases to get custody of 
the children (he frequents prostitutes) (Ley et al., 2015). 

Other criticisms have come from therapists and research- 
ers in the field. The term addiction, as to alcohol or heroin, 
has a very specific definition among professionals, and sex- 
ual addictions do not meet the definition in some ways. For 
example, if one is addicted to alcohol and suddenly stops 
using it, there is a withdrawal phenomenon that involves 
unmistakable physical symptoms. If a person abstains from 
an addictive sexual behavior, there are no physiological 
withdrawal symptoms. A second criticism is that “addic- 
tion” may become an excuse for illegal, destructive behavior. 
For example, a rapist might say, “I’m addicted to violent, 
nonconsensual sex and therefore can’t stop myself.” 

Critics of the addiction model have suggested several 
alternatives. One is based on the concept of compulsive 
sexual behavior (e.g., Coleman, 1991). Compulsive sexual 
behavior (CSB) refers to a pattern in which an individual 
has intense sexual fantasies, urges, and behaviors that are 
driven and repetitive (Coleman et al., 2001). People with 
this disorder are unable to control the impulses and suffer 


Across various studies, the prevalence of sexual compul- 
sivity ranges between | and 6 percent of the U.S. population 
(Kraus et al., 2018). About half of those with sexual compul- 
sivity report that it began before age 18 (Reid et al., 2012). 

One crucial criterion for a sexual behavior to be 
considered abnormal is that it creates impairment in 
the person’s daily functioning. People who are sexually 
compulsive report many kinds of impairment, including 
negative impacts on mental health, emotionally hurting 
a loved one, interference with the ability to experience 
healthy sex, and even loss of their job (Reid et al., 2012). 

In regard to status as a diagnosis, neither sexual addiction 
nor compulsive sexual behavior is a recognized diagnosis in 
the DSM-5-TR. Obsessive-compulsive behavior is. Compul- 
sive sexual behavior is a diagnosis in the ICD-11 (The ICD 
is the World Health Organization's alternative to the DSM 
for diagnoses); there it is categorized as an impulse-control 
disorder (World Health Organization, 2022). 

Regardless of official status as a diagnosis, some peo- 
ple believe that they have a sexual addiction and seek ther- 
apy for it (Wéry et al., 2016). In one sample of people 
seeking treatment for sexual addiction, 94 percent were 
men (Weéry et al., 2016). Common patterns involved sex 
with multiple partners and cybersex. 

Sexual compulsivity 


is in some ways similar | Compulsive sexual behavior 


impairment such as violating the law, interference with 
their work performance, and risks to their health. 
Sexually compulsive individuals experience intrusive 


to hypersexuality. Some | (CSB): A disorder in which the indi- 
experts say that the two vidual experiences intense sexually 
are overlapping yet dis- 


arousing fantasies, urges, and asso- 
ciated sexual behaviors that are out 


sexual thoughts, and they engage in out-of-control sex- 
ual behavior to reduce anxiety, depression, and shame 
(Rooney et al., 2018). Research shows that, indeed, sex- 
ual compulsivity is correlated with depression and anxiety 
(Rooney et al., 2018). 


may live together. Spanking is also an activity that may be 
part of discipline or bondage scenes, but it has a different 
meaning in those settings. 

Thus there is a spectrum of activities that constitute 
S-M. People who become involved in it often have tried a 
variety of these behaviors and find only some of them sat- 
isfying. They develop a script of activities (recall the con- 
cept of scripts in the chapter “Theoretical Perspectives on 
Sexuality”) that they prefer to enact each time they engage 
in S-M. One group of researchers identified 29 individ- 
ual sexual behaviors associated with S-M (Santtila et al., 
2002). Four clusters or themes were identified: hypermas- 
culinity (e.g., dildo, enema), administering and receiving 
pain (e.g., clothespins attached to nipples, caning, hot 
wax), physical restriction (e.g., handcuffs, straitjackets), 
and humiliation (e.g., verbal humiliation, face slapping). 
Further analyses of the participation in the behaviors 


tinct (Rooney et al., of control and interfere with daily 
2018). Other experts use | functioning. 


the terms interchangeably. 


within each cluster identified a continuum in frequency 
from very common to very rare, with the order of the 
behaviors suggesting that this continuum reflects a dimen- 
sion from least to most intense. For example, the humil- 
iation continuum ranges from flagellation (reported by 
81 percent; least intense) to verbal humiliation (70 percent), 
gagging (53 percent), and face slapping (37 percent) 
to using knives to make surface wounds (11 percent; most 
intense). The results suggest that the S-M activities within 
each cluster are scripted, with the less intense behaviors 
being much more common. 

Some observers note that S-M is about play, as in the 
theater. S-M sexual activities are organized into “scenes”; 
one “plays” with one’s S-M partners. In addition to the 
activities such as those discussed above, roles, costumes, 
and props are important parts of each scene. The roles 
include slave and master, maid and mistress, and teacher 
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and pupil. The costumes range from simple to elaborate. 
The props may include tight leather clothing, pins and 
needles, ropes, whips, and hot wax. In S-M clubs there are 
often rules governing the social and S-M interaction, par- 
ticularly the creation and enactment of scenes. Rules may 
include no touching of another’s body without consent, 
giving players the room they need to enact a scene, and 
not intruding physically or verbally on a scene in progress; 
and they may include no sexual penetration. 
Interestingly, sexual sadists and masochists do not con- 
sistently find experiencing pain and giving pain to be sex- 
ually satisfying. For example, the masochist who smashes 
a finger in a car door will yell and be unhappy just like 
anyone else. Pain is arousing for such people only when it 
is part of a carefully scripted ritual. As one woman put it, 


Of course, he doesn’t really hurt me. I mean quite recently 
he tied me down ready to receive “punishment,” and then 
by mistake he kicked my heel with his toe as he walked by. 
I gave a yelp, and he said, “Sorry love—did I hurt you?” 
(Gosselin & Wilson, 1980, p. 55) 


Bondage and Discipline 
Sexual bondage, the use for sexual arousal of restraining 
devices that have sexual significance, has been a staple of 
erotic fiction and art for centuries. Current mainstream 
and adult films and videos portray this activity. In some 
communities, individuals interested in B-D have formed 
clubs (Figure 4). 

We noted earlier the difficulty of gathering data on 
participation in variant forms of sexual expression. One 


innovative study downloaded all the messages about 
bondage mailed to an international computer discussion 
group (Ernulf & Innala, 1995). Of the messages in which 
senders indicated their gender, 75 percent were male. Of 
those indicating a sexual orientation, most were hetero- 
sexual; 18 percent said they were gay, 11 percent lesbian. 
The messages were coded for discussion of what the per- 
son found sexually arousing about B-D. Most frequently 
mentioned was play: “sex is funny, and sex is lovely, and 
sex is PLAY.” Next was the exchange of power: “It is a 
power trip because the active is responsible for the sub- 
missive’s pleasure.” The next most common themes were 
intensified sexual pleasure, tactile stimulation associated 
with the use of ropes and cuffs, and the visual enjoyment 
experienced by the dominant person. 

There is a marked imbalance in preferences for the active 
(“top”) and passive (“bottom”) roles. Most men and women, 
regardless of their sexual orientation, prefer to be “bottom.” 


Dominance and Submission 

Sociologists emphasize that the key to S-M is not pain 
but rather dominance and submission (D-S) (Weinberg, 
1987). Thus it is not an individual phenomenon but rather 
a social behavior embedded in a subculture and controlled 
by elaborate scripts. 

Sociologists believe that to understand D-S one must 
understand the social processes that create and sustain 
it (Weinberg, 1987). There is a distinct D-S subculture, 
involving videos, clubs, and bars. It creates culturally 
defined meanings for D-S acts. Thus a D-S act is not a wild 


Figure 4 Sexual bondage involves restraining devices and discipline, like in 
this scene. 


PBNJ Productions/Blend Images/Getty Images 
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outbreak of violence but instead a carefully controlled per- 
formance with a script. One woman reported that, 


we got into dominance and submission. Like him giving 
me orders. Being very rough and pushing me around and 
giving me orders, calling me a slut, calling me a cunt. 
Making me crawl around ... on all fours and beg to suck 
his cock. Dominance-submission is more important than 
the pain. I’ve done lots and lots of scenes that involve 
no pain. Just a lot of taking orders, being humiliated. 
(Maurer, 1994, pp. 253, 257) 


Within the play, people take on roles such as master, 
slave, or naughty child. Thus American men can play the 
submissive role in D-S culture, even though it contradicts 
the U.S. male role, because it is really not they who are 
the naughty child, just as an actor can play the part of a 
murderer and know that they are not a murderer. 

One interesting phenomenon, from a sociological 
point of view, is the social control over risk-taking that 
exists in the D-S subculture (Weinberg, 1987). That is, 
having allowed oneself to be tied up or restrained and 
then whipped, one could be seriously injured or even mur- 
dered, yet such outcomes are rare. Why? Research shows 
that complex social arrangements are made in order to 
reduce the risk and ensure that the play is “safe, sane, and 
consensual” (Holt, 2016). First, initial contacts are usu- 
ally made in protected territories such as bars or meet- 
ings, which are inhabited by other D-Sers who play by the 
same rules. Second, the basic scripts are widely shared, so 
that everyone understands what will and will not occur. 
When the participants are strangers, the scenario may be 
negotiated before it is enacted. If an individual violates 
a boundary, the violation is typically handled within the 
BDSM community by appointed community members 
(Holt, 2016). 


Causes of BDSM 

The causes of sadism and masochism are not precisely 
known. The theories discussed in the section on fetishes 
can be applied here as well. For example, learning theory 
points to conditioning as an explanation. A little boy is 
being spanked over his mother’s knee; in the process, his 
penis rubs against her knee, and he gets an erection. Or a 
little girl is caught masturbating and is spanked. In both 
cases, the child has learned to associate pain or spanking 
with sexual arousal, possibly setting up a lifelong career as 


because high levels of self-awareness can lead to anxiety as 
a result of a focus on pressures on the self, added respon- 
sibilities, the need to keep up a good image in front of 
others, and so on. Masochistic activity allows the person 
to escape from being an autonomous, separate individual. 
Masochism may be an unusually powerful form of escape 
because of its link to sexual pleasure. This theory can also 
explain why patterns of masochism seem to be so gender 
linked (Baumeister, 1988b). According to the theory, the 
male role is especially burdensome because of the heavy 
pressures for autonomy, separateness, and individual 
achievement. Masochism accomplishes an escape from 
these aspects of the male role, explaining why masochism 
is more common among males than among females. 
Practitioners of BDSM themselves report that they use 
these experiences for sensation seeking and for distrac- 
tion during their leisure time (Schuerwegen et al., 2021). 


Race, Racism, and BDSM 

Racism can be a problem in the BDSM community. This 
may seem surprising, because practitioners of BDSM 
are often stigmatized. One might think that they would 
refrain from stigmatizing others. Yet a study of a large 
sample of BDSM practitioners recruited at BDSM con- 
ferences around the United States found clear evidence 
of racial prejudices (Erickson et al., 2022). Many people 
of color felt ignored or excluded from BDSM activities. 
Some experienced overt racism, such as being called the 
“n word.” Others were the object of stereotypes, such as 
expecting a Black woman to be a dominant or a Black 
man to have a large penis. 


| 
Voyeurism and Exhibitionism 


Voyeurism and exhibitionism are often discussed together 
because they seem complementary. However, they are dif- 
ferent, and a voyeur would not find watching an exhibi- 
tionist arousing. 


Voyeurism 
A voyeur is a person who experiences intense sexual arousal 
from watching an unsuspecting person who is naked, in the 
process of undressing, or engaging 


a masochist. 

Another psychological theory has been proposed to 
explain masochism specifically, although not sadism 
(Baumeister, 1988a, b). According to the theory, the 
masochist is motivated by a desire to escape from self- 
awareness. That is, the masochistic behavior helps the 
individual escape from being conscious of the self in the 
same way that drunkenness and some forms of meditation 
do. In an era dominated by individualism and self-interest, 
why would anyone want to escape from the self? Probably 


in sexual activity. Voyeurs are often |} Voyeur: A person who experiences 
referred to as “peeping toms.”! In sexual arousal from viewing unsus- 
one national sample from Canada, 
50 percent of men and 21 percent 


pecting person(s) who are nude, 
undressing, or having sex. 


‘Voyeur comes from the French word voir, meaning “to see.” “Peep- 
ing Tom” comes from the story of Lady Godiva; when she rode 
through town nude to protest the fact that her husband was raising 
his tenants’ taxes, none of the townspeople looked except one, Tom 
of Coventry. 
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Exhibitionist: A person who derives 


sexual gratification from exposing his 
genitals to a nonconsenting person. 


of women had engaged in voyeurism at least once in their 
lifetime (Joyal & Carpenter, 2017). 

Voyeurism provides another good illustration of the 
continuum from normal to abnormal behavior. For exam- 
ple, many men and women find it arousing to watch a 
man or woman undress and “dance”—otherwise, there 
would be no strip clubs—and this is certainly well within 
the normal range of behavior. Some women are “crotch 
watchers,” much as men are breast watchers. 

The appeal of watching is illustrated by a study of 
college students that asked whether they would watch an 
attractive person undress and an attractive couple having 
sex (Rye & Meaney, 2007). Two-thirds said they would 
watch someone undress; 45 percent said they would 
watch the couple. 

A study of men who sought treatment for paraphilias 
included 62 voyeurs (Abel & Rouleau, 1990). One-third 
reported that their first experience occurred before they 
were 12 years old. One-half said they recognized their 
interest in peeping prior to age 15. These men estimated 
that, on average, they had peeped at 470 people. 

This study, however, points out one of the major prob- 
lems with the research on sexual variations: Much of it has 
been done only on people who have been arrested for their 
behavior or sought treatment. One analyst suggests that 
only a small minority of “peepers” are distressed by their 
behavior (Lavin, 2008). The “respectable paraphiliac” who 
has the behavior under somewhat better control or who is 
skilled enough or can pull enough strings not to get caught is 
not studied in such research. Thus the picture that research 
provides for us of these variations may be biased. 


Exhibitionism 

The complement to voyeurism is exhibitionism (“flash- 
ing”), in which the person derives sexual pleasure from 
exposing his genitals to a nonconsenting person.’ The pro- 
noun “his” is used advisedly, because exhibitionists are usu- 
ally men. The woman who wears a dress that reveals most 
of her breasts is likely to be thought of as attractive rather 
than abnormal. When a man exposes himself, however, his 
behavior is considered offensive (Figure 5a). Here again, 
whether a sexual behavior is considered abnormal depends 
greatly on whether the person doing it is a male or a 
female. A man exposing himself to a man is also quite rare, 
so the prototype we have for exhi- 
bitionism is a man exposing him- 
self to a woman. One study of sex 
offenders in federal prisons found 
that about 20 percent of them had 


*Here is a classic limerick on exhibitionism: 


There was a young lady of Exeter 

So pretty, men craned their necks at her. 
One was even so brave 
As to take out and wave 

The distinguishing mark of his sex at her. 


Figure 5 (qa) Exhibitionism. (b) High-rise hotels 
and apartment buildings provide a new venue for 
exposing one’s body to strangers. 


(a) Jutta Klee/Getty Images (b) splash news/Newscom 


engaged in exhibitionism (Drury et al., 2017). A well- 
sampled study of the Finnish population found that 
4 percent of the men and 0.6 percent of the women had 
engaged in exhibitionism (Baur et al., 2016). 


HYPERSEXUALITY AND ASEXUALITY 


337 


Many women, understandably, are alarmed by exhibi- 
tionists. But since the exhibitionist’s goal is to produce 
shock or some other strong emotional response, the 
woman who becomes extremely upset is gratifying him. 
Probably the best strategy for a woman to use in this situ- 
ation is to remain calm and make some remark indicating 
her coolness, such as suggesting that he should seek pro- 
fessional help for his problem. 

Notice that both voyeurism and exhibitionism are consid- 
ered problematic behavior when the other person involved 
is an unwilling participant. A man who derives erotic plea- 
sure from watching his partner undress, or a woman who is 
aroused by exhibiting her body in new lingerie to her hus- 
band, is not engaging in criminal or paraphilic behavior. 

Today, of course, people can engage in exhibitionism 
electronically, through sexting. Research on recipients 
of unsolicited genital photos from men (“dick pics”) 
showed that women recipients—regardless of their sexual 
orientation—reported predominantly negative reactions, 
such as feeling disrespected and grossed out (Marcotte et 
al., 2021). In contrast, gay and bisexual men recipients 
reported predominantly positive reactions such as feeling 
aroused, curious, and flattered. 


SS | 
Hypersexuality and Asexuality 


We turn now to several variations that are not explicitly 
listed in the DSM-5-TR; however, each of these may vary 
from atypical to paraphilic, depending on their frequency, 
and consequences. 


Hypersexuality 

Hypersexuality includes nymphomania and satyriasis, 
conditions in which there is an extraordinarily high level 
of sexual activity and sex drive; at the extreme, the person 
is apparently insatiable and sexuality overshadows all 
other concerns and interests. When it occurs in women, it 
is called nymphomania; in men it is called satyriasis (or 
Don Juanism).* Although this definition seems fairly sim- 
ple, in practice it is difficult to say when a person has an 
abnormally high sex drive. As was discussed in the two 
chapters on “Sexuality and the Life Cycle,” there is a wide 
range in the frequencies with which people engage in sex- 
ual interactions; therefore, the range we define as “nor- 
mal” should also be broad. In real life, nymphomania or 


example, might think that it was unreasonable for a wife 
to want intercourse once a day or even twice a week, and 
they would consider such a woman a nymphomaniac.° 
Other men might think it would be wonderful to be mar- 
ried to a woman who wanted to make love every day. 

Because these two terms are imprecise and gendered, 
clinicians and researchers prefer the term hypersexuality. 
Hypersexuality refers to an excessive, insatiable sex drive 
in a person. It leads to compulsive sexual behavior in the 
sense that the person feels driven to it even when there 
may be very negative consequences. The person is also 
never satisfied by the activity, and they may not be having 
orgasms, despite all the sexual activity. Such cases meet 
the criteria for abnormal behavior discussed at the begin- 
ning of this chapter: The out-of-control behavior and the 
time it consumes leads to the result that it impairs func- 
tioning in other areas of the person’s life (Kafka, 2010). 

A study of male patients with paraphilia or related 
disorders focused on creating an operational definition of 
hypersexuality (Kafka, 1997). The results supported the 
use of the criterion of seven or more orgasms per week 
consistently, for a minimum duration of 6 months. The 
men reported an average of 8 orgasms per week in the pre- 
ceding 6 months; the modal time per day the men spent in 
unconventional sexual activity was | to 2 hours. The most 
common unconventional behaviors were compulsive mas- 
turbation (67 percent of the sample), promiscuity (56 per- 
cent), and dependence on pornography (41 percent). The 
most common paraphilias were exhibitionism (35 percent 
of those with a paraphilia), voyeurism (27 percent), and 
pedophilia (25 percent). 

This research provides a useful operational definition 
for men, but note that the suggested criterion cannot be 
applied to women. The criterion is stated as the number 
of orgasms per week. Some women rarely or never experi- 
ence orgasms; in fact, their anorgasmia might cause them 
to engage in compulsive sexual behavior. Another prob- 
lem is that women who are orgasmic are capable of mul- 
tiple orgasms during a single session of activity (see the 
chapter “Sexual Arousal”). A woman who engages in sex- 
ual activity three times a week could experience seven or 
eight orgasms, which would not be atypical or abnormal. 
Once again we see that a person’s gender is important in 
defining sexual variations. 

A central debate among 
experts is whether hypersexual- 
ity is truly a disorder, or simply 
a medically constructed label for | a woman. 


Nymphomania (nim-foh-MANE-ee-uh): 
An excessive, insatiable sex drive in 


satyriasis is often defined by the spouse. Some men, for someone with high desire (in and | Satyriasis (sat-ur-EYE-uh-sis): An 
of itself. nota disorder). Research- excessive, insatiable sex drive in a 
‘ man; also called Don Juanism. 
ers posted an online survey con- : ee. 
. ‘ Hypersexuality: An excessive, insa- 
taining measures of sexual desire, 


tiable sex drive in a person. 
sexual activity, perceived control 


3A joke suggests one such reaction: When the man in the overcoat 
flashed the gate attendant at the airport, she replied, “I want to see 
your boarding pass, not your stub.” 

4Satyriasis is named for the satyrs, who were part-human, part- 
animal beasts in Greek mythology. A part of the entourage of 
Dionysus, the god of wine and fertility, they were jovial and lusty 
and have become a symbol of the sexually active male. 


*Someone once defined a nymphomaniac as a woman whom a man 
can’t keep up with. 
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Figure 6 Historical painting of a satyr, which gives the name to satyriasis, a sexual variation in which a man 
has an excessive, insatiable sex drive. 


Christie's Images Ltd/Superstock 


over one’s sexuality, and a variety of potential negative 
outcomes (Carvalho et al., 2015). The analyses identified 
two patterns, one reflecting problematic sexuality—lack 
of control and experiencing negative outcomes—and the 
other reflecting high desire and frequent activity. Com- 
paring people in the two clusters on other variables, 
individuals in the problematic cluster reported more 
psychopathology. Thus, hypersexuality properly defined/ 
measured appears to be distinct from high desire. 

Researchers have developed a scale to assess hyper- 
sexuality, the Hypersexuality Behavior Inventory or HBI 
(Reid et al., 2011). The scale includes 19 items asking 
respondents to report the relative frequency of a variety 
of experiences related to sexuality during the past 90 days. 
Analyses indicated three characteristics of hypersexuality: 
lack of control (“My attempts to change my sexual behav- 
ior fail”), consequences (“My sexual activities interfere 
with ... work or school”), and coping (“I use sex .. . [to] 
deal with my problems”). 

A study of hypersexuality in women used data from an 
online survey that included the HBI and measures of pres- 
ent and past sexual activity (Klein et al., 2014). High-scoring 
women on the HBI reported significantly more frequent 
consumption of pornography (more than 30 times per 
month) and masturbation (more than 6 times per week). 
The researchers concluded that hypersexuality in women 
is associated with impersonal sexual activity. 

Online surveys give us some idea of the prevalence of 
behaviors among people in the general population. Pre- 
sumably many of those who score high on a measure like 
the HBI are not experiencing significant impairments in 
their daily lives. An alternative approach is to examine the 


characteristics of those who seek treatment for a condi- 
tion or disorder. The Sexual Behavior Clinic in Toronto 
sees a large number of patients every year. Researchers 
reviewed referrals and consultation requests for “hyper- 
sexualty” (Cantor et al., 2013) and identified six types. 
About one-third of the people exhibited Paraphilic Hyper- 
sexuality, extremely high frequencies of behaviors such as 
pornography consumption or very frequent solicitation of 
paid partners, and various additional paraphilic interests 
(fetishes, voyeurism, etc.). A second type was Avoidant 
Masturbation, men who spend a great deal of time view- 
ing pornography and several hours per day masturbating, 
often leading to school failure, job loss, or social isolation. 
A third type, and the one most frequently publicized in the 
media, is Chronic Adultery, people who repeatedly cheat 
on spouses, but have few paraphilic interests and do not 
spend large amounts of time pursuing sexual gratification. 
Men in this category often report a desire for daily sex, and 
that sex with their wives is infrequent or does not occur. 
The fourth type is Sexual Guilt, men and women whose 
sexual activity is within the normal range but they feel 
extremely guilty about it. People in this group are often 
self-referrals, and more likely to be female. The fifth type is 
the Designated Patient, someone referred by their roman- 
tic partner; the partner has very restrictive beliefs about 
sex and discovers some activity by the patient that they 
disapprove of. The patient shows no signs of behavioral 
extremes/paraphilic disorder. The last type is the person 
who is diagnosed as exhibiting a nonsexual condition— 
personality disorders, hypomania, or developmental 
delays. Sometimes their symptoms are related to medica- 
tions they are taking. Notice that people in three of these 


CYBERSEX USE AND ABUSE 


339 


categories do not exhibit signs of atypical or disordered sex- 
uality, reminding us that we need to be very careful when 
applying diagnostic labels (such as hypersexuality) to people. 


Asexuality 

Asexuality is defined as having no sexual attraction to 
another person. Researchers used data from the National 
Survey of Family Growth to esti- 
mate the prevalence of asexuality in 
the United States (Poston & 
Baumle, 2010). Responses 
assessed three components 
of asexuality: behavior, identity, and 
sexual attraction; 0.6 percent of 
women and 0.9 percent of men gave the asexual response 
to all three. A similar survey in New Zealand found that 
0.4 percent of the sample identified as asexual (Greaves 
et al., 2017). Compared with heterosexuals, the asexuals 
were more likely to be women, less likely to be cisgender, 
and less likely to be in a serious romantic relationship. 

A critical controversy concerns whether asexuality is a 
sexual orientation, a sexual dysfunction (as described in 
the chapter “Sexual Disorders and Sex Therapy”), a symp- 
tom of a mental disorder, or a paraphilia (Brotto & Yule, 
2017). Experts have generally rejected the idea that asexu- 
ality is a symptom of a mental disorder; asexuals, for exam- 
ple, have the same rates of depression as the rest of the 
population. With regard to the possibility that it might be 
a sexual dysfunction, asexuality might be an arousal disor- 
der or a sexual desire disorder. Research, however, shows 
that self-identified asexual women show the same genital 
response to erotic films, assessed by a photoplethysmo- 
graph, as heterosexual and lesbian women. Asexuality 
might be a desire disorder representing extreme lack of 
desire. However, people with low sexual desire disorder 
are distressed with their lack of desire, whereas asexu- 
als are fine with their lack of sexual attraction to others. 
Moreover, asexuals masturbate. They just aren’t interested 
in sex with other people. As for the paraphilia hypothesis, 
paraphilias are atypical sexual interests; is lack of interest 
in anyone therefore a paraphilia? Some experts have con- 
cluded that asexuality should count as a sexual orienta- 
tion (Brotto & Yule, 2017). If sexual orientation refers to 
attraction to members of one’s own gender, members of 
the other gender, or both, shouldn’t attraction to neither 
also be an orientation? 

Additional terms have emerged with the increased vis- 
ibility of asexuality. Ace spectrum refers to a spectrum of 
identities including asexuals, graysexuals, and demisexu- 
als (Hille et al., 2020). The idea is that there are shades 
of gray in between, and the term graysexual refers to a 
person who only rarely feels sexual attraction, but does 
sometimes. A related concept is aromantic, which refers 
to a person who does not desire romantic relationships 
(Antonsen et al., 2020). Asexuals may also be aromantic, 
but they might, for example, be heteroromantic. 


What is asexuality? 


_———— | 
Cybersex Use and Abuse 


Researchers have identified a long list of online sexual 
activities (OSA) that people engage in (Shaughnessy et 
al., 2017). The activities are grouped into three broad 
categories: 


= Non-arousal OSA: Examples include looking for sex 
information online; looking for advice online about 
sexual relationships; joining an online dating service; 
and joining an online kink community. 


= Solitary-arousal OSA: Examples include viewing 
sexually explicit pictures or videos; watching others 
engaged in sex on a webcam; and posting a video of 
yourself engaging in sex. 


= Partnered-arousal OSA: Examples include having 
your avatar engage in sexual activity with another ava- 
tar; participating in an online sexual chat for sexual 
arousal; using an electronic sex toy that is controlled 
through the Internet by someone else (e.g., with the 
Sinulator); and engaging in sexual acts by yourself, that 
someone on IM was telling you to do for a webcam. 


The possibilities are endless! 

One study surveyed college students in four nations 
(Canada, Germany, Sweden, and the United States) 
about their OSA (Doring et al., 2017). Overall, 90 percent 
had accessed sexual information online, 31 percent had 
engaged in cybersex, and 1 percent had paid for online 
sexual services. Patterns looked the same in all four coun- 
tries, testifying to the global reach of the Internet—at least 
in more affluent nations. 

A major concern in recent years has been whether the 
use of the Internet to access sexually explicit materials, 
chat rooms, and bulletin boards can become compulsive 
or paraphilic. This concern has been raised by therapists 
and clinicians, who report cases of Internet use leading 
to job loss, relationship difficulties or divorce, and other 
adverse consequences (Galbreath et al., 2002). 

The Internet is thought to be especially likely to lead 
to compulsive behavior because it is characterized by the 
three A’s: anonymity, accessibility, and affordability—if 
you aren’t poor. Unlike face-to-face behaviors such as 
cruising for a partner, Internet users are anonymous. The 
Internet is available 24/7, and its use is relatively cheap— 
you can download almost any kind of sexual material, 
sometimes for free. 

Internet “abuse” has been variously characterized as 
paraphilic, compulsive, or addictive. As noted earlier, intense 
and persistent use of the Internet in ways that significantly 
impair daily life or cause distress 


may constitute hypersexuality. The 

a oa Asexuality: A lack of sexual 
research reviewing referrals to the eink 
Sexual Behavior Clinic identified : 
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extremely high frequencies of pornography consumption as 
Paraphilic Hypersexuality (Cantor et al., 2013). Men who 
spend a great deal of time viewing pornography and sev- 
eral hours per day masturbating were identified as a second 
group within the hypersexual category. Yet it is likely that 
only a small number of people access sexually explicit mate- 
rials in ways that fit the definition of a paraphilic disorder. 

Can online pornography use or other kinds of cyber- 
sex become compulsive sexual behavior? In one study, 
people in a cybersex compulsive group reported spending 
15 to 25 hours per week in online sexual pursuits (Cooper 
et al., 2000). And many reported that their online sexual 
activities had jeopardized at least one area of their life, 
the most common being personal 
relationships. Here we 
Is my sex-related can apply the concepts 
Internet use of sexual addiction 
compulsive? and compulsive  sex- 
ual behavior discussed 
in the Milestones box earlier in the 
chapter. Scientifically, sexual compulsivity is a better con- 
cept than sexual addiction. Depending on the extent of 
the online porn use and whether it leads to impairment 
in areas such as work or relationships, it could qualify as 
compulsive sexual behavior (Mauer-Vakil & Bahji, 2020). 
In addition, people who engage in problematic online 
sexual activities often have other addictions (e.g., to sub- 
stances) and psychological disorders (e.g., depression and 
suicidality) (Hermand et al., 2020). Then the question is, 
Which came first, the cybersex compulsion or the other 
disorders? That is, did the cybersex compulsion come first 
and lead to depression? Or did the depression come first 
and the person uses cybersex as a way to cope and distract 
themselves from their other problems? 


(eee 
Other Sexual Variations 


Other sexual variations seem to be rare and have not been 
the subject of much research. Participation in them, how- 
ever, may be fatal (asphyxiophilia) or a crime (zoophilia, 
frotteurism). 

Asphyxiophilia, or erotic asphyxiation, is the practice of 
inducing in oneself a state of oxygen deficiency in order to 
create sexual arousal or to enhance sexual excitement and 
orgasm (Zaviacic, 1994). A variety of techniques are used, 
including temporary — strangula- 
tion by a rope around the neck, a 


Asphyxiophilia: The practice of 
inducing in oneself a state of oxygen 
deficiency in order to create sexual 
arousal or to enhance excitement 


and orgasm; also called erotic 
asphyxiation. 

Zoophilia: Sexual contact with an ani- 
mal; also called bestiality or sodomy. 


pillow against the face, or a plastic 
bag over the head or upper body. 
Obviously, this is very dangerous 
behavior; a miscalculation can lead 
to death. In fact, it is estimated that 
it causes between 250 and 1,000 
deaths per year in the United States 


(Innala & Ernulf, 1989). The average age of males who die 
during this activity is 26, leading investigators to suggest 
that it may be novices who die, due to their inexperience 
(Lowery & Wetli, 1982). 

Little is known about asphyxiophilia. Most of the deaths 
attributed to the practice involve men. Such cases are often 
obvious to the trained investigator. Characteristics that dis- 
tinguish these deaths from intentional suicides include a 
male who is nude, cross-dressed, or dressed with genitals 
exposed, and evidence of sexual activity at the time of 
death (Hucker & Blanchard, 1992). Pornography or other 
props such as mirrors are often present (Zaviacié, 1994). 

Some cases involving women have been identified 
(Byard et al., 1993). A review of eight fatal cases among 
women found that only one involved unusual clothing and 
none involved pornography or props. Two of the cases 
were initially ruled homicide, one suicide, and five acci- 
dental death. The investigators suggest that death due to 
asphyxiophilia may be much more common among women 
than we realize, because these deaths are less often recog- 
nized for what they are by investigators. 

People engage in asphyxiophilia in the belief that 
arousal and orgasm are intensified by reduced oxygen. 
There is no way to determine whether this is true. If the 
experience is more intense, it may be due to heightened 
arousal created by the risk rather than by reduced oxy- 
gen. Some believe that certain women may experience an 
orgasm accompanied by ejaculation; this belief has been 
identified as one reason women engage in asphyxiophilia. 
Again, there is no evidence. 

An online survey collected data from practitioners. 
Seventy-one percent reported masochistic activities, and 
31 percent sadistic ones. Sixty-six percent reported using 
bondage, and 14 percent reported using electrical stimula- 
tion. Forty-one percent engaged in it alone (Hucker, 2008). 

Zoophilia is sexual contact with an animal; this behav- 
ior is also called bestiality or sodomy, although the lat- 
ter term is also used to refer to anal intercourse or even 
mouth-genital sex between humans. About 8 percent 
of the men in Kinsey’s sample reported having had sex- 
ual experiences with animals. Most of this activity was 
concentrated in adolescence and probably reflected the 
experimentation and diffuse sexual urges of that period. 
Not surprisingly, the percentage was considerably higher 
among boys on farms; 17 percent of boys raised on farms 
had had animal contacts resulting in orgasm. Kinsey found 
that only about 3 to 4 percent of all women have had some 
sexual contact with animals. Contemporary therapists 
report cases of men and women engaging in sexual activity 
with household pets. Activities include masturbating the 
animal, oral-genital contact, and intercourse. 

Researchers recruited participants through a network 
of people with sexual interests in animals (Williams & 
Weinberg, 2003). Ninety-three percent defined themselves 
as “zoophiles” and said this identity involved a concern for 
the animal’s welfare and an emphasis on consensual sexual 
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activity. They viewed themselves as better than “bestial- 
ists,” who they said were not concerned about an animal’s 
welfare. Given a list of possible reasons for sexual interest 
in animals, the two most common were a desire for affec- 
tion and pleasurable sex. The type of sexual contact 
reported by the men varied by the type of animal. Receiv- 
ing oral sex and receiving anal intercourse were the most 
frequent activities with dogs, whereas performing vaginal 
and anal intercourse were most frequent with horses. Only 
one man preferred sheep.° Many of the men had not had a 
human partner in the preceding year. The researchers sug- 
gest that a preference for sexual activity with animals can 
be explained by learning theory in that the rewards offered 
by sex with animals are immediate, easy, and intense, and 
thus extremely reinforcing. They suggest that the respon- 
dents’ choice of animal is explained by their earlier condi- 
tioning, most men preferring the type of animal they first 
had sex with. 

Frotteurism is a paraphilia identified by the DS-5 -TR. 
It is defined as sexual fantasies or behaviors involving 
touching or rubbing one’s genitals against the body of a 
nonconsenting person, usually in a crowded public place 
(Lussier & Piche, 2008). When the behavior is intense, 
causing clinically significant distress or impairment in func- 
tioning, it constitutes frotteuristic disorder. Milder forms of 
this activity are common. A man may approach a woman 
from the rear and press his penis against her buttocks, or 
a woman may approach a man from the side and rub her 
genitals against his leg or hip. The target may be unaware 
of it if it occurs in a crowded elevator or subway train or in 
the crush of a crowd at a sports event or concert. 

Troilism, or threesomes, refers to a sexual encounter 
involving three people. Troilism may reflect negotiated 
nonmonogamy (see the chapter “Sexuality and the Life 
Cycle: Adulthood”). It is a staple of erotic video and sto- 
ries. In a sample of young adults, 13 percent had engaged 
in a threesome and 64 percent expressed at least some 
interest in doing so, although the level of interest was low 
(Thompson & Byers, 2017). 

Saliromania is a disorder found mainly in men—a desire 
to damage or soil a woman or her clothes or the image of 
a woman, such as a painting or statue. The man becomes 
sexually excited and may ejaculate during the act. 

Coprophilia and urophilia are both variations having to 
do with excretion. In coprophilia the feces are important 
to sexual satisfaction. In urophilia it is the urine that is 
important. The urophiliac may want to be urinated on 
as part of the sexual act. Insiders refer to urination as a 
“golden shower” or “water sports.” 

Necrophilia is sexual contact with a dead person. Like 
most sexual variations, it can range from mild to severe. 


6And there’s a relevant joke. What’s the difference between Mick 
Jagger and a Scotsman? 

Mick Jagger sings, “Hey, you, get off of my cloud.” The Scots- 
man says, “Hey, McLeod, get off of my ewe.” 


In the mild cases, the person may just fantasize about sex 
with a dead person (Aggrawal, 2009). In the more serious 
cases, the person actually engages in sexual intercourse 
with a dead body. 

Sexsomnia, or s/eep sex, refers to automatic, uninten- 
tional sexual behaviors during sleep (Williams & Let- 
tieri, 2012). The behavior occurs during nonrapid eye 
movement sleep, usually in the first hours of sleep, and is 
related to an abnormal transition between sleep and wake 
states. It typically arises from slow-wave sleep, which is 
characterized by reduced cortical control by the brain 
leading to uninhibited behavior. The person is unaware of 
the behavior or their surroundings, and if awakened has 
no memory of what happened. 

The range of reported sexual behaviors in sexsomnia is 
broad, from sexual sounds like moaning, to fondling, mas- 
turbation, cunnilingus, sexual intercourse with or without 
orgasm, and sexual assault (Schenck et al., 2007). About 
80 percent of the reported cases involve men. Partnered 
behaviors typically involve another person in the same 
bed. Partners may experience physical injuries. Both the 
actor and the partner report various negative psychosocial 
aftereffects, including guilt, shame, embarrassment, alarm, 
and low self-esteem. Sexsomnia obviously may cause rela- 
tionship problems. Sexsomnia has features in common 
with other sleep somnias (sleepwalking, sleep eating); 
the distinguishing feature is persistent sexual arousal— 
erection, lubrication, orgasm—during the episode. 

Causes or contributing features include things that can 
disrupt normal sleep cycles, such as sleep apnea, sleep 
deprivation, stress, alcohol use or abuse, and some med- 
ications. Sexsomnia is considered a sleep disorder rather 
than a paraphilia, but some reported cases involve para- 
philic behavior (e.g., genital fondling of a minor). 


( ———————————___________.________—_ =| 
Prevention of Sexual Variations 


For many of the variations dis- 
cussed in this chapter, there is a con- 
tinuum from normal to abnormal. 
People whose behavior falls at the 
normal end enjoy these activities at 
no expense to self or others. People 
whose behavior falls at the abnor- 
mal end are cause for concern. 

The misery that many people 
suffer—for example, the sexually 
compulsive porn user—not to 
mention the harm they may do to 
others (e.g., the frotteur), is good 
reason to want to develop programs 
for preventing these kinds of sex- 
ual variations. In preventive medi- 
cine, a distinction is made between 


Frotteurism: Deriving sexual satisfac- 
tion from fantasies, urges, or behav- 
iors involving touching or rubbing 
one’s genitals against the body of a 
nonconsenting person. 

Troilism (TROY-uhl-ism): Three peo- 
ple having sex together. 
Saliromania: A desire to damage or 
soil a woman or her clothes. 
Coprophilia (cop-roh-FILL- 

ee-uh): Deriving sexual satisfaction 
from contact with feces. 

Urophilia: Deriving sexual satisfaction 
from being urinated on. 

Necrophilia: Sexual contact with a 
dead person. 

Sexsomnia: Automatic, unintentional 
sexual behaviors during sleep; also 
called sleep sex. 
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primary prevention and secondary prevention. Applied to 
the sexual variations that rise to the abnormal level (let’s 
call these problematic sexual variations), primary preven- 
tion would mean intervening in home life or in other factors 
during childhood to help prevent problems from developing 
or trying to teach people how to cope with crises or stress so 
that problems do not develop. In secondary prevention, the 
idea is to diagnose and treat the problem as early as possible 
once it has arisen, so that difficulties are minimized. 

It would be highly advantageous to do primary preven- 
tion of problematic sexual variations—that is, to head them 
off before they even develop. Unfortunately, this is proving 
to be difficult, for a number of reasons. One problem is 
that multiple diagnoses for one person are not uncommon. 
That is, a given person might have engaged in compulsive 
online porn use, and exhibitionism. Further muddying 
the waters is the co-occurrence of paraphilias and other 
psychiatric conditions. A study of men with paraphilic 
disorders systematically assessed co-occurrence (Kafka & 
Hennen, 2002). More than two-thirds had mood disorders 
(39 percent diagnosed with major depression), 38 percent 
had anxiety disorders, and 34 percent abused psychoactive 
substances. One-third of the men had retrospectively diag- 
nosed attention-deficit hyperactivity disorder. 

An alternative approach that seems promising—rather 
than figuring out ways to prevent each separate variation— 
is to analyze the components of sexual development. Dis- 
turbance in one or more of these components in devel- 
opment might lead to different sexual variations. Two 
components are sexual responsiveness (arousal to appro- 
priate or inappropriate stimuli) and formation of relation- 
ships with others (Bancroft, 1978). 

It seems clear that different developmental compo- 
nents are disturbed in different variations. In the case of 
the fetishist, it is the second component, sexual respon- 
siveness to appropriate stimuli, that is disturbed. And in 
the case of the exhibitionist, it may be that the ability to 
form relationships is disturbed. 

The idea would then be to try to ensure that as chil- 
dren grow up their development in each of these compo- 
nents is healthy. 

It is clear that childhood sexual abuse is a risk factor for 
paraphilic behavior and paraphilic disorders later in life. 
Because adults are responsible for sexual violence against 
children, prevention (and treatment) must be targeted at 
adults. One program whose success has been documented 
is Stop It Now!, a community-based campaign (Laws, 
2008). It involves media campaigns to educate the public 
and change policy. The project began by collecting survey 
and focus group research on knowledge and awareness in 
the community. Then it conducted a social marketing cam- 
paign designed to increase public awareness and impact 
abusive behavior. The campaign used multiple media, 
including radio, cable and network TV, newspapers, adver- 
tising in buses, and an interactive website. It established a 
toll-free help line to enable offenders to receive information 


and a referral to a clinician if desired. An evaluation indi- 
cated that abusers called for help: 118 people voluntarily 
sought assistance, and another 25 turned themselves in 
to the legal system. The program undoubtedly prevented 
many children from being sexually abused. 


| 
Treatment of Sexual Variations 


Some of the sexual variations discussed in this chapter, 
such as the mild fetishes, regular masturbation, or view- 
ing erotic materials, are well within the normal range of 
sexual expression. There is no need for treatment. Others, 
however, fall into the abnormal range, causing personal 
anguish to the individual and possibly harming unwill- 
ing victims. Treatments are needed for these problematic 
variations, particularly those that are paraphilic disorders 
as defined by the DSM-5-TR. Various types of treatments 
have been tried, each based on a different theory of the 
causes of sexual variations. We now look at four categories 
of treatments: medical treatments, cognitive behavioral 
therapies, skills training, and AA-type 12-step programs. 
I also review research on the effectiveness of each. 


Medical Treatments 

Inspired by the notion that sexual variations are caused 
by biological factors, various medical treatments for sex- 
ual variations have been tried over more than a century. 
Some of them look today like nothing other than cruel 
and unusual punishment. Nonetheless, people would love 
to have a pill that would cure some of these complex and 
painful or dangerous paraphilic disorders, so the search 
for such treatments continues. 

Surgical castration was used fairly commonly in the 
United States in the 1800s and early 1900s as a treat- 
ment for various kinds of uncontrollable sexual urges 
(Bullough, 1976). The idea resurfaced in recent years in 
some court cases in which castration was proposed as 
a treatment for rapists, as discussed in Sex Offenders— 
Castration or Incarceration? in the chapter “Sexual 
Arousal.” Such treatments are based on the notion that 
removing a man’s testosterone by removing the testes will 
lead to a drastic reduction in sex drive, which will in turn 
erase urges to commit sex offenses. However, as we saw 
in the chapter “Sexual Arousal,” a reduction in testoster- 
one levels in humans does not always lead to a reduction 
in sexual behavior. Surgical castration cannot be recom- 
mended as a treatment for sex offenders either on human- 
itarian grounds or on grounds of effectiveness. 

Hormonal treatment involves the use of drugs to reduce 
sexual desire, based on the assumption that sexual arous- 
ability is dependent on maintaining the level of androgen 
in the body above a given threshold. Several drugs have 
been tried in the past 50 years. These drug treatments 
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have typically been used with adult male offenders who 
are arrested for sexual contacts with children or exhibi- 
tionism. The drug medroxyprogesterone acetate (MPA), 
which binds to androgen receptors, was commonly used 
in the United States for some years. However, the drug 
has serious, adverse side effects, and its use has been dis- 
continued in Europe (Thibaut et al., 2010). Moreover, 
limited evidence suggests it did not reduce the likelihood 
of reoffending. Cyproterone acetate (CPA) is replacing 
MPA; it acts as both a progestin and an antiandrogen. 
It binds to all androgen receptors, including those in the 
brain, and blocks testosterone uptake. It is taken daily as a 
tablet or injected weekly or biweekly. 

Clinicians also use /euprolide acetate (LA), a synthetic 
analog of gonadotropin-releasing hormone (GnRH; see the 
chapter “Sex Hormones, Sexual Differentiation, and the 
Menstrual Cycle”). These drugs are also called LHRH ago- 
nists. A systematic review concluded that these drugs are 
effective in the treatment of paraphilic disorders and are 
more effective than other drugs (Turner & Briken, 2018). 

The use of an alternative, psychopharmacological treat- 
ment, is based on the idea that people with problematic 
paraphilias are often suffering from psychological prob- 
lems such as depression and that treating the depression 
will take care of the paraphilic behavior. Here, psychotro- 
pic medications, like antidepressants such as Prozac, are 
administered to offenders. These medications influence 
patients’ psychological functioning and behavior by their 
action on the central nervous system. Antidepressants 
are being used with paraphilics who are also diagnosed 
with obsessive-compulsive disorder or depression. These 
drugs appear to change the obsessive-compulsive behavior 
rather than sexual desire (Gijs & Gooren, 1996). There is 
a great deal of interest in the use of the antidepressants 
known as selective serotonin reuptake inhibitors (SSRIs). 
These drugs also have been successfully used to treat com- 
pulsive behaviors. Their success with people exhibiting 
paraphilic disorders is consistent with the idea that these 
conditions are a type of obsessive-compulsive disorder 
(Miner & Coleman, 2001). 

Both hormonal and psychopharmacological treatment 
should be used as only one element in a complete pro- 
gram of therapy, which should include counseling and 
treatment for other emotional and social deficits (Saleh 
& Berlin, 2003). The best results are obtained with people 
who are highly motivated to change their behavior and 
therefore comply with the prescribed treatment regimen. 
If the patient stops taking the drug or participating in 
other aspects of treatment, the program will fail. Unfortu- 
nately, one of the limitations of research on the effective- 
ness of these treatments is the high dropout rate. 


Cognitive Behavioral Therapies 
Some treatment programs are based on cognitive behav- 
ioral therapies (CBT). Comprehensive programs include 


elements such as the following (Grubbs et al., 2015; 
Hallberg et al., 2017): 


1. Education on the person’s condition and factors that 
can contribute to the continuation of the behavior, 
such as classical and operant conditioning. 


2. Practice in impulse-control skills and mindfulness 
(discussed in the chapter “Sexual Disorders and Sex 
Therapy”). 


3. Training in problem-solving skills if the person experi- 
ences depression, anxiety, or boredom. 


4. Cognitive restructuring (modifications of distorted 
thinking) to help the person deal with negative thoughts. 


5. Skills to prevent relapse. 


Convicted offenders sent to correctional facilities are 
likely to be treated with programs of this type, if they 
receive any treatment. An evaluation of the effectiveness 
of programs for adult offenders reports that high-quality 
CBT programs for sex offenders in prison reduced recid- 
ivism 15 percent, and for offenders on probation the 
reduction was 31 percent (Aos et al., 2006). Note that 
many people do not reoffend following release. If the rate 
of reoffense for untreated people is 30 percent, a 15 per- 
cent reduction would be about 5 people per 100 released 
offenders. The Regional Treatment Centre is a secure, 
prison-based treatment facility in Canada; it provides 
high-risk offenders with an individualized, CBT-based 
program targeting criminal thinking patterns, criminal 
associates, deviant arousal, and other elements of the per- 
sonality. Offenders are typically people diagnosed with 
paraphilic disorders, including sexual interactions with 
children, exhibitionism, and sexual sadism. The program 
typically lasts 7 months. About 250 released offenders 
were followed for two and one-half years post-release; only 
5.5 percent (14 people) reoffended in that period (Wilson 
et al., 2013). 

A meta-analysis found that recidivism rates for women 
convicted of sexual offenses (only some of which were 
paraphilic) were much lower than rates for men (Cortoni 
et al., 2010). 


Skills Training 
According to yet another theoretical understanding, people 
with paraphilias engage in their behavior because they have 
great difficulty forming relationships, and so they do not 
have access to appropriate forms of sexual gratification. 
Many of these people do not have the skills to initiate 
and maintain a conversation. They may find it difficult to 
develop intimacy (see the chapter “Attraction, Love, and 
Communication”) (Keenan & Ward, 2000). Such people 
may benefit from a treatment program that includes social 
skills training. The training may include how to carry ona 
conversation, how to develop intimacy, how to be appro- 
priately assertive, and identifying irrational fears that are 
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Figure 7 Tiger Woods, who was linked in media reports with at least 
15 women, several of them claiming long-term affairs with him, entered 


treatment for sex addiction in 2010. 


Eric Gay-Pool/Getty Images Sport/Getty Images 


Figure 8 The centerpiece of 12-step programs such as Sex Addicts 
Anonymous is group meetings in which participants confront their addic- 
tion with the support of other group members. 


David Harry Stewart/Stone/Getty Images 


inhibiting the person (Abel et al., 1992). These programs 
may also include basic sexuality education. 


AA-Type 12-Step Programs 

As we saw in Milestones in Sex Research: Sexual Addic- 
tions? sexual addiction theory argues that many people 
who engage in uncontrollable, inappropriate sexual pat- 
terns are addicted to their particular sexual practice. The 
appropriate treatment, according to this approach, is one of 
the 12-step programs modeled on Alcoholics Anonymous. 


Treatment programs based on this approach have 
become very common in the past 30 years. They include 
Sex Addicts Anonymous (SAA), Sex and Love Addicts 
Anonymous (SLAA), and Sex Compulsives Anonymous. 
These programs are run by group members and are gener- 
ally free to participants. Most of the recovery or “rehab” 
centers in the United States utilize groups based on AA 
principles, led by a professional staff member, as the core 
of their programs. Use of these centers has entered every- 
day language: “going into rehab.” Twelve-step programs 
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combine cognitive restructuring, obtaining support from 
other members who have the same or similar problem 
behaviors, and enhancing spirituality. This last aspect 
involves increasing one’s awareness of a “higher power” 
who can be relied on to help one recover. 

They are popular, but are they effective? AA-based 
groups in the community are generally unwilling to coop- 
erate with researchers, believing that to do so would pre- 
vent group members from concentrating on recovery. As 
a result, little research data exist on these programs. One 
study of 12-step treatment for compulsive sexual behavior 
did find it to be effective (Efrati & Gola, 2018). 


What Works? 

Meta-analyses of the effectiveness of treatment programs 
for sex offenders consistently find that some types of pro- 
grams are more effective than others. Typically the treat- 
ment is given to a mixed group of offenders, including 


paraphilics, rapists, and child sexual abusers. A system- 
atic review of controlled outcome evaluations of psycho- 
social and hormonal treatment programs found that, 
overall, such programs reduced sexual recidivism (return 
to offending) by 37 percent, compared to those in con- 
trol groups (Schmucker & Losel, 2008). A review of all 
types of treatment programs concluded that only CBT- 
based programs are consistently shown to be effective 
(Thibaut et al., 2010). Among programs treating incarcer- 
ated offenders, the rate of reoffending 20 years following 
treatment is estimated at 27 percent. As noted earlier, the 
intensive multifocal program of the Regional Treatment 
Centre in Canada reported a reoffending rate of 5.5 percent 
2.5 years following treatment. Programs are also more 
effective with some types of offenders than others. The 
programs have the largest effect with rapists, the second 
largest with exhibitionists, and the smallest significant 
effect with intrafamily child sex offenders. 


Using diagnostic labels accurately 


In this chapter, we discuss sexual behaviors that depart from the norm in U.S. society. To bring some clarity and 

structure to the discussion, we rely on the Diagnostic and Statistical Manual-5-TR classification system. It identifies a 

number of paraphilias, which are intense and persistent atypical sexual interests. Paraphilias are distinct from para- 

Dhilic disorders, which are paraphilias that are recurrent, and, crucially, create distress or impairment to the individual. 
Let’s consider exhibitionism. Here are three possible ways that the term exhibitionism might be used. 


1. Anya engages in exhibitionistic displays of her wealth, driving a Lamborghini and wearing her jewels when 
strolling down the street. 


2. Jonah occasionally fantasizes about exposing his genitals while standing on the balcony of his apartment, but 
he has never actually done it. 


3. Jack exposes his genitals to women who are waiting on the subway platform. He has frequent urges to do this 
and darts down into the subway about three times a day to perform the behavior. He has been arrested twice 
for exhibitionism, but he can’t seem to stop himself. 


Which of these cases fits the definition of exhibitionism as a paraphilia? Which fits the definition of exhibitionism 
as a paraphilic disorder? Answer these questions for yourself before you continue reading. 

Anya’s behavior (1) doesn’t fit either definition. This is a case in which a precise, scientific sexual term is used 
with a very different meaning. In this case, “exhibitionistic” just refers to drawing attention to yourself. It has noth- 
ing to do with genitals. 

Jonah’s case (2) fits the definition of paraphilia but not paraphilic disorder. It is unusual to fantasize about 
exposing oneself while standing on a balcony, but it is just a fantasy and he doesn’t actually do it. No one is harmed 
by his fantasy. He has the fantasy only occasionally, and there is no indication that it is causing any impairment in 
his work performance or his relationships with others. 

Jack’s case (3) fits the definition of paraphilic disorder. Exhibitionism is one of the paraphilic disorders. Jack is 
not only exposing his genitals to other human beings, who have not consented to this interaction, but the behavior 
is dysfunctional, causing impairment. Getting arrested for a sexual behavior is dysfunctional, and surely Jack’s job 
performance must be impaired when he dashes out to the subway three times a day. 

When you use a well-defined scientific term, it is important to think critically about how you use it and whether 
the case in question really fits the definition. 
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SUMMARY 


When Is Sexual Behavior Abnormal? 
It seems reasonable to define abnormal sexual behavior as 
behavior that creates significant psychological distress for 
the person, impairs their functioning in other areas of life, 
or harms others. The American Psychiatric Association 
defines a paraphilia as an intense and persistent atypical 
sexual interest. Paraphilias are distinct from paraphilic 
disorders, which are paraphilias that are recurrent, last at 
least 6 months, and create distress or impairment to the 
individual or harm others. 

There is a continuum between normal and abnormal 
sexual behavior. 


Fetishism 

A fetishist is a person who becomes aroused to some 
object or nonsexual body part. Most likely, fetishism 
arises from conditioning, and the range of behaviors 
involved provides a good example of the continuum from 
normal to abnormal behavior. 


Cross-Dressing 
There are multiple types of cross-dressing, including drag, 
female impersonators, and transvestites. 


Sadism and Masochism 

Three styles of sexual interaction involve differences in 
control over sexual interactions. Dominance and sub- 
mission involve a consensual exchange of power, and the 
enacting of scripted performances. Bondage and disci- 
pline involve the use of physical restraints or verbal com- 
mands by one person to control the other. Both D-S and 
B-D may occur without genital contact or orgasm. Sadism 
and masochism involve deriving sexual gratification from 
giving and receiving pain. People of color have been the 
objects of racism within the BDSM community. 


Voyeurism and Exhibitionism 

The voyeur is sexually aroused by looking at nonconsent- 
ing people who are nude, undressing, or engaging in sex- 
ual activity. The exhibitionist displays their sex organs to 
others. Both are generally harmless. 


Hypersexuality and Asexuality 
Nymphomania and satyriasis are terms used to describe 
women and men with an extraordinarily high sex drive. 
Both terms are ambiguous and subject to misuse. The 
term /ypersexuality is potentially more precise, particu- 
larly if it is defined behaviorally. 

Asexuality is defined as having no sexual attractions. 
In surveys, asexuals report less sexual behavior than other 
people do. They do not necessarily report distress from 
their asexuality. 


Cybersex Use and Abuse 

Use of the Internet to access sexually oriented materials 
or people may become compulsive. The Internet may 
facilitate compulsion because of the three A’s—anonymity, 
accessibility, and affordability. People who engage in 
problematic online sexual activities also tend to have 
other problems such as depression. 


Other Sexual Variations 

Other variations include asphyxiophilia, use of oxygen 
deprivation in an attempt to enhance sexual sensations; 
and zoophilia, sexual contact with animals. Others 
include frotteurism, zoophilia, and necrophilia. 


Prevention of Sexual Variations 

Programs that may prevent sexual variations are 
being developed and evaluated. One is Stop It Now! a 
community-based program that has been shown to be 
effective in preventing child sexual abuse. 


Treatment of Sexual Variations 

Available treatment programs include medical and hor- 
monal treatments, cognitive behavioral therapy, skills 
training, and AA-type 12-step programs. Each form of 
treatment may help some individuals whose sexual behav- 
iors are problematic, but only CBT-based programs are 
consistently shown to reduce the frequency of the behav- 
ior or reoffending. 
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1. How many women are raped at some 
time in their lives? 

2. What factors predispose men to become 
rapists? 

3. When child molesters are released from 
prison, how likely are they to reoffend? 


4. What behaviors in the workplace count 
as sexual harassment? 


Read this chapter to find out. 
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Rape Child Sexual Abuse 

The Impact of Rape Patterns of Child Sexual Abuse 
Date Rape Impact on the Victim 

Marital Rape The Offenders 

Causes of Rape 

The Role of Alcohol in Sexual Assault Sexual Harassment 

Rapists Sexual Harassment at Work 


Sexual Harassment in Education: 
An A for a Lay 
Doctor-Patient Sex 


Men as Victims of Rape 

Trans People as Victims of Rape 
Prison Rape 

Race/Ethnicity and Rape 
Preventing Rape 


RAPE 


I was just like people are grabbing you, touching you, extremely drunk, loud, screaming. 
... When people grab me |’m like, “Okay, so you grabbed the wrong person ’cause I’m 
gonna make the loudest scene. I’m gonna shame you, I’m gonna make sure you remember 


that like this is not what you need to do.”* 


*Michaela, a queer woman of color, describing a fraternity party (Hirsch & Khan, 2020, p. 134) 


This chapter is about sexual activity that involves coercion 
and is not between consenting adults; specifically, we con- 
sider rape, child sexual abuse, and sexual harassment at 
work and in education. All these topics have been highly 
publicized, and much good scientific research on them 
has appeared. 


———=S=S=S=S=SE— ad) 
Rape 


Rape is typically defined, following current laws in many 
states, as nonconsensual oral, anal, or vaginal penetration, 
obtained by force, by threat of force, or when the victim is 
incapable of giving consent (Kilpatrick et al., 2007). Notice 
that the definition includes not only forced vaginal inter- 
course but forced oral sex and anal 


sex as well. The crucial 
point is that the activ- 
ity is nonconsensual— 
that is, the victim did 
not consent to it. One 
type of nonconsent occurs when the 
victim is incapable of giving consent, perhaps because of 
being drunk, unconscious, or high on drugs. 

Sexual assault is a broader term than rape. It includes 
nonconsensual penetrative sex but also includes things 
like sexual groping. Sexual assault statistics are higher 
than rape statistics because sexual assault is a broader 
category. 

In 2019, some 140,000 rapes—completed or attempted— 
were reported to law enforcement in the United States; 
this means there were 40 reported rapes for every 100,000 
women (FBI, 2020). However, also according to the FBI, 
forcible rape is one of the most underreported crimes. 
Only about 23 percent of rapes are reported to the police 
(Morgan & Kena, 2017). According to a well-sampled 
national survey in the United States, a woman has a 
21 percent chance, over her lifetime, of being raped 
(Smith et al., 2018). According to a well-sampled survey of 
Australian women, 21 percent had been sexually coerced 
(de Visser et al., 2007). Statistics vary somewhat from one 
study to another, but most find that a woman’s lifetime 
risk of being raped is between 18 and 25 percent (Gavey & 
Senn, 2014). A good figure to remember is 20 percent, or 


How many women are 
raped at some time in 
their lives? 


1 in 5 (Muehlenhard et al., 2017). More than 40 percent 
of all rapes of women and girls occur before age 18, and 13 
percent occur before age 11 (Smith et al., 2018). 

Although there is great concern, as there should be, 
about rape on college campuses, the data indicate that, 
among college-age women (ages 18 to 24), the rate of rape 
is higher for nonstudents than it is for students (Sinozich 
& Langton, 2014). 


The Impact of Rape 
Compared with nonvictimized women, women who have 
experienced rape are more likely to show several types of 
psychological distress, including anxiety, depression, sui- 
cide ideation and attempts, and posttraumatic stress dis- 
order (PTSD) (Martin et al., 2011). Posttraumatic stress 
disorder is defined as the long-term psychological distress 
suffered by someone who has experienced a terrifying, 
uncontrollable event. Originally developed to describe the 
long-term psychological distress suffered by war veterans, 
most of whom are men, it later became clear that women 
rape survivors show these same symptoms characteristic 
of PTSD (Koss & Figueredo, 2004). Typical symptoms 
can include anxiety, depression, nightmares, flashbacks, 
and a lack of feeling safe. 

According to the cognitive behavioral view of PTSD, 
people who have experienced a terrifying event form a 
memory schema that involves information about the situ- 
ation and their responses to it (Foa et al., 1989). Because 
the schema is large, many cues can trigger it and thereby 
evoke the feelings of terror that occurred at the time; the 
schema is probably activated at some level all the time. 
The consequences can be far reaching and long lasting. 

Most women who experience a sexual assault have 
negative psychological reactions immediately afterward. 
Many, but not all, show significant 


recovery within a year (Martin et 
al., 2011). A number of factors are 
associated with worse psychologi- 
cal outcomes: whether the woman 
has experienced sexual violence 
previously (i.e., this is a revic- 
timization), the severity of the 
violence (more severe violence is 
associated with worse outcomes), 
and the reactions of others when 


Rape: Nonconsenting oral, anal, 

or vaginal penetration obtained by 
force, by threat of force, or when the 
victim is incapable of giving consent. 
Sexual assault: Nonconsenting 


sexual contact, including rape, 
attempted rape, and sexual touching. 
Posttraumatic stress disorder 
(PTSD): Long-term psychological 
distress suffered by someone who 
has experienced a terrifying event. 
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versity, I realized I wanted to socialize more. I 

broke up with my hometown honey, began 
attending college parties, started drinking, and dated 
other guys at my school. I was a virgin and didn’t want to 
be anymore. I met my second boyfriend in physics. “G” 
was a football player and a big, handsome man, the 
best-looking man I’d ever met. We began to date and at 
first it was wonderful. He even carried me home once 
from a party, and I thought, “This is the one.” Our first 
attempt at intercourse was difficult and I began to beg 
him to stop, but he just kept trying until he was successful 
and there was blood everywhere. It was awful. 

I continued to date G, but he began to act very dif- 
ferently. When he drank, he became extremely violent, 
and on different occasions I watched him break a vending 
machine, and pull a toilet out of a wall at a fraternity. He 
was unhappy with the way he was treated on the football 
team. He demanded to know where I was at all times and 
accused me of cheating on him. I wanted to break up with 
him, especially since sex was rough and not always con- 
sensual, but I was scared of him. I tried avoiding him but 
he always found me. 

One night, G arrived very drunk at a party I was 
attending. I tried to sneak out of the party. He noticed I 
left and ran out after me. I didn’t want trouble so I drove 
him to his dorm. He claimed he was too drunk to walk 
to his dorm, so I tried to help him into his room. When 
I turned around to leave, he sprang up and locked me in. 
He attacked me. I tried fighting him, but he wouldn't lis- 
ten or stop. He hit my head into the wall several times and 
tried to force me to perform oral sex. I bit him, and that 
made him more angry. He then tried to force anal sex, and 
I fought as hard as I could. I finally started crying, and he 
stopped when he lost his erection. The rest of the night, 
I felt completely trapped in his dorm room. I lay awake 
all night and tried to leave, but he would wake up and 
stop me. I’ve never forgotten how scared I felt that entire 
night. He got up that morning and showered and acted as 
if nothing had happened. He was in all my classes for the 
rest of my college career. 

I began to drink very heavily afterward. I told my 
roommate, J, and another woman on my floor, D. I never 
thought to report it, since he was my “boyfriend.” 

A year and a half later, I began to hear voices. It was 
a male voice calling me a fucking bitch, whore, and other 


'D| uring my sophomore year at Northwestern Uni- 


A Date-Rape Victim Tells Her Story 


names. I thought I was going crazy and became very 
depressed. I decided I must be schizophrenic and decided 
to kill myself. My attempt was unsuccessful. 

Soon after, I was shopping in a bookstore. I saw this 
title staring right at me, “I Never Called It Rape.” I started 
reading it right there in the store, and I began crying and 
thinking, “This is what happened to me.” I spoke with a 
faculty member, who arranged for immediate counseling. 

The first time I went to see the counselor, I couldn’t 
even speak. I sat in her office and cried for the entire hour. 
She kept saying, “It’s not your fault, it’s not your fault.” I 
couldn’t believe it. Later we discussed how most of the 
times G and I had sex had actually been rape, including 
the first and the last. I participated in a “Take Back the 
Night March.” One fraternity threw bottles at us. 

I went through medical school and residency. During 
my first year of residency, I was assaulted again, this time 
by a man in a stairwell during a New Year’s Eve party 
at a hotel. I started screaming “You're raping me, you’re 
raping me!” He stopped and I got away! But I didn’t go 
to the ER, I just went home and crawled in bed. My old 
shame came back. I began to drink heavily again. One 
night I drank all night and never showed up to work that 
next morning. I finally rolled into my director’s office, 
depressed, hung over, and still smelling of alcohol, and 
my boss said I had to stop and straighten up right away 
or he wouldn’t let me back for the next year. So I stopped 
drinking. I also made two very good friends around the 
same time. Through their support, I really turned my 
life around. 

Three years later, I moved to Madison, Wisconsin. 
I was living alone for the first time and had a great deal 
of anxiety. I joined a Sexual Assault Survivors Support 
Group. Then in the spring, I was invited to speak at my 
old university for Career Day for high school students, 
so I went back there 10 years after the incidents. I was 
finally successful in my career, had strong, loving rela- 
tionships with my friends and parents, and was happy. I 
look back at what happened now and think that I really 
survived a lot. I feel it helps me to be a better physi- 
cian because I can empathize with how bad life can be 
for people. 


Source: Based on an interview conducted by Janet Hyde. 
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Figure 1 Rape crisis counseling. Many women 
experience severe emotional distress after a rape, 
and it is important that crisis counseling be avail- 
able to them. 


ClarkandCompany/Getty Images 


the woman discloses the assault (negative reactions from 
others produce worse psychological outcomes). See First 
Person: A Date-Rape Victim Tells Her Story, for one 
woman’s account of these effects on her life. The good 
news is that psychotherapeutic treatments for PTSD are 
available and they are successful in treating rape survivors 
(Resick et al., 2012). 

Some women experience self-blame. A woman may 
spend hours agonizing over what she did to cause the rape 
or what she might have done to prevent it: “If I hadn’t worn 


that tight sweater. . .”; “If I hadn’t been dumb enough 
to walk on that dark street .. .”; “If I hadn’t been stupid 
enough to trust that guy... .” This is an example of a ten- 


dency on the part of both the victim and others to blame 
the victim. Self-blame is linked to worse long-term psycho- 
logical outcomes for victims (Koss & Figueredo, 2004). 
Researchers are finding increased evidence of the 
damage to women’s physical health that may result from 
rape (Centers for Disease Control and Prevention, 2004a; 
de Visser et al., 2007; Paras et al., 2009). Women may 
suffer physical injuries, such as cuts and bruises, and 


vaginal pain and bleeding. Women who have been forced 
to have oral sex may suffer irritation or damage to the 
throat; rectal bleeding and pain are reported by women 
forced to have anal intercourse. A raped woman may con- 
tract a sexually transmitted infection such as HIV/AIDS 
or herpes. In about 5 percent of rape cases, pregnancy 
results (Basile et al., 2018).! 

Rape affects many people besides the victim. Most 
women routinely do a number of things that stem from 
rape fears. For example, many women, when getting into 
their car at night, almost reflexively check the backseat 
to make sure no one is hiding there. Most college women 
avoid walking alone through dark parts of the campus at 
night. At least once in their lives, most women have been 
afraid of spending the night alone. If you are a woman, 
you can probably extend this list from your own experi- 
ence. The point is that most women experience the fear of 
rape, if not rape itself, and this fear restricts their activi- 
ties (Parrot & Cummings, 2006). 

Spouses or partners of victims may also be profoundly 
affected. At the same time, they can provide important 
support for the woman as she recovers (see First Person: 
How Can Friends and Family Help a Rape Survivor?). 

New research in psychology indicates that not every- 
one who experiences a serious traumatic event develops 
PTSD. Some, in fact, display posttraumatic growth, that 
is, positive life changes and psychological development 
following exposure to trauma (Tedeschi et al., 1998, 
2018). Research shows that as many as 70 percent of sur- 
vivors of interpersonal violence in adulthood experience 
posttraumatic growth (Elderton et al., 2017). Growth can 
occur in areas such as appreciation of life and sense of 
personal strength. 


Date Rape 
According to national crime victimization statistics, for 
college students, 78 percent of rapes are committed by 
someone the victim knows (Sinozich & Langton, 2014). 
Specifically, 24 percent are committed by a regular dat- 
ing partner. Date rape is one of the most common forms 
of rape, especially on college campuses. Younger adoles- 
cents are not exempt either; a well-sampled study of U.S. 
14- to 21-year-olds found that 3.9 percent of the girls and 
1.6 percent of the boys said that their partner had made 
them have sex (Ybarra et al., 2016). Unfortunately, the 
gender of the aggressor in these 
acts was not reported, so we don’t 
know, for example, for the boys, 
whether the person who forced 
sex was a girl or another boy. 


'Tests for sexually transmitted infections should routinely be done 
as part of the hospital treatment of rape victims (Linden, 2011). 
Pregnancy tests can be done if the woman’s period is late. If preg- 
nancy seems likely, emergency contraception can be used (see the 
chapter “Contraception and Abortion”). 


Posttraumatic growth: Positive life 


changes and psychological develop- 
ment following exposure to trauma. 
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The following is typical of the advice given by numerous uni- 
versities. This advice comes from University Health Services 
at the University of Wisconsin—Madison. 


Recognize that support from friends and family can make 
a big difference in how a person heals from trauma. Here 
are things that friends and family can do to be supportive. 


1. Respect a victim/survivor’s decisions. They need to 
regain a sense of control over their life. Even though 
it may be tempting, do not override the person’s 
decisions. 


2. Listen and be available. Be willing to spend time 
talking. You don’t have to be a trained therapist. You 
just need to listen supportively. 


3. Believe and accept. It’s easy to fall into the trap of 
blaming the victim and suggesting what they might 
have done to bring on the attack. You need to believe 
the victim/survivor. 


4. Offer a safe place to stay or stay with the survivor. The 
survivor may be frightened to be alone, and having 
a friend or family member there can provide a sense 
of safety. 


In some cases, date rape seems to result from male- 
female miscommunication. Men’s traditional view in 
dating relationships has been that a woman who says no 
really means yes (Osman, 2003). Men need to learn that 
no means no. Consider this example of miscommunica- 
tion and different perceptions in a case of date rape: 


Bob: Patty and I were in the same statistics class together. 
She usually sat near me and was always very friendly. I 
liked her and thought maybe she liked me, too. Last 
Thursday I decided to find out. After class I suggested that 
she come to my place to study for midterms together. She 
agreed immediately, which was a good sign. That night 
everything seemed to go perfectly. We studied for a while 
and then took a break. I could tell that she liked me, and I 
was attracted to her. I was getting excited. I started kissing 
her. I could tell that she really liked it. We started touch- 
ing each other and it felt really good. All of a sudden she 
pulled away and said “Stop.” I figured she didn’t want me 
to think that she was “easy” or “loose.” A lot of girls think 
they have to say no at first. I knew once I showed her what 
a good time she could have, and that I would respect her 


How Can Friends and Family Help a Rape Survivor? 


5. Recognize that recovery may take a long time. Each 
person recovers on their own time line. Avoid sug- 
gesting that the victim/survivor should move on now. 


6. Be sensitive and respectful of the victim/survivor’s 
wishes for closeness and affection. Some survivors 
want closeness and others want distance. Ask, for 
example, before hugging. 


7. Deal with your own feelings. You may feel anger, guilt, 
or other emotions about the incident. Don’t lay those 
on the victim. Deal with them elsewhere. 


9. If you are the victim/survivor’s intimate partner, under- 
stand the impact that sexual assault may have on sex- 
ual interactions. If you are the intimate partner of 
a victim/survivor, you have an especially important 
role in helping them heal. You may want to go to 
counseling yourself, or go to couple counseling. 


Source: University of Wisconsin—Madison, University Health Ser- 
vices, https://www.uhs.wisc.edu/prevention/violence-prevention/ 
survivor-support/. 


in the morning, it would be OK. I just ignored her protests 
and eventually she stopped struggling. I think she liked 
it but afterwards she acted bummed out and cold. Who 
knows what her problem was? 


Patty: I knew Bob from my statistics class. He’s cute and 
we are both good at statistics, so when a tough midterm 
was scheduled, I was glad that he suggested we study 
together. It never occurred to me that it was anything 
except a study date. That night everything went fine at 
first, we got a lot of studying done in a short amount of 
time, so when he suggested we take a break I thought we 
deserved it. Well, all of a sudden he started acting really 
romantic and starting kissing me. I liked the kissing but 
then he started touching me below the waist. I pulled 
away and tried to stop him but he didn’t listen. After a 
while I stopped struggling; he was hurting me and I was 
scared. He was so much bigger and stronger than me. 
I couldn’t believe it was happening to me. I didn’t know 
what to do. He actually forced me to have sex with him. 
I guess looking back on it I should have screamed or done 
something besides trying to reason with him but it was 
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so unexpected. I couldn’t believe it was happening. I still 
can’t believe it did. (Hughes & Sandler, 1987, p. 1) 


Two factors seem to explain why sexually aggressive 
men misperceive women’s communications. First, men in 
general tend to misperceive women’s warmth and friendli- 
ness as indicating sexual interest, a pattern that has been 
found in numerous studies (Farris et al., 2008; Perilloux 
et al., 2012). Second, sexually aggressive men are likely 
to have a “suspicious schema,” meaning that they gener- 
ally believe that women do not communicate honestly, 
particularly when the woman communicates clearly and 
assertively that she is rejecting an advance (Malamuth & 
Brown, 1994). The second finding has important impli- 
cations for prevention and treatment programs for sexual 
aggressors. Cognitive therapy using cognitive restructur- 
ing is probably necessary, the goal being to get the man 
to change his suspicious schema. Such programs might 
be used with incarcerated rapists, but they might also be 
used in prevention programs with high school or college 
men who have been identified as being rape prone. 

One of the most frightening problems today is the 
emergence of the so-called date-rape drug, rohypnol (“roo- 
fie,” drug name flunitrozepam). Numerous cases have 
been reported of men who slipped the drug into a woman’s 
drink. The drug causes drowsiness or sleep, and the 
man rapes the woman while she is asleep. The drug also 
causes the woman not to remember the event the next day. 
Several strategies for avoiding this situation have been 
suggested, including, especially, not accepting a drink 
from a stranger, and never leaving your drink unattended. 


Marital Rape 

How common is marital rape, that is, rape by a current 
or former spouse? A national probability sample showed 
that 13 percent of married women had been raped by 
their current husband (Basile, 2002). The trauma to the 
woman in marital rape is, of course, no less severe than in 
other forms of rape (Bennice & Resick, 2003; Brousseau 
et al., 2011). The terminology has now been expanded to 
intimate partner rape, which includes not only married 
couples but also cohabiting couples. Of female rape vic- 
tims, more than half (51 percent) were raped by an inti- 
mate partner (Black et al., 2011). 

One phenomenon that emerges from the research is an 
association between marital violence and marital rape— 
that is, the man who batters his wife is also likely to rape 
her (Centers for Disease Control and Prevention, 2004b). 

A man might rape his intimate partner for many 
motives, including anger, power and domination, sadism, 
or a desire for sex regardless of whether his wife is willing 
(Russell, 1990). In some cases the husband is extremely 
angry, perhaps in the middle of a family argument, and 
he expresses his anger toward his wife by raping her. In 
other cases, power and domination of the wife seem to be 
the motive; for example, the wife may be threatening to 


leave him, and he forces or dominates her into staying by 
raping her. Finally, some rapes appear to occur because 
the husband is sadistic—enjoys inflicting pain—and is psy- 
chiatrically disturbed. 


Causes of Rape 

To provide a perspective for the discussion that follows, 
we can distinguish among four major theoretical views of 
the nature of rape (Albin, 1977; Baron & Straus, 1989; 
Hirsch & Khan, 2020; Zurbriggen, 2010): 


1. Victim-precipitated rape. This view holds that a rape is 
always caused by a woman “asking for it.” Rape, then, 
is considered basically the woman’s fault. This view 
represents the tendency to blame the victim. 


2. Psychopathology of rapists. This theoretical view holds 
that rape is an act committed by a psychologically 
disturbed man. His deviance is responsible for the 
crime occurring. 


3. Feminist. Feminist theorists view rapists as the prod- 
uct of gender-role socialization in our culture. They 
have theorized about the complex links between sex 
and power: In some rapes, men use sex to demonstrate 
their power over women; in other rapes, men use their 
power over women to get sex. Feminists also point to 
the eroticization of violence in our society. Gender 
inequality is both the cause and the result of rape in 
this view. 


4. Sociological. Sociologists argue for the principle of sexual 
citizenship—and its violation—as a factor in rape, along 
with the importance of sexual geographies (Hirsch & 
Khan, 2020). Sexual citizenship is the acknowledgement 
of one’s own right to sexual self-determination and the 
same right in others. For perpetrators, recognizing that 
another person has the right to sexual self-determination 
is profound. For a potential victim, being aware of one’s 
own sexual citizenship could empower the person to 
resist an assault. Sexual geographies involve space and 
the people who control the space. For example, on 
many campuses, fraternity houses offer the space for 
parties, and that space is controlled by the men in the 
fraternity. Sororities are not allowed to hold similar par- 
ties, in which women control the space. 


You personally may subscribe to one 


or more of these views. It is also true 
that researchers in this area have 
generally based their work on one of 
these theoretical models, which may 
influence their research. You should 
keep these models in mind as you 
read the rest of this chapter. 

What do the data say? Research 
indicates that a number of factors 
contribute to rape, ranging from 


Marital rape: The rape of a person by 
their current or former spouse. 
Victim-precipitated rape: The view 
that rape is a result of a woman 
“asking for it.” 


Sexual citizenship: The acknowl- 
edgement of one’s own right to 
sexual self-determination and the 
same right in others. 

Sexual geographies: Space and the 
people who control the space. 
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Rape culture: Deeply entrenched 
cultural attitudes about gender and 


sexuality that shape people’s atti- 
tudes about rape; rape myths are an 
integral part of rape culture. 


forces at the cultural level to factors at the individual level, 
including the following: cultural values; sexual scripts; 
early family influences; peer-group influences; charac- 
teristics of the space; miscommunication; sex and power 
motives; and masculinity norms and men’s attitudes. The 
data on each of these factors are considered below. 

Cultural values can serve to support rape. In the Inter- 
national Dating Violence Study, researchers collected 
data from university students at 38 sites around the world, 
including several states in the United States, and sites 
in Asia, Europe, Latin America, and the Middle East 
(Hines, 2007). The results indicated that there was a cor- 
relation, across cultures, between hostility toward women 
and rates of sexual coercion. That is, the more hostility 
that men from a culture expressed toward women on ques- 
tionnaires, the higher the rate of women reporting being 
sexually coerced. 

The term rape culture has been coined to refer to 
deeply entrenched cultural attitudes about gender and sex- 
uality that shape people’s attitudes about rape (Barnett et 
al., 2018). Rape culture is supported by rape myths, which 
are false beliefs about rape. Examples include the belief 
that the victim precipitated the rape, that victims fabricate 
their story of rape when it was really consensual sex, that 
the victim wanted to be raped, and that men cannot con- 
trol themselves in a sexual situation. Research has verified 
that there is a correlation between rape myth beliefs and 
perpetrating sexual coercion (Trottier et al., 2021). 

Sexual scripts play a role in rape as well (Carroll & 
Clark, 2006; Krahé et al., 2007; Krahé & Berger, 2021). 
Adolescents quickly learn society’s expectations about 
dating and sex through culturally transmitted sexual 
scripts. These scripts support rape when they convey the 
message that the man is supposed to be oversexed and 
the sexual aggressor. By adolescence, both girls and boys 
endorse scripts that justify rape. A study of 1,700 middle 
school students revealed that approximately 25 percent of 
the boys said that it was acceptable for a man to force sex 
on a woman if he had spent money on her (Koss et al., 
1994). These findings have been replicated in a number 
of studies of high school and college students (e.g., Good- 
childs & Zellman, 1984; Muehlenhard, 1988). 

Early family influences may play a role in shaping a 
man into becoming a sexual aggressor. Specifically, young 
men who are sexual aggressors are likely to have been sex- 
ually abused themselves in childhood (Seto et al., 2010). 

The peer group can have a powerful influence, encour- 
aging men to rape. For an example, see Milestones in Sex 
Research: Fraternity Gang Rape, which describes the ways 
in which the peer group in a fraternity created a climate that 
encouraged its members to rape. 

Characteristics of the space 
play a role. Secluded places fos- 
ter rape, as do parties in which 
excessive alcohol use is involved 
(Hirsch & Khan, 2020). 


Miscommunication between women and men is a fac- 
tor. In the section on date rape we saw a case in which the 
man and the woman had totally different understandings 
of what had occurred. Because many people in the United 
States are reluctant to discuss sex directly, they try to infer 
sexual interest from subtle nonverbal cues, a process that 
is highly prone to errors (Abbey, 1991). Specifically, some 
men have a predisposition to interpret a woman’s friendly 
behavior or sexy clothing as carrying a sexual message 
that she did not intend (Abbey, 1991; Farris et al., 2006; 
Lindgren et al., 2008). 

Sex and power motives are involved in rape. Feminists 
have stressed that rape is an expression of power and 
dominance by men over women (Parrot & Cummings, 
2006; Zurbriggen, 2010). Current theory emphasizes 
that both sexual motives and power motives are involved 
and interact with each other. For example, rapists may be 
capable of experiencing sexual arousal and hostile aggres- 
sion simultaneously, whereas other men find that hostile 
aggression inhibits sexual arousal. 

Finally, masculinity norms and men’s attitudes are 
another factor (Abrams et al., 2003; Zurbriggen, 2010), 
as we discuss later in the chapter. Supporting the femi- 
nist theoretical view, research shows that hypermascu- 
line attitudes are correlated with men’s history of sexual 
aggression (Murnen et al., 2002). The very commonness 
of rape, especially date rape, argues against the psychopa- 
thology of rapists. Hypermasculinity is a far more com- 
mon cause than psychopathology. 


The Role of Alcohol in Sexual Assault 
Research has established a link between alcohol con- 
sumption and sexual assault (Abbey, 2011; Abbey et al., 
2014; Walsh et al., 2021; Yeater et al., 2020). Men who 
are intoxicated are more likely to commit a sexual assault 
than men who are not intoxicated. That finding is a cor- 
relation, though. Does it mean that alcohol actually plays 
a causal role? Or might it be that a man who wants to 
commit a sexual assault drinks to get himself ready, or 
perhaps to give himself an excuse? Or could it be that 
some third factor, such as impulsivity, accounts for the 
correlation? A man who is highly impulsive drinks too 
much and commits sexual assault. Researchers have spent 
a great deal of effort sorting out these possibilities. 

First, let’s consider the effects of alcohol on the per- 
petrator. Scientists have documented two categories of 
effects: pharmacological effects and psychological effects. 
Pharmacological effects, the actual effects of the drug on 
the body and behavior, have been detected in laboratory 
experiments. Alcohol impairs higher cognitive functions 
such as complex decision making, planning, and response 
inhibition (Abbey et al., 2014). These effects can be 
found at blood-alcohol concentrations (BAC) as low as 
.04, which is the equivalent of 2 drinks consumed over 
2 hours. At a BAC of .08, the effects are large. For a man 
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Milestones in Sex Research 


Survey 
Excellent: 


Fraternity Gang Rape oral 


nthropologist Peggy Sanday (1990) investigated 
AT a widely publicized case of gang rape in a frater- 

nity at a particular university, as well as many 
other similar cases documented at other universities. 

Men join fraternities for many possible reasons. Some 
may anticipate establishing networks of friendships that 
will help them in their future careers. But often freshmen, 
insecure in a complex new environment, join the fraternity 
to find security. According to Sanday’s analysis, the initia- 
tion rituals of many fraternities follow a sequence of creat- 
ing high levels of anxiety in the new members, followed by 
a male bonding ritual that makes them “brothers.” Essen- 
tially the young man’s identity as an individual is under- 
mined while loyalty to the group is prized, indeed enforced. 

In the case investigated by Sanday, the XYZ fraternity 
(she used this name to guard the anonymity of the popula- 
tion being studied, as required by the ethical standards for 
anthropologists) had a practice called the “XYZ express,” 
referring to an express train. It involved a gang rape in which 
a woman, typically drunk or surreptitiously drugged so that 
she was barely conscious, was raped successively by a series 
of brothers who stood in line to take their turn, just as cars 
in a train are in a line. Often this occurred toward the end of 
a party, when the brothers themselves were drunk. 

Sanday pointed out how this practice has two conse- 
quences: It establishes dominance over a woman, and it 
promotes strong bonds among the fraternity brothers. The 
practice, of course, fits the definition of rape and is ille- 
gal. Yet many of the brothers, when the case was brought 
to court, said that they had no idea that their activities 


who is predisposed to commit rape, alcohol can turn the 
predisposition into actual behavior. 

As for the psychological effects, alcohol is glamorized 
in our culture and is widely believed to improve men’s sex- 
ual outcomes (Abbey, 2011). People believe that drinking 
alcohol will make them more sociable and sexually unin- 
hibited. These beliefs create expectancy effects, and they 
can be powerful. Moreover, the expectancy effects can 
amplify the actual pharmacological effects. 

Let’s consider one particular study to illustrate how 
researchers go about studying the pharmacological and 
psychological effects (Abbey et al., 2009). Male college 
students first completed measures that included past sex- 
ual assault perpetration and the trait of general hostility. 
A month later—so that they wouldn’t perceive a connection 


were wrong or illegal. The culture of the fraternity had 
dulled their capacity to make a rational judgment. The 
judge who heard the case was astounded that universities 
would tolerate, indeed support, institutions that created 
an environment in which such acts could occur. 

Sanday noted anthropologists’ findings that, cross- 
culturally, some societies are free of sexual assault whereas 
others are rape prone. She concluded, “Social ideolo- 
gies, not human nature, prepare men to abuse women” 
(p. 192). The XYZ fraternity and others like it are essen- 
tially a subculture that socializes men to have sexist atti- 
tudes toward women and creates an environment in which 
gang rape is likely to occur. 

More recent research confirms Sanday’s conclusions. 
For example, membership in an all-male group such as a 
fraternity or sports team increases college men’s risk for 
perpetrating sexual violence (Bonar et al., 2020). Men who 
belong to fraternities (“Greeks”) do indeed score higher 
on measures of rape myth acceptance than do non-Greeks 
(Canan, 2018; Seabrook et al., 2018b). Compared with 
non-Greeks, Greek men report more pressure to uphold 
masculinity norms, which in turn predicts their rape myth 
acceptance (Seabrook et al., 2018a). And research on 
multiple-perpetrator rape (gang rape) confirms that 
leader-follower dynamics are involved, with hostile behav- 
ior from leaders increasing hostile behavior of their fol- 
lowers (Woodhams et al., 2020). More than 30 years after 
Sanday’s original observations, these patterns still persist. 


with the earlier measures—the men were brought to the 
lab. They were randomly assigned to one of three exper- 
imental conditions: intoxicated, sober, or placebo. Those 
in the intoxicated group drank 4 vodka and tonics to bring 
their BAC to .08. The sober group was given an equiva- 
lent amount of tonic. Those in the placebo group were 
told they were getting the vodka and tonic, but in fact 
there was no vodka in their drinks. Each participant then 
watched an 8-minute video designed to simulate a poten- 
tial date rape situation. The characters were Lisa and 
Mark, and participants were asked to imagine themselves 
as Mark. In a series of scenes, Lisa and Mark talk after a 
class and then meet at a party and spend time together, 
after which Mark invites Lisa to his apartment. They pro- 
ceed to kiss and touch and the film fades out. The men 
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were then asked a series of questions about whether they 
(Mark) would be justified in forcing sex. 

The results indicated that alcohol consumption did 
not have a simple main effect on ratings of how justified it 
would be to force sex. However, there was an interaction 
between alcohol consumption and a man’s trait level of 
hostility; among those in the intoxicated group, the higher 
the level of hostility, the greater the belief that forcing sex 
was justified. These findings demonstrate that, among 
men who are at risk of being a perpetrator (in this case, 
have high levels of hostility), alcohol consumption makes 
them feel more justified in raping. 

Turning now to the effects of alcohol on victims, the basic 
pharmacological effects are the same as they are for perpe- 
trators. Alcohol consumption leads to a decline in cogni- 
tive functioning such as decision making. However, people 
greatly underestimate their impairment. In one study of 
adult bargoers, they had consumed an average of 5 drinks 
and had a BAC somewhat over .08 (Drouin et al., 2019). Yet 
93 percent of them thought that they were in good enough 
shape to consent to sex. Alcohol also leads to a reduction 
in anxiety, so that a woman may miss signs of danger in her 
environment. And alcohol consumption may lead women 
to be less effective in resisting an assault if one occurs 
(Stoner et al., 2007). None of these research findings are 
meant to blame the victim, of course. Instead, they point to 
the complex interactions between the perpetrator’s drinking 
and the victim’s drinking that contribute to sexual assault. 

Race and social class are involved as well. Some 
researchers argue that the college binge-drinking culture 
is a culture of wealthy White men, whose privilege pro- 
tects them from the harsh legal consequences of alcohol- 
fueled sexual assault (Hirsch & Khan, 2020). Students at 
historically Black colleges and universities drink less than 
students at historically White colleges, and, in historically 
White colleges, Black students’ parties emphasize danc- 
ing more than drinking. Moreover, Black men are keenly 
aware that they have to be extra careful not to do anything 
that could be called sexual assault; for them, the conse- 
quences would be harsh (Hirsch & Khan, 2020). 

Although we have focused, in this section, on the role 
of alcohol in sexual assault, it is also true that other drugs 
can be contributing factors. For example, in one study men 
were followed from adolescence through the 4th year of col- 
lege (Swartout & White, 2010). Increased use of marijuana 
over time predicted increased sexual aggression over time. 


Rapists 

What is the profile of the typical rapist? The basic answer 
is that there is no typical rapist. 
Rapists vary tremendously in occupa- 
tion, education, marital 


What factors predispose : a 
men to become rapists? [Ramapo ese 
record, and motivation 


for committing rape. 


Compared with other men, rapists tend to have the 
following characteristics (Bonar et al., 2020; Thompson 
et al., 2015): 


1. They believe rape myths and hold a number of social 
cognitions that support rape. They believe that women 
are sexual objects; women are dangerous and decep- 
tive; they have a sense of entitlement involving male 
superiority and control; the world in general is danger- 
ous; and that certain behaviors are uncontrollable in 
the face of strong urges. 


2. They are characterized by poor inhibition and self- 
regulation. In particular, they are unable to inhibit 
aggressive impulses. 


3. They lack empathy. Specifically, they fail to under- 
stand the suffering that a rape victim experiences. 


4. They may have experienced environmental triggers, 
such as being in a war. 


5. They tend to be part of a peer group that approves of 
forced sex and pressures members to have sex with 
many different women (Swartout, 2013; Thompson et 
al., 2013, 2015). 


Some rapists commit the crime only once, whereas 
others are repeat or serial rapists. In one study of unde- 
tected rapists—men who admitted to rape on a survey but 
had never been prosecuted—the majority had committed 
the crime more than once (Lisak & Miller, 2002). Those 
who were repeat offenders averaged about six rapes each. 
A study of serial rapists who were reported to law enforce- 
ment found that serial rapists tended to rape strangers 
and averaged five rapes each (de Heer, 2016). 

One clever study was able to analyze rapists’ own 
descriptions of what they had done (Hipp et al., 2017). 
Someone on Reddit posed the following question: “Red- 
dit’s had a few threads about sexual assault victims, but 
are there any redditors from the other side of the story? 
What were your motivations? Do you regret it?” People 
who had committed sexual assault responded with mul- 
tiple stories, and the researchers—realizing that it was a 
treasure trove of data—analyzed the posts using content 
analysis methods. Part of the beauty of the data is that 
the perpetrators were posting anonymously and therefore 
presumably telling the truth. One theme that emerged 
was victim blaming. Respondents, for example, blamed 
victims who had flirted with them. Hostile sexism was 
evident in some responses. One man described how he 
anally raped his wife once a year and how he treated her 
worse each year. Other perpetrators claimed uncontrolla- 
ble biological urges. One of them said “an erect dick has 
no conscience.” Others believed that their hormones con- 
trolled their behavior. Some responses indicated objectifi- 
cation of women. One man said that his sex partners were 
just sex toys to him. Notice that these themes that sponta- 
neously emerged from rapists’ accounts of their behavior 
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Figure 2 Men, too, can be sexually assaulted. 

Kyle Beach, an NHL player with the Chicago Black- 
hawks, was sexually assaulted by a staff member. He 
reported the incident in 2010 when it occurred, but 
the head coach ignored the report. The issue resur- 
faced in 2021 when Beach went public about the 
assault. Aldrich, the staff member, left the Blackhawks 
but went on to Notre Dame and Miami University, 
and then to a high school in Michigan, where he was 
arrested and pled guilty to sexual assault of a minor. 


Claus Andersen/Getty Images 


are quite similar to the characteristics of rapists found by 
researchers, as listed above. 

A major goal of treatment for rapists is to reduce the 
chance of reoffending (Thakker et al., 2008). Their cogni- 
tive distortions and denial that they did anything wrong 
must be challenged, and they need training in empathy. 


Men as Victims of Rape 

Women are far more likely than men to be the victims of 
rape. According to a well-sampled national survey, 21 per- 
cent of women and 2.6 percent of men have been raped 
at some time in their lives (Smith et al., 2018). In cases of 
male rape victims, perpetrators are predominantly male 
(Smith et al., 2018). However, it is possible that these 
patterns are changing. One study compared Baby Boom- 
Gen Xers with Millennials, all heterosexuals (Anderson 
et al., 2021). The earlier generation showed the typical 
pattern, with men being far likelier to be perpetrators. 
With the Millennials, however, women were about as 
likely as men to use a number of perpetration tactics, 
such as purposefully giving the other person alcohol or 
drugs to get them high. 

Research shows that men who have been raped expe- 
rience symptoms of PTSD, as women do. Men who have 
been raped by other men also experience very negative 
psychological consequences (Walker et al., 2005). It is 
important for counselors and others in the helping pro- 
fessions to recognize this possibility of male rape victims. 


Trans People as Victims 

The national surveys on sexual violence treat gender as 
a binary, giving us statistics on women and men but not 
trans persons (e.g., Smith et al., 2018). In contrast, a 
well-sampled study across 33 American universities and 
108,000 undergraduates obtained a large enough sample 
of trans people (trans men, trans women, and nonbinary/ 
genderqueer individuals) for statistical analysis (Cantor et 
al., 2020). The results indicated that trans students had 
a high rate of experiencing sexual assault, at 23 percent, 
compared with 26 percent for undergraduate women and 
7 percent for undergraduate men. In short, sexual assault 
is as much a problem for trans students as it is for women 
students—a big problem. 

A study of trans women of color who had been sexually 
assaulted found that the women displayed hypervigilance 
and avoided going out in public, to protect themselves 
(Hawkey et al., 2021). Yet they also displayed resiliency. 
For example, they put substantial effort into passing as a 
cisgender woman, thinking it would make them less of a 
target, and they actively sought social support. 


Prison Rape 
According to a study of 516 men and women prison- 
ers in a state prison system, 22 percent of the men and 
7 percent of the women had been the objects of sexual 
coercion (Struckman-Johnson et al., 1996). Prison staff 
were the perpetrators in 18 percent of the cases, fellow 
prisoners in the remainder. Among the male victims, 
53 percent had been forced to have receptive anal sex, 
sometimes with multiple male perpetrators, and 8 percent 
were forced to have receptive oral sex. The men reported 
severe emotional consequences. Inmates offered a num- 
ber of suggestions for ending prison sexual violence. The 
most frequent was to segregate the most vulnerable: those 
who are young, nonviolent, new in prison, White. Many 
also favored allowing conjugal visits. 

Prison rape is a particularly clear example of the way in 
which rape is an expression of power and aggression; prison- 
ers use it as a means of establishing a dominance hierarchy. 


Race/Ethnicity and Rape 

We have seen how cultural context can promote or inhibit 
rape and affect the meaning that people attach to rape. 
The cultural heritages of the various ethnic groups in the 
United States provide different cultural contexts for peo- 
ple of those groups, so it is important to consider patterns 
of rape in U.S. ethnic groups. 

Rape has a highly charged meaning in the history of 
African Americans (Feimster, 2009; Sommerville, 2004). 
In the period following the Civil War, an African American 
man convicted of rape or even just accused of rape 
of a White woman was typically castrated or lynched. 
In sharp contrast, there was no penalty for a White man 
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Figure 3 Race and rape. Rape has a highly charged meaning in the history of African Americans. In the 
time of slavery, although there was no penalty for a White man who raped a Black woman, a Black man con- 
victed of raping a White woman was typically castrated or put to death. 


Courtesy of the New York Public Library 


who raped a Black woman (Figure 3). Moreover, stereo- 
types originating at that time and continuing to the present 
portray both African American men and African American 
women as being highly sexual. Black women are so highly 
sexual, the reasoning goes, that they cannot be raped 
(Abbey et al., 2010). The result is that African American 
women have a long history of nondisclosure of rape, a pat- 
tern that exceeds even that of White women. Many African 
American women think that no one will believe they can be 
raped and that they will have no credibility as rape victims. 

A study of Black and White female rape survivors 
found that they were similar in many ways, such as their 
self-esteem and coping after the rape (Neville et al., 
2004). The Black women’s responses, though, were linked 
to the Jezebel stereotype that Black women are sexually 
“loose,” and therefore cannot be raped. Many of the Black 
women believed that the Jezebel stereotype was one of the 
reasons they were raped, and women who endorsed this 
attribution more strongly showed lower self-esteem. 

Sometimes ethnic heritage can help. In Asian cultures, 
saving face is very important. For Asian American men, 
the potential for loss of face by raping is a deterrent to 
such activity (Hall et al., 2005). 


Preventing Rape 
Strategies for preventing rape fall into three categories: 
(1) potential victims avoiding situations in which there 


is a high risk of rape; (2) if the first strategy has failed, 
knowing self-defense techniques in case a rape attempt is 
made; and (3) changing attitudes that contribute to rape. 

The first strategy, of course, is to be alert to situations 
in which there is a high risk of rape and to avoid them. 
Many university websites post practical information. The 
following is one example of such guidance that is particu- 
larly relevant in potential date-rape situations. 


1. Avoid hazardous situations. Sexual assault can occur in 
any situation and is never your fault regardless of the 
circumstances. However, by taking such steps as travel- 
ing accompanied and avoiding alcohol and drugs, you 
can substantially reduce your risks for being victimized. 


2. Communicate your limits clearly. If someone starts to 
offend you or cross a line that you have set for your- 
self, tell them firmly and early. Polite approaches may 
be misunderstood or ignored. If the person does not 
respect your wishes, remove yourself from the situation 
immediately. Miscommunication can be explained 
later. Do not give someone the chance to violate your 
wishes or boundaries. This can often contribute to the 
guilt felt following unwanted sexual advances, but it 
does not make it your fault. 

3. Be assertive. Often passivity can be interpreted as 
permission—it is not. Be direct and firm with someone 
who is sexually pressuring you. Tell an acquaintance or 
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Native America, and current patterns are equally 
concerning, as chronicled by legal scholar 
Sarah Deer (2015). 

It all began with Christopher Columbus and his crew 
arriving in the Americas in 1492. From that time on, 
European men imposed rape on Native cultures and used 
it as a major tool for controlling the Native population. In 
fact, many of the American Indian uprisings of the 1800s 
in the United States were in protest over the kidnapping 
and sexual assault of Native women. The American gov- 
ernment implemented forced migrations, the best known 
of which is the Trail of Tears, when Native people from 
the U.S. Southeast were forced to walk until they were 
west of the Mississippi River. Thousands died along the 
way and Native women, to survive, often had to barter sex 
for food or clothing. These patterns continue today with 
the sex trafficking of Native women. 

Current data indicate that American Indian/Alaska 
Native women have a substantially higher lifetime prev- 
alence of rape compared with White women and women 
from other racial/ethnic groups. The lifetime preva- 
lence for Native women is 27.5 percent, compared with 
20.5 percent for White women and 13.6 percent for 
Hispanic women (Breiding et al., 2014). Furthermore, 
although most victims are raped by someone of their own 
race, that is not true for Native women—roughly 90 per- 
cent of their attackers are White or Black (Deer, 2015). 

Native women have not been passive victims. Many 
have become activists and have had enormous impact. 


S| exual violence has a long and troubling history in 


your partner what you want—or don’t want—and stick 
with your decision. Regardless, there must always be 
active consent on both sides. Consent to one thing 
does not imply consent to another. 


4. Trust your instincts. If you feel you are being pressured 
into unwanted sex, you probably are. If you feel uncom- 
fortable or threatened around an acquaintance or your 
partner, get out of the situation immediately. If you 
misread someone’s signals, you can always explain 
later. 


5. Respond physically. Even clear communication is not 
always effective. Some people simply don’t listen or 
don’t care. If either person is intoxicated or high, it 
may also complicate the situation. However, it is not 
an excuse for someone to commit sexual assault. If 


Sexual Violence in Native America 


For example, Tillie Black Bear founded the White Buffalo 
Calf Woman Society on the Rosebud Reservation in 
South Dakota in 1977 (Deer, 2015). That organiza- 
tion provides advocacy services for women in cases of 
sexual assault or domestic violence, as well as a crisis 
shelter, and it became a model for many organizations 
that followed. 

U.S. Federal Indian law governs the people living on 
Indian reservations, and according to Deer (2015), it is 
the quintessential example of an American legal struc- 
ture that oppresses Native people. This legal system has 
colonial origins dating from Europeans’ colonization of 
Native peoples and their land. In many cases, U.S. law 
replaced woman-centered Native societies with oppressive 
patriarchal regimes. As one example, in 1825 when people 
of the Mvskoke nation were forced, by White agents from 
the U.S. government, to write down their laws (which pre- 
viously were oral tradition), this rape law emerged: 


And be it farther enacted if any person or persons should 
undertake to force a woman and did it by force, it shall be 
left to woman what punishment she should satisfied with 
to whip or pay what she say it be law. (Deer, 2015, p. 17) 


What a concept—that the woman who was raped gets to 
decide on the punishment for her attacker! 

The racial aspects of sexual assault in the United States, 
both in our history and in the present day, are undeniable 
and are increasingly being documented by scholars. 


someone is assaulting you and not responding to your 
objections, you have the right to respond physically or 
to physically defend yourself if you feel you can do so. 
If possible, push the person away, scream “No!” and 
say that you consider what the person is doing to be 
rape. It is understandable that most people instinc- 
tively do not respond forcefully to people they know. 
It is not your fault if you find that you are unable to do 
so. (University of North Carolina at Charlotte, 2017) 


Many universities and other organizations offer self-de- 
fense classes for women, and I believe that every woman 
should take at least one such course (Figure 4). Research 
shows that fighting back—fighting, yelling, fleeing— 
increases a woman’s likelihood of thwarting a rape attempt 
(Ahrens et al., 2008; Brecklin & Ullman, 2005). 
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Figure 4 Self-defense classes for women. Many experts believe that all 
women should take such classes to gain the skills necessary to defend 
themselves in the case of an attempted rape. 


Dean Mitchell/Getty Images 


It would be better if rape could be rooted out at a far 
earlier stage so that attacks never occur. To do this, our 
society would need to make a radical change in the way it 
socializes males (Ahrens et al., 2008; Zurbriggen, 2010). 
If little boys were not so pressed to be aggressive and 
tough, perhaps rapists would never develop. If adolescent 
boys did not have to demonstrate that they are hypersex- 
ual, perhaps there would be no rapists. As we noted ear- 
lier, rape is unheard of in some societies where males are 
socialized to be nurturant rather than aggressive. 

A variety of types of rape-prevention programs have 
been tested, often in academic settings such as with incom- 
ing first-year college students. The programs generally are 
based on one of several strategies (Gidycz et al., 2011): 


1. Awareness-based programs aim to raise people’s aware- 
ness of the prevalence of sexual assault and thereby 
create community change. 


2. Empathy-based programs seek to increase the audi- 
ence’s understanding of the consequences for victims, 
thereby increasing empathy for them. 


3. Social norms-based programs promote the idea that 
norms on campus are opposed to sexual assault and 
favor asking for consent. 

4. Skills-based programs teach people, especially women, 
skills that will decrease their risk of being the objects 
of sexual violence (e.g., avoid excessive drinking). 

5. Bystander intervention programs encourage people to 
intervene actively if they see a situation that may become 
violent or behaviors that reinforce social norms that 
support violence. 


Brief educational programs have not been effective in 
reducing rates of sexual assault (DeGue et al., 2014). Eval- 
uations of bystander intervention programs show them 
to be effective at increasing interventions by bystand- 
ers (Kettrey & Marx, 2019). Evaluations of the popular 
bystander-intervention program Green Dot have found it 
to be effective in reducing actual rates of sexual assault on 
campus (Coker et al., 2015, 2016). 

Evaluation of a social norms-based program showed 
it to be effective (Mennicke et al., 2021). The interven- 
tion used the approach of a marketing campaign and 
focused on four themes: consent, bystander responsibil- 
ity, rape myths, and sexual activity. To communicate the 
desired norms, posters, bus wraps, and billboards were 
placed around campus with messages such as “Most men 
understand the importance of getting consent before sex- 
ual intimacy.” The program continued on campus for 5 
years. Over time, there was improvement on items such 
as “Stopped sexual activity when asked to, even when you 
were already aroused.” 

Sociologists have proposed some innovative solutions 
that have not been tested yet but are worth considering for 
the future. Here are two of them (Hirsch & Khan, 2020). 


1. On college campuses, offer an option besides the 
adversarial approach in which a victim reports a 
perpetrator and the perpetrator goes through a judi- 
cial process. Among other problems, the adversarial 
approach leads women not to report assaults because 
they believe the accusation will “ruin the man’s life.” 
And aggressive punishment does not lead to reduced 
rates of sexual assault. Instead, implement a restorative 
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Figure 5 Child abuse has become a major concern, as exemplified by this 
educational poster. 


The Berkshire Eagle 


justice approach, which involves a structured, mediated 
opportunity for the victim and offender to acknowl- 
edge the harm that occurred. The focus is on repairing 
the harm rather than punishing the offender. 


2. Implement comprehensive sexuality education in the 
schools, before students arrive at college. Students who 
are knowledgeable about sexual citizenship, affirmative 
consent, and other fundamental ideas would be at less 
risk for becoming perpetrators or victims. In the absence 
of effective programs in K-12 schooling, colleges and 
universities should implement remedial sexuality educa- 
tion as soon as students arrive on campus. 


SS eee 
Child Sexual Abuse 


In this section we discuss the sexual coercion of children, 
including the broad category of child sexual abuse and 
one specific subcategory, incest, when the sexual abuse 
occurs within the family. 


Patterns of Child Sexual Abuse 

How common is child sexual abuse? According to a 
meta-analysis of data across 22 countries, 22 percent of 
women and 8 percent of men had suffered some form of 
sexual abuse prior to age 18 (Pereda et al., 2009). The 
figures for the United States specifically were 25 percent 
of women and 8 percent of men. Age 18 represents a 
broad definition of “child,” but the statistics do not go 


down much if the age is set at 15 or even 12 (Freyd et al., 
2005; Pereda et al., 2009). 

It is common for cases to go unreported. In a sample 
of adults, among those who had experienced child sexual 
abuse (CSA), 16 percent never disclosed the abuse and 
51 percent did not disclose it until more than 5 years after 
the events (Hébert et al., 2009). Males are less likely to 
disclose than females are. 

The great majority of perpetrators of child sexual 
abuse are men. According to the NHSLS, for girls almost 
all the cases involved sexual contact with men; for boys, 
some cases involved men and some women, although 
cases involving men were considerably more common. 
In another study, 94 percent of all perpetrators were men 
(Finkelhor, 1984). A number of factors probably account 
for this great imbalance. Men in our culture are socialized 
more toward seeing sexuality as focused on sexual acts 
rather than as part of an emotional relationship. The sex- 
ual script for men involves partners who are smaller and 
younger than themselves, whereas women’s sexual script 
involves partners who are larger and older than they are. 

In the majority of cases, both for boys and girls, the 
activity involves only touching of the genitals (Hébert 
et al., 2009). About 20 percent of cases of CSA involve 
forced sexual intercourse. 

Sexual abuse may occur at astoundingly young ages. 
About 10 percent of cases of CSA occur before the child 
is 6 (Hébert et al., 2009). 

Table 1 shows the relationship between adults who 
committed child sexual abuse and their victims, according 
to the NHSLS. Notice that sexual abuse by strangers is not 
common. Most abusers are family friends and relatives. 
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Sexual solicitation of youth on the 
Internet: Cases in which a sexual 
predator “meets” a child or adolescent 
online, gains the youth’s confidence, 
and arranges an in-person meeting. 


Sextortion: Online threats to expose 
sexual images with the goal of coerc- 
ing victims to provide additional pic- 
tures or to engage in sex. 

Incest: Sexual activity between 
relatives. 


Table 1 Categories of People Who Sexually Abuse Children, 


as Reported by Adults Recalling Incidents of Sexual 
Abuse in Their Childhood 


Percentage of Reported Abuse by 


Category* 
Perpetrators Women Men 
Stranger 7% 4% 
Teacher 5 4 
Family friend 29 40 
Older friend of respondent 4 4 
Older brother 9 4 
Stepfather or mother’s boyfriend 9 2 
Father 7 q 
Other relative 29 133 
Other 19 V7 


“Percentages do not total 100 because some respondents reported on multiple categories of abuse. 


Source: Laumann et al. (1994), adapted from Table 9.14, p. 343. 


Child sexual abuse can involve sexual solicitation on 
the Internet (Wolak et al., 2008). In such cases, a sexual 
predator “meets” a child or adolescent online, gains the 
youth’s confidence, and arranges an in-person meeting of 
the two. A well-sampled survey of youth between the ages 
of 10 and 17 found that 18 percent of girls and 8 percent 
of boys had received a sexual solicitation on the Inter- 
net (Mitchell et al., 2007). Only a few of those incidents 
resulted in an actual meeting, but the sexual solicitation 
itself can be distressing. 

The latest form of online exploitation is termed 
sextortion, which refers to threats to expose sexual images 
with the goal of coercing victims to provide additional pic- 
tures or engage in sex (Wolak et al., 2018). Typically ado- 
lescents are the victims. One study recruited a large sample 
of victims through Facebook (Wolak et al., 2018). Roughly 
60 percent of the victims knew the perpetrator in person, 
and most victims had given the pictures when they were in 
a relationship with the perp. A majority felt that they had 
been pressured, tricked, or forced to provide the images in 
the first place. In other cases, the perp had recorded the 
images without consent. Perps wanted all kinds of things 
in return for not publicizing the 
photos: for the victim to stay in 
or go back to a relationship with 
the perp; for the victim to give 
more sexual pictures or videos; 
or to meet the victim in person. 
Perps threatened to post the orig- 
inal image online, send the image 
to friends, and send the image 
to the victim’s family. In some 
cases, the sextortion continued for 


6 months or more. Victims reported impacts on themselves 
that required seeing a mental health counselor and leaving 
school or changing schools. 

Incest is typically defined as sexual contact between 
blood relatives, although the definition is often extended 
to include sex between nonblood relatives—for example, 
between stepfather and stepdaughter. 

The NHSLS data (Table 1) show what a large percent- 
age of child sexual abuse cases are perpetrated by adults 
within the family. However, because it specified that the 
sexual contact had to be with an adult or an adolescent 
aged 14 or older, the NHSLS missed one category of 
incest, namely, sibling incest. In a general survey of under- 
graduates, 15 percent of the females and 10 percent of the 
males said that they had had a sexual experience with a 
sibling (Finkelhor, 1980). It is likely that sibling incest is 
the most common form of incest. 

Most people, however, feel an aversion to sex with a sib- 
ling (Lieberman & Smith, 2012). It is thought that this aver- 
sion is an evolutionary adaptation, because offspring of close 
relatives are likely to suffer from serious genetic diseases. 

Overall, risk factors for being a victim of child sex- 
ual abuse include being female, parental problems such 
as violence between the parents, and having a stepfather 
present in the home (Assink et al., 2019). 


Impact on the Victim 

Many therapists who are experienced with cases of child sex- 
ual abuse believe that the effects on the victim can be serious 
and long lasting (Herman, 1981). Consider the following case: 


A 25-year-old office worker was seen in the emergency 
room with an acute anxiety attack. She was pacing, 
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agitated, unable to eat or sleep, and had a feeling of 
impending doom. She related a vivid fantasy of being pur- 
sued by a man with a knife. The previous day she had 
been cornered in the office by her boss, who aggressively 
propositioned her. She needed the job badly and did not 
want to lose it, but she dreaded the thought of returning 
to work. It later emerged in psychotherapy that this epi- 
sode of sexual harassment had reawakened previously 
repressed memories of sexual assaults by her father. From 
the age of 6 until midadolescence, her father had repeat- 
edly exhibited himself to her and insisted that she mastur- 
bate him. The experience of being entrapped at work had 
recalled her childhood feelings of helplessness and fear. 
(Herman, 1981, p. 8) 


If a case is reported and prosecuted, the child may be 
as traumatized by testifying in court as by the abuse itself. 
Repeatedly testifying about severe abuse is associated 
with worse mental health outcomes (Quas et al., 2005). 
Interestingly, the perpetrator receiving a light sentence is 
also associated with worse mental health outcomes. 

Adults who were sexually abused as children display 
more depression, anxiety, eating disorders, alcohol and 
drug dependence, negative feelings about sex, and diffi- 
culty forming stable, safe romantic relationships, com- 
pared with controls (Feiring et al., 2009; Hall et al., 2021; 
Kendler et al., 2000a; Rellini & Meston, 2011; Testa et al., 
2005). The risk of these difficulties is greater if attempted 
or completed intercourse occurred, if the abuse was by 
a relative, and if the victim told someone and received 
a negative response from that person. Adult survivors 
of child sexual abuse are also more likely to experience 
sexual disorders such as fears of sex (sexual aversion), 
lack of sexual desire, and lack of arousal (Meston et al., 
2006; Najman et al., 2005). Women who were sexually 
abused as children are also more likely to be preoccu- 
pied with sex, younger at the time of their first voluntary 
intercourse, and more likely to be teen mothers (Noll et 
al., 2003). Their sexuality is ambivalent—they experience 
both sexual aversion and a preoccupation with sex. Boys 
who experienced CSA are more likely to engage in risky 
sexual behaviors (Homma et al., 2012). 

Child sexual abuse (CSA) has effects not only on men- 
tal health, but on physical health as well. Adults who were 
victims of CSA are one and a half times as likely as those 
who weren’t abused to have had health problems in the 
past year (Sachs-Ericsson et al., 2005). 

One study, however, reached different conclusions. 
In a general survey of undergraduates, 17 percent of the 
students reported having had a sibling sexual encounter 
in childhood (Greenwald & Leitenberg, 1989; see also 
Finkelhor, 1980). There were no differences between this 
group and those who had had no such encounters, on a 
variety of measures of sexual behavior and adjustment, 
including incidence of premarital intercourse, age at first 
intercourse, number of sexual partners, sexual satisfac- 
tion, and sexual disorders. The researchers concluded 


that childhood sexual experiences with a sibling close in 
age have no effect—positive or negative—on adult sexual 
adjustment, on average. 

What, then, are the psychological consequences of 
childhood sexual abuse for the victim? Childhood sexual 
abuse may not be damaging to the victim in some cases, 
particularly if it is brother-sister incest when the two are 
close in age and it is consensual. However, in most cases 
childhood sexual abuse is psychologically damaging and 
may lead to symptoms such as depression and PTSD. The 
evidence indicates that the extent of distress is associated 
with a number of factors, including, especially, the sever- 
ity of the abuse (Kallstrom-Fuqua et al., 2004). Patterns 
of sexual abuse can range from 5 minutes of fondling by a 
distant cousin to repeated forced intercourse by a father or 
stepfather over a period of several years. The effects of CSA 
are the most severe when it involved intercourse, occurred 
repeatedly over years, and was committed by a father or 
stepfather (Fleming et al., 1999; Kendler et al., 2000a). 

Treatments such as cognitive behavioral therapy are 
available and effective in treating adults with PTSD fol- 
lowing child sexual abuse (McDonagh et al., 2005). Treat- 
ments are also available for sexually abused children and 
adolescents. Treatments include cognitive-behavioral ther- 
apy (CBT), trauma-focused CBT, group therapy, and play 
therapy (Tichelaar et al., 2020). 


The Offenders 
What do the data say about child sexual abusers? Are they 
likely to repeat the offense? Are there effective treatments 
for them? 

Pedophilia involves an adult having fantasies or actual 
sexual activity with a prepubescent child, generally age 
13 or younger (American Psychiatric Association, 2022). 
To meet the official criteria for diag- 
nosis, the person must 


have intense sexually 

. : are released from 
arousing fantasies, sex- prison, how likely are 
ual urges, or behaviors, JRTAvacelesveuiccile ks 
over a period of at least 
6 months, that involve sexual activity 
with a prepubescent child. Pedophilia is a paraphilia, to 
use the terminology introduced in the chapter “Variations 
in Sexual Behavior.” Some experts distinguish between 
pedophilia as a sexual attraction to children versus acting 
on those urges. At least some people who experience pedo- 
philic urges never act on them (Seto, 2009). 

Pedophiles fall into a number of categories, depending 
on the gender of the children they are attracted to and 
other factors. In one study of 678 pedophiles, all of them 
men, 27 percent were attracted to boys, 47 percent to girls, 
and 25 percent to both (Blanchard et al., 1999). Pedo- 
philes tend to be repeat offenders, 


When child molesters 


and their patterns of preference ” ; 

ato b bl : I Pedophilia: An adult having sexual 
tend to be stable over time. In one activity with a prepubescent child. 
sample recruited from websites 
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for adults attracted to children, respondents, on average, 
found themselves first attracted to children when they 
themselves were 14 (Bailey et al., 2016). 

Child molesters score low on measures of heteroso- 
cial competence (Dreznick, 2003). That is, they lack the 
interpersonal skills to function well in adult heterosexual 
relationships. Pedophiles are more likely than controls 
to have had accidents involving head injury and uncon- 
sciousness before the age of 6 (Blanchard et al., 2002). 
This suggests that some injury to the developing brain 
may create this disorder in some cases. Brain scans show 
that, compared with controls, pedophiles have decreased 
volume in certain regions of gray matter, including the 
orbitofrontal cortex and amygdala. The pedophiles also 
showed atypical patterns of connectivity between certain 
regions (Cantor et al., 2015). Those who sexually offend 
against children are also more likely to have been victims 
of child sexual abuse themselves (Seto et al., 2015). 

Researchers are very interested in developing measures 
that might identify pedophiles who have not been arrested, 
and perhaps have not even offended yet (Seto, 2004). 
Sophisticated cognitive tests using reaction times indicate 
that pedophiles have a strong mental association between 
children and sex, whereas nonpedophiles have an associ- 
ation between adults and sex (Gray et al., 2005). Phallo- 
metric measures, such as those discussed in the chapters 
“Sex Research” and “Gender and Sexuality,” indicate that 
men who are attracted to child pornography show greater 
arousal to child photos than to adult photos, and their 
arousal to child photos is even greater than the arousal 
of men who have actually sexually offended against chil- 
dren (Seto et al., 2006). Possession of child pornography 
itself might be an indicator (Seto, 2004). Measures such as 
these may provide ways to identify men who are likely to 
offend even before they commit their crime. 

One study that attempted to answer the question of 
recidivism (repeat offending) followed a sample of 206 
child molesters and found a recidivism rate of 23 percent 
(Moulden et al., 2009). Most experts believe that pedo- 
philia itself—the sexual attraction to children—cannot be 
changed; the best that we can hope for with treatment is 
to increase the individual’s voluntary control over acting 
on those urges (Seto, 2009). 

A number of treatments for pedophilia are in use: sur- 
gical castration, antiandrogen drugs, SSRIs (explained 
below), behavior therapy, and cognitive behavioral therapy 
(Abracen & Looman, 2004; Camilleri & Quinsey, 2008; 
Seto, 2009). As discussed in the chapter “Sex Hormones, 
Sexual Differentiation, and the Menstrual Cycle,” the 
idea behind surgical castration is that removal of a man’s 
testes sharply reduces his levels of testosterone, with the 
hope that his sexual and aggressive behavior will also be 
reduced sharply. Leuprolide acetate (LA, trade name 
Lupron) is an antiandrogen drug—that is, it reduces the 
action of testosterone in the body—used in the treatment 
of child sexual abusers. It does seem to be effective in 


reducing sexual urges (Turner & Briken, 2018). Other 
antiandrogen drugs seem to be less effective. One class 
of antidepressants (the SSRIs, which include Prozac and 
Zoloft) has also been tried in the treatment of sex offend- 
ers (Bradford & Greenberg, 1996). Its use is based on the 
assumption that sex offending can be a particular kind of 
obsessive-compulsive disorder, and such disorders gener- 
ally respond well to these antidepressants. 

Behavioral treatment generally aims to teach pedophiles 
to control their sexual arousal to children (Seto, 2009). 
One method involves aversive classical conditioning, in 
which an unpleasant stimulus (e.g., the smell of ammo- 
nia) is repeatedly paired with sexual pictures of children. 
This method does seem to increase the individual’s volun- 
tary control of his sexual arousal to children. Behavioral 
treatments to increase pedophiles’ positive, appropriate 
sexual arousal to adults—which would be another import- 
ant component to the solution—have been less successful. 
Cognitive behavioral treatment targets not only behaviors 
but also attitudes and beliefs. 

A major review of both drug and psychotherapy 
interventions with sex offenders concluded that there is 
no strong evidence of the success of either kind of treat- 
ment (Langstrém et al., 2013). This conclusion is due, in 
part, to a shortage of studies, and especially a shortage of 
high-quality studies. It doesn’t necessarily mean the treat- 
ments don’t work—just that we don’t have very good sci- 
entific evidence yet. More attention to interventions and 
evaluating them well is needed. Some experts question 
whether, at present, there are any successful treatments 
for pedophiles (Camilleri & Quinsey, 2008). 


eee ass 
Sexual Harassment 


The issue of sexual harassment exploded into public 
awareness beginning in 2017 with the #MeToo movement, 
which encouraged victims to tweet about the issue and 
give people an idea of the magnitude of the problem. This 
occurred at about the same time as prominent Hollywood 
producer Harvey Weinstein fell in the face of extensive 
allegations of sexual harassment by him (Figure 6). Other 
well-known figures were also the object of allegations and 
resigned or were fired from their jobs, including news- 
men Matt Lauer and Charlie Rose. Prominent American 
actors came forward in support of the movement, includ- 
ing Gwyneth Paltrow and Jennifer Lawrence. The move- 
ment has now spread around the globe. In fact, it has been 
proposed that the #MeToo movement has done more 
to change norms about sexual harassment and increase 
knowledge than decades of laws and organizational poli- 
cies (Leopold et al., 2021). The issue is a powerful one—it 
can force a victim out of a job, but it also might force a 
perpetrator from a job. 
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Figure 6 The issue of sexual harassment exploded into public awareness beginning in 2017 with the 
#MeToo movement. (a) Prominent Hollywood producer Harvey Weinstein being arrested. (6) Women protest- 
ing against sexual harassment. 


(a) lev radin/Shutterstock; (b) Ronen Tivony/NurPhoto/Getty Images 


The issue is not just about celebrities, though. It can hit 
all kinds of workplaces. For example, the scientific commu- 
nity was so concerned about sexual harassment in its ranks 
that the National Academy of Sciences commissioned a 
report on sexual harassment within universities in the sci- 
ences, engineering, and medicine (Johnson et al., 2018). 

The official definition of sexual harassment, given by 
the U.S. Equal Employment Opportunity Commission 
(EEOC, 1993), is as follows: 


Unwelcome sexual advances, requests for sexual favors, 
and other verbal or physical conduct of a sexual nature 
constitute sexual harassment when 


A. Submission to such conduct is made either explic- 
itly or implicitly a term or condition of an individual’s 
employment or academic advancement, 


B. Submission to or rejection of such conduct by an indi- 
vidual is used as the basis for academic or employment 
decisions affecting that individual, or 


C. Such conduct has the purpose or effect of unreason- 
ably interfering with an individual’s work or academic 
performance or creating an intimidating, hostile, or offen- 
sive working or educational environment. 


The key ingredients for sexual harassment, then, are 
that the sexual advances are unwelcome and are coercive 
in the sense that the victim’s job or grade is at stake. This is 
termed quid pro quo harassment (quid pro quo meaning “I'll 
do something for you if you'll do something for me”). Point 
C of the definition specifies that a hostile environment also 
constitutes harassment—that is, a work environment that 
is so hostile (constant lewd innuendoes, verbal intimida- 
tion, and so on) that an employee cannot work effectively 
fits the definition of harassment, even if no explicit sexual 
proposition has been directed to the employee. 


The EEOC definition addresses sexual harassment at 
work and in education. Sexual harassment may occur in 
other contexts as well, such as medical settings or on the 
street (Wesselmann & Kelly, 2010). 


Sexual Harassment at Work 

Sexual harassment at work may take a number of different 
forms. A prospective employer may 
make it clear that sexual 


activity is a prerequisite What bonaviom inthe 
PRO tems §=workplace count as 


such incidents are ram- BRE ee Slag 
pant among actresses, 
for example, as documented by the 
#MeToo movement. Once on the job, sexual activity may be 
made a condition for continued employment, for a promo- 
tion, or for other benefits such as a raise. Here is one case: 


I work at a family-owned restaurant. Because I am a bar- 
tender, it is often just me behind the bar. On numerous 
occasions, I have caught one of the owners staring at my 
backside as I am getting things out of the refrigerator 
behind the bar. He has also blatantly stared at my legs, 
if I am wearing a skirt, while I am trying to speak with 
him. He has also shown me how to clean the nozzle used 
to foam milk for coffee drinks, but does so in a fashion 
that looks much like someone manually stimulating a 
certain piece of the male anatomy, and then looks at me 
with a grin on his face. There have been times when the 
dishwasher wasn’t working and he made comments to the 
male bartender, as I was standing right there, such as, “Be 
gentle with her . . . you have to go slowly so you don’t hurt 
it... it needs lubrication.” He has walked up behind me 
and blown on my neck. 


All of the comments and actions are very unnerving. 
(From a student essay) 
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This situation fits the definition of hostile environment 
harassment given earlier. It is clear how psychologically 
damaging such environments are to the victim. 

Surveys indicate that sexual harassment at work is 
far more common than many people realize. In a sur- 
vey of federal employees, 33 percent had been sexually 
harassed (Jackson & Newman, 2004). In a well-sampled 
survey of adult Americans, 47 percent reported that they 
had experienced sexual harassment at work (Rospenda 
et al., 2009). Averaged over many studies, between 25 and 
50 percent of women have been sexually harassed at work, 
counting harassment both by supervisors and by cowork- 
ers (Ilies et al., 2003). 

Sexual harassment and sexual assault in the military 
have become a serious problem. A nationally representa- 
tive survey of veterans found that 32 percent of the women 
and 5 percent of the men had suffered military sexual 
trauma, which includes both sexual harassment and sex- 
ual assault while serving in the military (Klingensmith et 
al., 2014). Rates were considerably higher among younger 
veterans (aged 18 to 29) than among older veterans. 
Women who are in combat have an even higher risk of 
military sexual trauma (LeardMann et al., 2013). 

Both female and male victims report that harassment 
has negative effects on their emotional and physical 
health, their ability to work with others on the job, and 
their feelings about work (Chan et al., 2008; Willness 
et al., 2007). However, men are more likely to feel that 
the overtures from women ended up being reciprocal 
and mutually enjoyable. Women, in contrast, are more 
likely to report damaging consequences, including being 
fired or quitting their job. There is evidence linking the 
experience of sexual harassment to depression, anxiety, 
and PTSD (Klingensmith et al., 2014; Rederstorff et al., 
2007). Even subtle sexual harassment, such as asking, 
“Do you have a boyfriend?” in a job interview can dam- 
age women’s performance in the interview (Woodzicka & 
LaFrance, 2005). 

Research using an experimental design shows that 
women who report sexual harassment are less likely to 
be recommended for a promotion (Hart, 2019). Doubt- 
less this is one of the reasons that women don't report 
harassment—they fear that people will be biased against 
them as a result. 

Men who are sexual harassers tend to be repeat offend- 
ers (Lucero et al., 2006). Therefore, unless they are disci- 
plined, they will simply move on to another victim. 

Why does sexual harassment at work occur? Accord- 
ing to one theory, it results from a combination of gen- 
der stereotyping and men’s ambivalent motives (Fiske 
& Glick, 1995; Krings & Facchin, 2009). Stereotypes 
of women in U.S. culture are complex and include three 
distinct clusters: sexy, nontraditional (e.g., feminist), and 
traditional (e.g., mother). Many men have ambivalent 
motives in their interactions with women because they 
desire both dominance and intimacy. The researchers 


argue that there are four types of harassment. With the 
first, earnest harassment, the man is truly motivated by 
a desire for sexual intimacy, but he won’t take no for an 
answer and persists with unwelcome sexual advances. He 
stereotypes women as sexy. With the second type, hostile 
harassment, the man’s motivation is domination of the 
woman, often because he perceives her as being competi- 
tive with him in the workplace. He holds the stereotype of 
women as nontraditional and therefore competitive with 
him. His response to rejection by a woman is increased 
harassment. The third and fourth types of harassment 
involve ambivalent combinations of the two basic motives, 
dominance and a desire for intimacy. In the third type, 
paternalistic-ambivalent harassment, the man is motivated 
by a desire for sexual intimacy but also by a paternalis- 
tic desire to be like a father to the woman. This type of 
harassment may be particularly insidious because the 
man thinks of himself as acting benevolently toward the 
woman. Finally, the fourth type, competitive-ambivalent 
harassment, mixes real sexual attraction and a stereotype 
of women as sexy with the man’s hostile desire to dom- 
inate the woman, which is based on his belief that she 
is nontraditional and competitive with him. This theory 
gives us an excellent view of the complex motives that 
underlie men’s sexual harassment of women. 

Social psychologists have developed a clever method 
for studying sexual harassment experimentally in the labo- 
ratory, the Computer Harassment Paradigm (Maass et al., 
2003; see also Parrott et al., 2012). In one study, college 
men were first exposed to a female confederate of the experi- 
menters, who expressed either strong feminist beliefs (inten- 
tions to get a high-level career in an area usually reserved 
for men, and involvement in an organization for women’s 
rights) or traditional beliefs. The men then had the oppor- 
tunity to harass the woman by sending her pornographic 
material on a computer (she did not actually receive it). The 
men exposed to the feminist sent significantly more pornog- 
raphy to her than did men in the control group. However, 
not all men in the feminist-threat condition responded with 
harassment; those who did so were mainly men who identi- 
fied strongly with the male role. The findings of this exper- 
iment are consistent with the type of harassment known as 
hostile environment harassment. 

Sexual harassment at work is more than just an annoy- 
ance. Particularly for women, because they are more 
likely to be harassed by supervisors, it can make a critical 
difference in career advancement. For the working-class 
woman who supports her family, being fired for sexual 
noncompliance is a catastrophe. The power of coercion 
is enormous. 

As a matter of principle and also to meet legal require- 
ments, many employers have instituted mandatory sexual 
harassment training for employees. Is it effective? Train- 
ing does increase knowledge about sexual harassment 
and internal reporting of it (Roehling & Huang, 2018). 
And yet training alone is unlikely to reduce actual sexual 
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Figure 7 Sexual harassment at work: This man is 
engaging in inappropriate touching, but if he is her 
supervisor, she may be hesitant to protest. 


Ryan McVay/Getty Images 


harassment. The training needs to be evidence-based and, 
importantly, must occur in an organizational context in 
which it is clear that sexual harassment is not tolerated 
(Roehling & Huang, 2018). 


Sexual Harassment in Education: 

An A for a Lay 

Sexual harassment in education was brought to public 
attention when, in 1977, women students sued Yale Uni- 
versity, complaining of sexual harassment, in the import- 
ant case Alexander y. Yale. The case recognized that sexual 
harassment of women in education was a violation of 
Title IX of the Civil Rights Act. 

A survey at a Big 10 university found that 33 percent 
of undergraduates, 43 percent of graduate students, and 
50 percent of medical students had experienced harass- 
ment by faculty or staff (Johnson et al., 2018). 

Sexual harassment is not confined to college or to teach- 
ers harassing students. One survey of 14- and 15-year-olds 
in the Netherlands found that 24 percent of the girls and 11 
percent of the boys had been the objects of sexual harass- 
ment (Timmerman, 2003). Of those cases, 73 percent 
reported harassment by peers and 27 percent harassment 


by teachers (or other school-related adults such as a tutor 
or principal). Of the teachers who were harassers, 90 per- 
cent were men. The psychological consequences were 
more severe when the harasser was a teacher than when 
this person was a peer. A U.S. study found that 65 percent 
of girls and 78 percent of boys reported peer sexual harass- 
ment during ninth grade (Petersen & Hyde, 2009). 

A National Academy of Sciences report concluded 
that several institutional factors contribute to sexual 
harassment in academia (Johnson et al., 2018), and these 
factors apply to most organizations. 


1. Perceived institutional tolerance for sexual harassment. 
The best predictor of sexual harassment occurring 
within an organization is the perception of tolerance 
for sexual harassment within the organization. When 
an institution shows that it is intolerant of sexual 
harassment, the environment improves. Institutions 
can signal their intolerance of sexual harassment by 
supporting and protecting targets of harassment, inves- 
tigating harassment fairly and in a timely manner, and 
by appropriately punishing harassers. 


2. Environments where men outnumber women (male- 
dominated environments). These environments are 
found in areas such as engineering and some areas of 
medical schools. 


3. Hierarchical power structure within the organization. 
With such an organizational structure, workers depend 
heavily on those higher in the organization, so workers 
are unwilling to report harassment because of fear of 
retaliation from powerful others. 


4. Compliance with Title IX regulations that is only sym- 
bolic. Federal requirements mandate that universities 
and other organizations address sexual harassment 
with programs such as training, but often the goal 
becomes avoiding liability rather than actually chang- 
ing institutional climate. 


5. Uninformed leadership in the organization. Some indi- 
viduals, such as university presidents and deans, have 
been ignorant about sexual harassment issues and have 
sought to cover up reports to avoid embarrassment 
to the institution. Much of this is changing with the 
#MeToo movement and a trend for victims to come 
forward to report and demand change. 


Doctor—Patient Sex 

Legal definitions of sexual harassment focus on these 
problems in the workplace or in education. However, 
there is another category of coercive and potentially dam- 
aging sexual encounters—those between a psychotherapist 
and client, or between other professionals, such as phy- 
sicians, and patients (Plaut, 2008). Professional societies 
such as the American Psychological Association state 
clearly in their codes that such behaviors are unethical. 
Nonetheless, they occur and can be damaging. 
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Experts regard this kind of situation as having the 
potential for serious emotional damage to the client 
(Pope, 2001). Like the cases of sexual harassment dis- 
cussed earlier, it is a situation of unequal power, in which 
the more powerful person—the doctor—imposes sexual 


activity on the less powerful person, the patient. The situ- 
ation is regarded as particularly serious in psychotherapy 
because people have opened themselves up emotionally 
to the therapist and therefore are extremely vulnerable 
emotionally. 


Analyzing an argument 


In the context of critical thinking skills, an argument is a set of statements that has a conclusion (perhaps more 
than one) and at least one reason for the conclusion (Halpern, 2002). Consider the following case, which occurred 


in 2012 (Betz, 2012). 


Robb Evans, a police officer, is believed to have done the following. After drinking eight beers, he drove to the Green 
Room, a Flagstaff supper club that hosts live music events. Evans flashed his badge to get into a concert for free. Once 
inside, he walked up behind a woman, who was a friend of a friend, put his hand up her skirt, and ran his fingers 
across her genitals. A jury later convicted him of sexual abuse, which carries a sentence of 6 months to 2% years in 
prison. In sentencing, however, Judge Jacqueline Hatch gave him only probation (and time already served). Judge 
Hatch said that she considered the defendant’s lack of a criminal record and strong community support in her sen- 
tencing. She also told the victim that she should have been more vigilant, and that if she hadn’t been there that night, 


none of this would have happened. 


Answer the following questions before reading the discussion in the paragraph that follows. 


1. Did Judge Hatch state an argument? 
. What was her conclusion? 
3. What were her reasons for the conclusion? 


Judge Hatch’s conclusion was that Evans deserved no jail time, only probation—that is, that he deserved little 
or no punishment. She gave two reasons for her conclusion: (1) Evans had no previous criminal record, and 
(2) the community supported a light sentence (she had received 25 letters on his behalf). She may have also had 
a third reason, even though she did not mention it in her list of considerations. That reason was that, according to 
Judge Hatch, the victim should not have been in the Green Room at all. In saying this, she held the victim partially 
responsible for the crime (and the perpetrator therefore less responsible), which represents blaming the victim. 

In analyzing an argument, another important skill is to evaluate the quality of the reasons. How would you 
evaluate each of Judge Hatch’s arguments—how strong is each? 


SUMMARY 


Rape 

Rape is defined as nonconsensual oral, anal, or vaginal 
penetration obtained by force, by threat of force, or when 
the victim is incapable of giving consent. A woman’s life- 
time risk of being raped is approximately 20 percent. Vic- 
tims may experience posttraumatic stress disorder (PTSD) 
as a result of the assault. Date rape and intimate partner 
rape are more common than many people realize. There 
are four major theoretical views of rape: victim precipitated, 


psychopathology of rapists, feminist, and sociological. 
Alcohol plays a role in rape, involving both the perpetra- 
tor’s consumption and the victim’s consumption. Com- 
pared with other men, rapists tend to hold beliefs that 
support rape, and to lack empathy. Trans individuals have a 
high rate of sexual victimization, roughly as high as that of 
cisgender women. Rape has particularly charged meanings 
for some racial groups within the United States. A variety 
of approaches are available for rape-prevention programs. 
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Child Sexual Abuse 

Approximately 22 percent of women and 8 percent of men 
report that they experienced child sexual abuse. Most sex- 
ual abuse of children is committed by a relative or a family 
friend. People who were sexually abused as children are 
more likely than others to have symptoms such as anxiety, 
PTSD, depression, and health complaints. More severe 
psychological consequences are likely to occur when the 
perpetrator is a close family member who is an adult (sib- 
ling incest seems less harmful) and when the sexual con- 
tact is extensive and involves penetration. Experts debate 
whether treatments for pedophiles are effective. 


Sexual Harassment 
Sexual harassment, whether on the job or in education, 
involves unwelcome sexual advances when there is some 


coercion involved, such as making the sexual contact 
a condition of being hired or receiving an A grade in a 
course. In another form of sexual harassment, the work 
or educational environment is made so hostile, on a 
sexual and gender basis, that the employee cannot work 
effectively. Surveys show that sexual harassment at work 
is common. In severe cases it can lead to damaging psy- 
chological consequences such as PTSD for the victim. 
In education, the data indicate that sexual harassment is 
common and peer sexual harassment is especially com- 
mon. This abuse can lead to negative consequences for the 
student, such as being forced to change majors or dropout 
of school. Several institutional factors can contribute to 
sexual harassment in an organization, including perceived 
institutional tolerance for sexual harassment. Sex between 
doctor and patient is a violation of professional ethics. 
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pas women feel the need to look and act like a porn star in bed and do all these things 
they see in pornography. ... Women get it in their head that they have to have violent 
sex for it to pleasurable or for men to like them. Every woman | know, at least one of their 
partners has gone too far. .. . Especially choking and facial abuse. A lot of that comes from 
porn. Men see it and think, “That’s hot, I’m going to try that in bed,” and most everyday 


women don’t really like that stuff. 


—Alexis in Bernadette Barton, The Pornification of America 2021 p. 66. 


The exchange of sex for money is a prominent feature of 
many contemporary societies. The porn industry alone 
involves at least $15 billion a year in economic activity 
in the United States (Naughton, 2018). In this chapter, 
we consider two ways in which sex can be bought and 
sold: prostitution and pornography. Both involve complex 
legal issues and public controversy, but they also attract a 
steady stream of eager customers. 


SSS esse] 
Prostitution 


Prostitutes or sex workers (“hookers”) engage in part- 
nered sexual activity or sexualized interactions in return 
for money, material gifts, or some other form of pay- 
ment such as drugs (Dewey, 2015). As social critics have 
pointed out, some dating and living arrangements and 
long-term relationships, including certain marriages, also 
fall in this category, so we add to the definition of prosti- 
tution that the sex is relatively promiscuous and done in a 
fairly undiscriminating fashion. 


Venues for Sex Work 

There are a number of settings or venues in which com- 
mercial sexual activity occurs. The nature of the venue 
or social/sexual context influences the type of sex worker 
and client found there (e.g., race, social class), the activity 
that occurs, and its associated risks. Research has focused 
primarily on female sex workers providing services to 
male clients. However, keep in mind that there are hetero- 
sexual male and female, gay, lesbian, bisexual, and trans- 
gender sex workers and clients. 

The Urban Institute conducted a large-scale research 
project to gather information about the “Underground 
Commercial Sex Trade” (Dank et al., 2014). Many points 
in the following sections are taken from that report. 

The call girl—notice the diminutive “girl”’—works out of 


$150 per hour and more if she engages in atypical activi- 
ties; call girls in major metropolitan areas charge $200 or 
more per hour. A call girl’s business can be quite lucrative. 
But she also has heavy business expenses: an expensive 
residence, an extensive wardrobe, online marketing, bills 
for makeup and hairdressers, medical bills for maintain- 
ing her health, and tips for doormen and landlords. 

A call girl may have a number of regular customers 
and may accept new clients only on referral. Because she 
makes dates by telephone or Internet, she can exercise 
close control over whom she sees and over her schedule. 
She usually sees clients in her residence, which allows her 
also to control the setting in which she works. In addition 
to sexual gratification, she often provides an illusion of 
intimacy (Lever & Dolnick, 2010). She may provide other 
services, such as accompanying clients to business and 
social gatherings. Call girls have considerable autonomy, 
and their physical and health risks are reduced by the set- 
ting in which they work. 

Another venue for commercial sex work is the brothel. 
In the 1800s and early 1900s there were many successful 
brothels in the United States. They varied from storefront 
clipjoints, where the customer’s money was stolen while 
he was sexually occupied, to elegant mansions where the 
customer was treated like a distinguished dinner guest. 
Brothels declined in number after World War II. Brothels 
remain in Nevada, where prostitution is legal in some coun- 
ties. Brothel prostitution has some advantages for the sex 
worker herself—notably that it is much safer than work in 
other venues. And yet, even in the context of legal brothel 
prostitution in Nevada, sex workers suffer from the stigma 
associated with their occupation (Blithe et al., 2019). 

The contemporary equivalent is in-call services, which 
employ women working regular shifts in an apartment 
or condo, servicing clients who 


come to the apartment. These ser- Prostitutes/sex workers: People 
who engage in sexual acts in return 


for money or drugs and do so ina 
promiscuous, fairly nondiscriminating 


vices provide sexual gratification; 
charges are on an hourly basis. 
In major cities the charge is $150 |) fashion. 


or $200 per hour; in exchange, |} Call girl: The most expensive and 
the client can participate in stan- | exclusive category of prostitutes. 
Brothel (BRAH-thul): A house of 
prostitution where prostitutes and 
customers meet for sexual activity. 


her own residence, making appointments with clients by a 
landline, cell phone, or online. She is often from a middle- 
class background and may be a college graduate. She dard sexual activity including 
dresses expensively and lives in an upscale neighborhood. fellatio, cunnilingus, and vaginal 
A call girl in a medium-size city may charge a minimum of intercourse. Many in-call services 
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Figure 1 Streetwalkers have little control over the conditions in which they work 


and are at risk of assault, rape, and arrest. 


bialasiewicz/123RF 


require initial contact by telephone, although others 
advertise their location in specialized media or a website. 
A sex worker in this setting generally has less autonomy 
than a call girl; there is usually a manager or madam who 
determines the conditions of work and the fees to be 
charged and who collects a substantial percentage of each 
fee. In-call workers have less choice of clients and may be 
expected to service several per shift. 

Another contemporary setting for commercial sex is 
the massage parlor. Some massage parlors provide legiti- 
mate massage therapy. In others, male and female employ- 
ees sell sexual services; these often advertise “sensual 
massage” or “stripassage,” making it pretty clear which 
type of parlor they are. Some parlors offer a standard 
list of services and prices; others allow the masseuse or 
masseur to decide what they will do with a particular cli- 
ent and possibly how much of a “tip” is required for that 
activity. Massage parlors vary greatly in decor and price. 
Some are located in “professional” buildings, expensively 
decorated, and provide food and drinks in addition to 
sexual gratification. Charges may range from $100 to 
$300 or more. Such parlors may accept credit cards, 
with the business listed on the monthly statement as a 
restaurant. At the other end of the scale, storefront par- 
lors, often located in “commercial 
Massage parlor: A place where mas- sex districts,” offer no amenities 
sages, as well as sexual services, can and charge rates of $40 to $100. 
generally be purchased. Massage parlors offering sexual 
services in major cities are gener- 
ally operated by Asian men and 
women and staffed by women 


Streetwalker: A lower-status sex 
worker who walks the streets selling 
sexual services. 


from China, Korea, the Philippines, and Thailand (Dank 
et al., 2014). 

Another venue is the escort service. These services have 
revealing names such as Alternative Lifestyle Services, First 
Affair, All Yours, Versatile Entertainment, and Hubbies 
for Hire. Most escort services employ both men and 
women who will engage in sexual activity; like massage par- 
lors, the service may have a standard menu, or the escort 
may have the autonomy to decide what activities they will 
do with a client. Prostitution in this setting is referred to as 
an out-call service because the escorts go to the clients. This 
is obviously a more risky business in that the escort can- 
not control the setting in which the services are provided. 
Escorts are usually required to telephone the service when 
they arrive and when they leave the client’s location. This 
not only contributes to their safety but allows the service 
to monitor how long the escort spent with the client, and 
therefore the amount owed the service. 

Other sex workers operate as independent escorts, not 
employed by an agency (Nelson et al., 2020). They mar- 
ket themselves online on platforms such as The Erotic 
Review, EROS, and even Twitter. A study of independent 
escorts found that their average rate was $420 per hour 
(Nelson et al., 2020). Some advertise the Girlfriend Experi- 
ence (GFE), which includes datinglike interactions as well 
as sex. The GFE is sought by many customers and is asso- 
ciated with higher rates. Some of these high-end escorts 
even break into acting in movies and TV (Figure 2). 

In most communities, the most visible sex worker is 
the streetwalker. She sells her wares on the streets of cit- 
ies. She is generally less fashionably dressed than the call 
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Figure 2 Denise Richards, known as an actress in 
films and The Real Housewives of Beverly Hills, was 
a high-end escort before breaking into Hollywood 
(therichest.com). 


Noel Vasquez/Getty Images 


girl, and she charges correspondingly less for services, 
perhaps as little as $20 for a “quickie,” usually a hand job 
or oral sex. She is more likely to impose strict time con- 
straints on the customer. Because her mode of operation 
is public, she is likely to be arrested. Men and women who 
work on the streets in major cities are often addicted to 
drugs (Dank et al., 2014). They may have pimps, who also 
supply the drugs. In two of the eight cities in the Urban 
Institute study, some female street workers were not 
addicts and worked independently. 

Most women who are arrested and charged with pros- 
titution are streetwalkers and many are people of color. In 
part this reflects a bias on the part of police, who arrest 
women of color but not White women who work on the 
streets. Because streetwalkers have relatively little control 
over the conditions in which they work, they are at greater 
risk of disease and violence at the hands of their custom- 
ers, pimps, and even police officers. 

And yet streetwalkers are not just passive victims. 
As one woman put it, streetwalkers have "five seconds to 
survive" (Strega et al., 2021). That is, they have 5 seconds 
to decide whether to get into a car with a man, based on 
whether they assess him as safe or dangerous. They develop 


theories about which potential customers—such as younger 
men—are dangerous. Their survival depends on how good 
their theory is. 

The strip club provides sexualized entertainment such 
as erotic dances, but not necessarily sex with a customer. 
Like massage parlors, strip clubs exist along a continuum, 
from very elegant “gentlemen’s clubs” employing attrac- 
tive, articulate young women who provide companion- 
ship and female attention in exchange for tips, to “dive” 
bars where women engage in (almost) nude dance rou- 
tines and lap dances (Frank & Carnes, 2010). Each club 
attracts a particular race, class, and gender of workers and 
clients. Clubs catering to straight men are common; they 
provide a space for traditionally male behavior, including 
rowdiness and vulgarity, and consumption—cigars, alco- 
hol. Men seek escape from their daily lives and personal 
and sexual acceptance from the workers. Thus the interac- 
tion is often traditionally gendered and sexualized. Less 
common are clubs where men dance for women (Scull, 
2013). Whereas male clients often come to the club alone, 
women usually come in groups, often to celebrate a spe- 
cial occasion. Male dancers engage in hypermasculine dis- 
plays of gender and generally dominate the female clients, 
occasionally mistreating them. There are clubs or events 
that cater to same-sex desiring women (SSDW). Like het- 
erosexual male clients, these women desired sexualized 
interactions with women in a public space; their experi- 
ences were connected to a sense of belonging to a politi- 
cal and erotic community, and feelings of acceptance. 

The Internet and cell phones have had a major impact 
on the delivery of commercial sexual services since 2001 
(Delap, 2014). They have made entry into work as an in-call 
or out-call provider much easier. They also have made 
access by clients to workers much easier. Potential custom- 
ers can browse the Internet or specialized apps in complete 
privacy and arrange a meeting by e-mail, text, or cell phone. 
In some cities, these technologies have markedly reduced 
demand for and provision of services by street workers 
(Venkatesh, 2011). Researchers for The Economist analyzed 
190,000 female workers’ profiles posted on an international 
website. The majority of the women worked in the United 
States. From 2006 to 2014, the average price for an hour 
with one of the women fell from about $340 to $260. The 
price varied greatly across cities, and also by the charac- 
teristics of the woman and services offered. The researcher 
suggested the decline reflects rapidly increasing numbers 
of providers due to several factors: increasing ease of entry, 
migration of young women (especially immigrants) to large 
cities, and the entry of local women into the market due 
to the ability to engage in sex work discreetly and anony- 
mously (Delap, 2014). 

From the sex worker’s point of 


view, the Internet offers a number |) Strip club: A bar or business that pro- 
of benefits (Cunningham & Ken- vides sexualized entertainment such 
dall, 2011). The sex worker can as erotic dances, but not necessarily 


sex with a customer. 
reach a much larger number of 
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Camgirls: Women who sell erotic 
services using webcam technology, 
usually through a public chat room. 
Pimp: A prostitute’s companion, pro- 


potential clients than would be possible with ads in print 
media, and they don’t have to walk the streets. Sex workers 
can build their reputations for services with those ubiqui- 
tous ratings available on websites—kind of like rating your 
Uber driver. Imagine receiving a text message asking you 
to rate the prostitute you just purchased sex from. The 
main website for reviews is theeroticreview.com. 

The Internet has also made possible camgirls, who sell 
erotic services using webcam technology, usually through 
a public chat room (Jones, 2016). Erotic shows are also 
available through private Internet rooms at higher prices. 
In public chat rooms, multiple viewers participate and 
pay, for example, for a masturbation show. Clients seem 
to have the sense that they are having an authentic inter- 
action with a “real” woman in real time. An advantage 
from the sex worker’s point of view is that she is physi- 
cally safe in these interactions because she is not actually 
involved in an in-person interaction with the client. That 
said, there are dangers of emotional harm, and camgirls 
often develop emotional management strategies. For 
example, they develop ways of dealing with emotionally 
abusive “trolls.” An important point is that the performer 
can experience real sexual pleasure while performing. As 
one said, “I get paid to have orgasms” (Jones, 2016). 


Pimps and Madams 

Some prostitutes have a pimp (“The Man”), who is her 
companion-master. If she has a pimp, she supports him 
with her earnings, and in return he may provide her with 
companionship and sex, bail her out of jail, and provide 
her with food, shelter, clothing, and drugs. If he keeps an 
eye on her when she is working, he may provide some pro- 
tection against theft and violence because a sex worker is 
scarcely in a position to go to the police if she is robbed 
by a customer. But the pimp may also exercise consider- 
able control over her and engage in verbal, physical, and 
sexual abuse toward her if she fails to obey him. 

Just as many call girls and exotic dancers have day 
jobs, so do pimps. Many are in the food trades or ser- 
vices (Venkatesh, 2011). Some are students. One pimp 
worked his way through college connecting male students 
with women to go on dates, dance at parties, provide 
sexual services in a variety of places, or deliver the GFE 
(Adshade, 2010). He knew many of the men and women 
from school; a man would request 
a service, and he kept asking 
women until one agreed. His take 
depended on the woman’s attrac- 
tiveness and skill, the service, the 


tector, and master. 


Madam: A woman who manages 

a brothel, in-call, out-call, or escort 
service. 
Sex trafficking: The recruitment 
and control of people for sexual 
exploitation. 


venue, and the client’s willingness 
to pay—from $20 (for a handjob 
in a car) to $700 (all night in a 
luxury hotel). He described his 
role as helping “women, friends of 
mine, to find paying customers.” 


A madam is a woman who manages or owns an in-call 
service, an out-call service, a brothel, or an escort service. 
A madam is usually experienced and skilled at managing 
sex workers and businesses. She may be socially skilled, 
with a network of contacts in the community. 

In other venues there may be other third parties. Mas- 
sage parlors employ managers who are on the premises at 
all times and may exercise close control of their employ- 
ees. The importance of these third parties is that they 
reduce the autonomy of the sex workers they supervise 
and may coerce them to perform activities or work with 
clients that they object to. There is sharp disagreement 
among observers over the extent to which a sex worker 
can exercise choice with regard to their activities. Some 
argue that workers choose whom they serve and what acts 
they perform; others argue that they have little choice if 
they need money. The reality depends, in part, on the 
involvement of the third parties in the worker’s daily life. 


Sex Trafficking 
Sex trafficking refers to the recruitment and control of 
people, by threat or use of force or deception, for pur- 
poses of sexual exploitation (Hynes & Raymond, 2002; 
Meshkovska et al., 2015). General use of the term “sex 
trafficking” today tends to conflate it with sex work, 
ignoring the fact that some sex work is consensual (Reyn- 
olds, 2021). Sex trafficking is distinctly nonconsensual. 
In one scenario, girls and young women are recruited in 
third-world or developing countries, by ads or people who 
promise them a good job (as a dancer, nanny, secretary), 
education, or a husband in a developed country. Recruit- 
ers may even supply forged travel documents, for a price. 
When the women arrive in the destination country, they 
find themselves captive; often their travel documents are 
taken away, the money earned by their work goes to those 
who control them, and their controllers threaten physical 
harm to the women or their families if they disobey or 
run away. The women often work in bars, brothels, and 
massage parlors and may be moved every few weeks. An 
analysis of reports to the U.S. National Human Traffick- 
ing Hotline found that, in 2020, 16,700 victims were iden- 
tified (Polaris, 2021). Of those, about 70 percent were 
recruited for sex work; the remainder were recruited for 
labor (involuntary servitude), such as farm labor. These 
statistics represent only the tip of the iceberg, though, 
because they are based on cases reported to a hotline, 
missing all the unreported cases. 

A USS. study found that women from Latin American 
countries often work in brothels, women from Asian coun- 
tries work in massage parlors, and 
women from Eastern 
Europe work in strip 
clubs (Dank et al. 
2014). The researchers 
reported that some of these women 


How big of an issue is 
sex trafficking? 
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were U.S. citizens, some had entered the country illegally, 
and some were trafficked. 

One complication in the prosecution of sex trafficking 
concerns the treatment of the trafficked individuals when 
arrests are made (Musto, 2016). Often, well-intentioned 
efforts to help victims result in the victims themselves 
being subject to arrest or detention. The goal is to protect 
victims, but often they are treated as if they are criminals 
deserving punishment, and they are not given the services 
that they need. 


The Career of a Sex Worker 

Given the stigmatized and often risky nature of sex work, 
many scholars and social service professionals have stud- 
ied entry into it. There are two general explanations. One 
emphasizes negative experiences in childhood and adoles- 
cence, such as physical and sexual abuse, family instabil- 
ity, poverty, homelessness, and contact with exploitative 
men such as pimps or drug dealers. The other explana- 
tion emphasizes factors in the environment at the point 
of entry, especially economic need, the lack of job skills 
(often reflecting poor education), and limited employ- 
ment opportunity (McCarthy et al., 2014). Past research 
generally studied small samples of workers in a particular 
venue or part of the industry, giving a narrow picture of 
the influences on their entry. New research compared pre- 
dictors of entry into sex work with predictors of entry into 
two other service occupations: food and beverage servers, 
and barbering and hairstyling (McCarthy et al., 2014). 
The results indicated that family background measures 
related to becoming a sex worker were family instability 
(e.g., an additional parent such as a stepfather) and par- 
ents receiving public assistance. Childhood experience 
variables included experiencing physical and sexual abuse 
and living in a foster home. Influences in emerging adult- 
hood included fewer years of education and indicators 
of economic need, such as being single or living with an 
unemployed partner. So, in fact, the data support both of 
the explanations. Of course, not every sex worker experi- 
enced all of these conditions. Some women are motivated 
by a desire for money, material goods, and an exciting life- 
style. These women are attracted by the image of the call 
girl, a status some of them attain. For some women—for 
example, a poor but attractive woman—prostitution can 
be a means of upward economic mobility. Other women 
enter out of economic necessity, in order to survive. The 
importance of the money, which can amount to hundreds 
of dollars per day, is illustrated by the dramatic increase in 
applicants for positions in strip and sex clubs, and other 
establishments, during the recession of 2008-2009 (Asso- 
ciated Press, 2010). A poorly educated single mother may 
have no alternative means of earning a living. 

Force or coercion is another factor. Some women 
report being coerced physically or psychologically by a 
husband or lover into selling sex for money. As noted pre- 
viously, coercion is a major factor in sex trafficking. Some 


become involved in prostitution through a family member 
or friend who is already a sex worker and can teach them 
the ropes. 

On entering prostitution, most workers go through an 
apprenticeship in which they learn the skills of the pro- 
fession. The apprentice learns sexual techniques, espe- 
cially fellatio, because many customers want oral sex. She 
learns how to hustle, to successfully negotiate her services 
and pricing with potential customers. She learns how 
to maintain control over the interaction so that she can 
protect herself from being hurt or robbed by clients. She 
learns values, like “the customer is always right,” and fair- 
ness to other “working girls.” Women who are recruited 
into the life by a pimp may be trained by one of his more 
experienced “wives.” Some women are trained by an expe- 
rienced madam in exchange for a percentage of their fees. 

There has been relatively little research on the “mid- 
career” sex worker. We have noted that a sex worker may 
work in several different venues over time. After learning 
the ropes, a person may work in an in-call or out-call ser- 
vice and try to establish a list of regular clients. If success- 
ful, they usually begin to work independently (Bernstein, 
2007). A woman might move from the street into work 
in bars or at truck stops in response to changes in the 
weather or her health. Sex workers who are addicted to 
drugs may be forced to work long hours and service many 
customers in more than one venue to support their habit. 
Again, some of these changes may result from coercion or 
exploitation by a pimp, a supplier, or a sex trafficker. 

“Squaring up” or “leaving the life” refers to giving up 
prostitution. Financially it is a difficult thing to do, partic- 
ularly for the person with no job skills; recognizing this, 
analysts call for comprehensive programs that provide 
education and job training, shelters, medical care, and 
counseling for people who want to leave commercial sex 
work (Hynes & Raymond, 2002). Several programs are in 
operation, including the Sex Workers Project. 

Other reasons for leaving include arrest and the threat 
of a long-term jail sentence, government agencies’ insis- 
tence that sex workers give up their children, and the 
knowledge that a friend was the victim of violence while 
working as a prostitute. Violence is a major hazard asso- 
ciated with being a prostitute: 81 percent of women who 
work outdoors, and 48 percent of women who work 
indoors, reported being kicked, slapped, or punched by 
a client (Church et al., 2001). The worst risk is being 
murdered. The latest in a series of serial killers who prey 
on prostitutes has killed at least seven women in Indiana 
(Payne & McLaughlin, 2014). 


Sex Workers’ Well-Being 

There are a variety of images of the contemporary prosti- 
tute: young, attractive, autonomous, healthy, “the happy 
hooker”; young, brazen, aggressive, the “tough chick”; 
not-so-young, bruised emotionally and physically, a victim. 
Which one is valid? 
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conomic need has been recognized for decades 
as one reason women enter the commercial sex 

industry. It has frequently been cited as a reason 
young women, often with limited employment prospects, 
become strippers, streetwalkers, or escorts. Yet there have 
been reports of women students engaging in sex work. 
The first widely publicized case was that of Brooke Mag- 
nanti. Beginning in 2003, writing under the pen name 
Belle du Jour, she blogged about her life as a £300 per 
hour escort. She worked in London for 14 months. Subse- 
quently her diary and two books were published detailing 
her career; the books were best-sellers. In 2007, a televi- 
sion series based on her books began broadcasting in 
England, Secret Diary of a Call Girl. The books and the TV 
series created widespread name recognition. In 2009, 
fearing her identity was going to be revealed, she 
announced her identity publically as Dr. Brooke Mag- 
nanti, a child health care specialist. She stated that she 
worked as an escort between the time she submitted her 
PhD thesis and the time she took her oral exams. 

Sophie (a pseudonym) is a 22-year-old university stu- 
dent working as an escort to pay for her education. Her 
student loans don’t cover her living costs, and she is 
enrolled in an intensive program. She was 19 when she 
started; she says she had no idea what she was doing, 
and “suddenly it [sex work] was the better option.” She 
advertises on an adult site and picks her clients based on 
feedback. She performs both in-call and out-call work. She 
acknowledges the risk; there is no safety net. She sched- 
ules clients around her classes, and sometimes she does 
not see clients for weeks (Buchanan, 2014). Another stu- 
dent working a few hours per week as an escort said “I 
made the choice .. . in hopes of having a smaller debt 
when I am done” (Anonymous, 2012). Both women 
acknowledge the psychological toll of the work, one stat- 
ing that she experienced PTSD. 

Vaughn Jackson, Amanda Pena, and Maran Gorham 
all work as strippers at the Show Palace in Queens, New 
York. Mike Diaz, manager of the all-nude club, is happy to 
employ students. He sees the jobs he provides as prevent- 
ing them from accumulating huge debts while they are in 
school. Plus, he says, they can schedule the work around 
school. Vaughn, Amanda, and Maran each work, on the 
average, three nights per week and earn $1,500 to $2,000 
per week. All three seem proud of what they do; one finds 
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it “empowering” (Schuster, 2014). Stripping, of course, is 
less risky because the worker is surrounded by coworkers, 
customers, and management. 

How common are the experiences described by these 
women? Research in the UK involved recruiting students 
on 29 university campuses by approaching students in 
various areas on campus and online. Most participants 
were full-time undergraduates. About 6 percent of the 
sample (all but one female) reported currently working 
in the sex industry as erotic dancers, strippers, or escorts 
(Roberts et al., 2013). 

Research in Berlin obtained data from students 
in major universities in that city (Betzer et al., 2015). 
Seven percent indicated they were or had been involved 
in sex work, most reporting they had engaged in sexual 
intercourse in direct exchange for money or in escort 
services. Students reporting sex work said they received 
significantly less financial support from their families and 
fewer scholarships. The researchers concluded that sex 
work results from financial hardship, and its appeal is the 
higher income for fewer hours of work. Sex workers were 
more likely to report being gay or bisexual. 

In the United States, students are engaging in sex work 
due to (a) the steady increase in college and university 
costs (between 2001-2002 and 2011-2012, 40 percent at 
public institutions and 28 percent at private nonprofit insti- 
tutions); (b) the low and unpredictable wages paid by jobs 
typically available to students (wait staff, student hourly 
work on campus, door-to-door soliciting); (c) declining 
availability of student loans and increasing interest rates: 
and (d) higher rates of unemployment among college grad- 
uates since the recession of 2008-2010. Given the risks of 
commercial sex work, student involvement in it is becom- 
ing a serious concern. In England, the Student Sex Work 
Project (SSWP) (www.thestudentsexworkproject.co.uk) is 
developing programs to provide information and resources 
to student sex workers, with a focus on their safety and 
sexual health. In the United States, the Sex Worker Out- 
reach Project (SWOP) is a national project focusing on sex 
worker rights and advocacy, staffed by a number of former 
student sex workers (www.swopusa.org). Improved access 
to and financial support for higher education for all quali- 
fied people should be a national priority. 
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According to a landmark study (Vanwesenbeeck, 
1994), all these images are accurate. Researchers in the 
Netherlands recruited 100 women who had been working 
for at least one year for a study of “sex and health.” The 
sample included women who worked on the street, in win- 
dows, in clubs and brothels, for escort services, and in 
their own homes. The results indicated that one-fourth of 
the women were doing well. They had few physical or psy- 
chosocial complaints, used problem-focused coping strat- 
egies, and were satisfied with their lives. Another quarter 
were at the opposite end. They complained of headaches, 
backaches, anxiety, and depression; their coping strate- 
gies involved dissociation (emotionally detaching from 
what is happening to oneself) and denial, and they were 
dissatisfied with prostitution. The remaining women were 
in the middle. 

The risks to a woman and thus her well-being varied 
according to the venue in which she worked. In the Neth- 
erlands, where sex work has been legalized, women who 
worked in windows and on the streets were at greater risk. 
Working the streets was associated with greater risk of arrest 
and of violence by clients, which obviously influences phys- 
ical and mental health. Women who worked in windows or 
on the streets worked faster, had more clients, and earned 
less per customer than those working in in-call and out- 
call services. In another study of indoor sex workers in the 
Netherlands, workers reported having an average 9-hour 
workday; more than one-third worked in excess of 40 hours 
per week, and half had taken no holidays in the past year 
(Venicz & Vanwesenbeeck, 2000). An important caveat in 
interpreting these studies is that they were conducted in the 
context of legalized prostitution in the Netherlands. Doubt- 
less the health outcomes would be worse in countries in 
which prostitution is illegal and therefore prostitutes have 
little recourse if, for example, they are assaulted. 

An outreach project in Australia encourages workers 
to report instances of victimization that they experience. 
These reports give us a window into the victimization 
experiences of sex workers. An analysis of reports filed 
over 8 years identified more than 500 crimes (Prior et 
al., 2012). Most frequent were reports of theft, including 
stealing and nonpayment. Harassment—including stalking 
and threats—was also common. There were also reports of 
assault and abduction. 

There is also the risk of exposure to sexually transmitted 
diseases, especially HIV/AIDS. Prostitutes infected with 
HIV are often workers who are also injecting drugs, with 
research indicating that it is the injecting that is the risk. In 
the Western world, studies show that the sex worker’s risk 
of HIV infection is greater in their private sex life than in 
their sex work. In other parts of the world, the risk varies 
greatly, with high rates of HIV/AIDS in some cities and 
countries but low rates in others (Vanwesenbeeck, 2001). 

It has been suggested that the high levels of violence 
and of psychological distress found among sex work- 
ers are not due to the nature of the sex work per se but 


instead reflect the stigma associated with the work itself 
(Bernstein, 2007; Blithe et al., 2019). Prostitutes are at 
risk of rape because of attitudes such as the view that you 
can’t rape a prostitute and no harm is done if you do. The 
risk of arrest and mistreatment by law-enforcement per- 
sonnel, and the resulting anxiety and distress, reflect the 
fact that sex work is illegal. Sex workers say that one of 
the main things that would contribute positively to their 
mental health would be eliminating the stigma associated 
with sex work (Benoit et al., 2018; Burnes et al., 2018). 

Sex workers use a variety of strategies to cope with 
the risks of their work. Some use drugs and alcohol to 
increase their confidence and decrease guilt. Others use a 
strategy of shutting down their feelings and focusing nar- 
rowly on the task. The consequences of this distancing are 
often referred to as depersonalization (not, of course, an 
experience unique to sex work). Independent women may 
view themselves as professionals, providing therapy, “sex- 
ual healing,” or sex education. They may take courses to 
enhance their skills—for example, earn massage certifica- 
tion, or use prior training as a therapist or social worker. 
These women perceive their work as offering opportuni- 
ties for personal growth (Bernstein, 2007). Some empha- 
size the rewarding aspects of the work, as perhaps that it 
supports their children. Many sex workers use as a cop- 
ing technique the careful management of time and place, 
locating their sex work in a specific physical and tempo- 
ral place separated from their private sexual and familial 
relationships (also not unique to sex work). Sex workers 
may also use a network of contacts with other sex workers 
as a source of support; in one such case, workers on one 
“stroll” worked together to protect a pregnant colleague 
by giving her all the customers who wanted just a “blow 
job” and protecting her from clients known to be rough 
(Anderson, 2004). 

Sex workers face risks due to discrimination, criminal- 
ization, and exploitation, and perhaps due to violence, 
disease, and drug use. There are promising approaches 
available that can reduce harm, including education (espe- 
cially job training), empowerment, preventive health care, 
and improved occupational and safety conditions. There 
are also interventions that have been shown to work, 
including peer education, training in safe sex negotiating 
skills, and provision of condoms (Rekart, 2005). Several 
sex worker rights organizations are working to reduce the 
risks to sex workers and provide social, medical, and legal 
services to them, including COYOTE (Cast Off Your Old 
Tired Ethics) and SWOP (Dewey, 2015). 


Customers 

At the time of the Kinsey research, about 69 percent of 
all White males had had some experience with prosti- 
tutes (Kinsey et al., 1948). According to the NSSHB, in 
2009, only 4.3 percent of men and 0.8 percent of women 
reported paying or being paid for sex in the past year 
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Gigolo (JIG-uh-loh): A man who 
provides companionship and sexual 


gratification on a continuing basis to 
a woman in exchange for money. 


(Herbenick et al., 2010c). Thus, the use of prostitutes has 
declined dramatically since the 1940s. This reflects in 
part the increased availability of nonmarital and casual 
sexual activity during this same period (see the chapters 
on “Sexuality and the Life Cycle”). 

Prostitutes refer to their customers as “johns.” About 
50 percent of the clients are occasional johns; they may 
be respectable businessmen who seek only occasional 
contacts with prostitutes, perhaps while on business trips. 
Nearly 50 percent are repeat clients who seek a regular 
relationship with one particular prostitute or a small 
group of them (Freund et al., 1991). The remainder are 
compulsive johns, who use prostitutes for their major sex- 
ual outlet. They are driven to them and cannot stay away 
(see the chapter “Variations in Sexual Behavior”). 

A study of female sex workers in Mexico asked them 
a series of questions about their current, regular, and 
non-regular clients (Robertson et al., 2014). One-time 
clients were men the worker did not expect to see again; 
the transaction was strictly commercial. Some women 
preferred to avoid such clients but accepted them when 
other types of clients were scarce. Regular clients/‘friends” 
were repeat clients the worker had known for some time. 
The workers developed friendships with these men and 
trusted them; the men treated the women with kindness 
and respect. Several women had clients who had fallen 
in love with them. These men were very difficult to man- 
age because they sought noncommercial relationships 
and commitments (e.g., living together). Occasionally, a 
worker would report that her current intimate partner was 
a former client who had fallen in love with her. The fourth 
type was long-term financial providers. These men provided 
consistent, substantial financial support, often paying for 
major expenses on a regular basis. In exchange the client 
expected special services such as spending the night or 
traveling together. These were often wealthy older men 
living in the United States. 

Other research has examined the psychological char- 
acteristics of men who buy sex (Farley et al., 2017). Com- 
pared to those who don’t buy sex, men who buy sex score 
higher in likelihood to rape and in hostile masculinity. 
They have less empathy for women prostitutes, viewing 
them much differently from other women. In short, they 
have psychological characteristics that are similar to those 
of men who commit sexual assault. 

How do men who pay for sex with women think about 
this practice as part of their identity? Research shows that 
masculinity is a major part of the equation (Prior & Peled, 
2021). They view sex as a basic masculine need and having 
sex with a woman confirms their masculinity. An element 
of asserting masculine power is also present in some men’s 
descriptions of paying for sex; 
these men see these interactions as 
reasserting a man’s natural power 
over a woman, a natural balance 
that has been disrupted by the 


forces of feminism. Others describe their quest for emo- 
tional intimacy, which is satisfied by the Girlfriend Expe- 
rience. And some men see paying for sex as nothing more 
than consumer behavior or the purchase of a commodity. 

As for male clients of male escorts (see next section), 
researchers posted an invitation to complete an online 
survey on DaddyReviews.com, an escort website (Grov 
et al., 2014). Three-fourths identified as gay, 18 percent 
bisexual, and 4 percent heterosexual. Clients paid an aver- 
age of $250 per hour, and oral and anal sex were the most 
common sexual activities. 

For many clients, a major appeal is the clear and 
bounded nature of the sexual interaction. Money is paid 
and services are received. The exchange is limited in time 
and space and requires no effort to develop or maintain 
a relationship. The client wants “bounded authenticity’— 
real sex, a sense that they matter and 
are desirable, without 
the effort, expense, and Why do some people 
hassles of commitment [ee WAvolary= eg 
(Bernstein, 2007). 


Male Sex Workers 

Some male sex workers serve a heterosexual clientele, sell- 
ing their services to women. These men work in a variety 
of settings. Some of them work for escort services and pro- 
vide companionship and sexual gratification on an out-call 
basis. Working in such a setting is much less risky for men 
than for women. Some men work in massage parlors, under 
the same conditions as female employees. These male pros- 
titutes virtually never work the street, in contrast to female 
streetwalkers and male hustlers (see below). This reflects 
gender-role socialization; female clients are unlikely to 
cruise the streets and pick up a prostitute because they have 
been taught to let the male take the initiative. 

Another category is the gigolo, a man who provides 
companionship and sexual gratification on a continuing 
basis to a woman in exchange for money. A gigolo often, 
though not always, has only one client at a time. There are 
several types, including the “Golden Boy,” the pampered 
playboy kept by a very wealthy woman; the “Lap Dog,” who 
enters into a series of marriages of convenience; and the 
“Toy Boy,” or stud, who works as a companion on a limited- 
term basis (Nelson & Robinson, 1994). The demand for 
gigolos reflects the fact that women, like men, desire sexual 
gratification on a continuing basis and will pay for it when 
circumstances require or allow them to do so. On the other 
hand, women often prefer their sexual activity to be part of 
an ongoing relationship that involves love. 

Research on women who buy sex from men finds that 
many are sex tourists—white women from wealthy countries— 
who pay for sex with dark-skinned men from poor countries 
(Berg et al., 2020). In these situations, the man performs 
affection for the woman and the request for pay is indirect, 
so that the woman is giving a gift or expressing generosity. 
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Many male sex workers sell their services primarily or 
exclusively to men; some of their clients identify as gay, 
others identify as heterosexual. Women who engage in 
sex work are acting in ways that are consistent with their 
feminine identity, providing emotional and sexual labor 
for others. Men who engage in sex work with male clients 
find that their masculine identity is challenged, triggering a 
stigma not faced by other types of sex workers. Contempo- 
rary male sex workers catering to men work in four settings 
(Minichiello et al., 2013). Outdoor workers are often young 
and identify as heterosexual; they typically solicit pedes- 
trians and motorists and engage in sex in cars, homes, or 
other locations. Some work in the vicinity of public toilets. 
Advantages are minimal overhead and the ability to retain 
their earnings; like women who work the streets, they face 
the risks of assault and stigma. Male street workers are 
sometimes referred to as hustlers. To emphasize their mas- 
culinity, they may wear tight jeans and leather jackets. In 
some cities there are specific areas known as places where 
hustlers operate. Bar workers are found in gay-identified 
spaces—gyms, bars, clubs, and hotels. These are spaces 
where casual and same-sex activities are common, so these 
men face less stigma than outdoor workers. These men typ- 
ically work part-time. A minority of men work in brothels, 
providing sexual services on an in-call basis. Their working 
conditions and risks are similar to those experienced by 
women in this setting. Usually a brothel will have only a 
few male employees. Prices for specific activities are typ- 
ically fixed, and management retains a significant amount 
of the fee. The clients may be primarily women. The larg- 
est group is escorts or call boys, the male counterpart of 
the call girl. They often identify as gay or bisexual. They 
work in both in-call and out-call services, and their clientele 
locates them through gay media. Their clients are usually 
middle- and upper-class men, and these workers can earn 
large incomes for relatively few hours of work. One study 
interviewed men working for an escort agency (Smith et 
al., 2015). The escorts reported that a variety of social and 
emotional activities were required both to provide good 
service to clients and to cope with their fear of being stig- 
matized if they disclosed their sex work to people outside 
the agency. Sex work in this setting is not just about sex. 

In one study of adolescent boys in San Francisco, the 
main reason for engaging in sex work—stated by 87 percent— 
was money (Weisberg, 1985). Most often they had left 
home because of conflict in the family, typically leaving 
when they were 15 or 16 years old, although some had 
left when they were 11 or 12. The majority reported using 
drugs while engaging in acts of prostitution. The reason 
most often cited was the enjoyment of being high. Drugs 
were also used to reduce feelings of anxiety or fear stem- 
ming from the scary nature of the work. 


Sex Tourism 
An increasingly important type of commercial sex is 
sex tourism, which refers to leisure travel that has as its 


purpose the purchase of sexual services or engaging in 
unpaid casual sex (Lu et al., 2020). Sex tourism is made 
possible by three large-scale social forces: the migration 
of men and women from less developed nations, or from 
rural to urban areas, in search of jobs; the commodifica- 
tion of sexual intimacy, making all types of sex a commod- 
ity or service for sale; and increased travel for recreational 
purposes. All three of these forces are tied to increasing 
globalization, the movement of information and people 
freely across national boundaries. 

The migration of people in search of economic oppor- 
tunities provides a large group of young people in search of 
work. In some locales they are aggressively recruited into 
sex work by pimps or people with ties to sex trafficking. In 
other places, they enter into the life more or less voluntarily, 
often because there are few other opportunities for persons 
of their ethnic background. In Havana, Cuba, commercial 
sex work is decentralized, with many men and women work- 
ing independently. They contact potential clients in hotels, 
bars, and on the street, hoping to connect with someone 
who will employ them, perhaps for several days. 

The tourists who can purchase sexual services are obvi- 
ously wealthy enough to travel, which in turn often means 
they are citizens of developed countries and members of the 
middle and upper classes in their home societies. The sex 
workers are often from a different national and ethnic back- 
ground. One of the attractions for the tourist is sex with this 
“dark-skinned other,” perhaps someone from a group ste- 
reotyped as sexually free and uninhibited. The encounter is 
appealing because it is a sharp contrast to the tourist’s usual 
sexual experience (Brennan, 2010; Padilla, 2007). Unfortu- 
nately, one such appeal for men is sex with a young girl, and 
in some Asian cities girls as young as 12 and 13 are available 
in brothels tightly controlled by their managers. 

The search for the type of workers—gender, age, and 
sexual orientation—and experience the tourist seeks 
is facilitated by the Internet (Padilla, 2007). Websites 
publish information about sex work, cruising areas and 
meeting places, and prices; past visitors review their expe- 
riences. Sex workers advertise on some of these sites, and 
some have their own Internet pages. 

One unanticipated consequence of sex tourism is the 
spread of sexually transmitted infections (Lu et al., 2020). 
Sex tourists are probably not much in the mood to use 
condoms, which are not part of the fantasy sex that they 
seek. Destinations such as Southeast Asia and Western 
Europe carry higher risk of STIs (Lu et al., 2020). 


—ESEEEE>ES>SESE>EEEEEIlUIOlI— 
Pornography 


Pornography refers to sexually Hustler: A male sex worker who sells 


arousing material (focusing on the | MS services to men. 


consumer) or material intended to 
produce sexual arousal (focusing 


Sex tourism: Leisure travel with the 
purpose of purchasing sexual services. 
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on the producer). In either case, we are talking about a 
broad range of material/experiences. The debate over 
pornography has been raging for decades. Some political 
conservatives, religious fundamentalists, and feminists 
(strange bedfellows, indeed!) agree that some kinds of 
pornography should be made illegal, and their producers 
and distributors jailed. Some liberals, libertarians, civil 
liberties groups, and some feminists respond that the free- 
dom of expression guaranteed by the Constitution must 
be preserved, and therefore pornography should not be 
restricted by law. Meanwhile, Joe Brown sits down at his 
home computer, clicks on Pornhub.com, and settles down 
for a pleasurable evening’s entertainment. 

We can distinguish between pornography, obscenity, 
and erotica. In general usage today, pornography refers to 
literature, films, and so on that are intended to be sexually 
arousing (Malamuth, 1998). The term is often used by the 
person in the street to refer to any image they don’t like. 

In legal terminology the word used is obscenity. 
Obscenity refers to that which is foul, disgusting, or lewd. 
It is used as a legal term for that which is offensive to the 
authorities or to society. The U.S. Supreme Court has had 
a rather hard time defining exactly what is obscene and 
what can be regulated legally, a point discussed in more 
detail in the chapter “Sex and the Law.” 

In the debate over pornography, some make the dis- 
tinction between pornography (which is unacceptable 
to them) and erotica (which is acceptable). For exam- 
ple, one sociologist defined pornography as “explicit 
representations of sexual behavior, verbal or pictorial, 
that have as a distinguishing characteristic the degrad- 
ing or demeaning portrayal of human beings, especially 
women” (Russell, 1980, p. 218). Another term for such 
material is hard-core pornography. In contrast, erotica 
is defined as differing from pornography “by virtue of 
not degrading or demeaning women, men, or children” 
(Russell, 1980, p. 218). Such material is also referred to 
as soft-core pornography. According to this distinction, a 
movie of a woman being raped would be pornography, 
whereas a movie of two mutually consenting adults who are 
both enjoying having sexual intercourse together would be 
considered erotica. 

Our discussion of pornography considers several 
aspects of it. We begin with a brief discussion of the size 
and scope of the industry. Then we consider in detail 
the various ways in which sexually arousing material is 
packaged and delivered in the contemporary world. This 
leads to a consideration of the people who produce these 
materials. Next we consider the 


Pornography: Sexually arousing art, 
literature, or films. 

Obscenity: That which is offensive to 
decency or modesty, or calculated to 


arouse sexual excitement or lust. 
Erotica: Sexually arousing material 
that is not degrading or demeaning 
to women, men, or children. 


consumers, who, after all, keep 
the industry booming (or not). 
Then we discuss one of the major 
areas of research for the past sev- 
eral decades, the effects of por- 
nography on users. Finally, we 
discuss the larger perspective. 


Throughout, we pay particular attention to social scien- 
tists’ research. The major legal issues are discussed in the 
chapter “Sex and the Law.” 


The Porn Industry 

Pornography is big business in the United States. 
Included in this industry are many different products and 
services: Internet porn, including “adult” websites, chat 
rooms, news groups, and bulletin boards; DVDs, videos, 
and films; magazines; live entertainment; and child porn. 
Some of this activity is legal (e.g., publishing Playboy 
online); some of it is illegal (e.g., producing videos of chil- 
dren under 12 engaging in sex); and some is legal depend- 
ing upon the county you live in (e.g., strip clubs featuring 
complete nudity and bodily contact). It is impossible to 
obtain precise data on the economics of pornography. 
Globally, Internet porn alone generates $15 billion per 
year in revenues (Naughton, 2018). 


Internet Porn 

In the past 25 years, the Internet has made available a wide 
variety of sex-related products and services to every com- 
puter with an Internet connection. Pornhub.com, arguably 
the world’s largest porn website, celebrated its 10th anni- 
versary in 2017, and celebrated by releasing a data report! 
Here are some tidbits from it (Pornhub, 2017). 


= As of 2017, more than 10 million videos had been 
uploaded. That includes 2.2 million amateur videos, 
1.9 million gay videos, and 1.4 million blow job videos. 


= Pornhub has 22 million registered users worldwide. 


= Over those 10 years, the top 10 most viewed catego- 
ries of videos were, in order: lesbian, MILF (mothers 
I'd like to fuck), amateur, teen, mature, ebony (featur- 
ing Black actors), anal, big tits, big dick, and hentai 
(anime pornography, i.e., cartoon pornography). 

= Over those 10 years, Lisa Ann was the most-viewed 
actress, with over 1 billion views of her videos, fol- 
lowed by Riley Reid, with 771 million views. 


A technical analysis of the infrastructure needed to 
service such sites suggests that porn drives Internet tech- 
nology. The most visited site has 4.4 billion page views 
per month, three times the size of CNN. And each viewer 
spends an average of 15 to 20 minutes there (Anthony, 
2012). The storage needed for the thousands of videos, 
and the bandwidth needed to meet the download demand, 
is something else. 

The services provided online include access to sexually 
arousing videos, live performances by cam models who 
may take requests from viewers, photos, and stories; the 
availability of an array of goods (sex toys, lingerie, even 
panties worn by porn stars) and services for sale; online 
chats with like-minded others; and access to bulletin 
boards with a variety of specialized materials. 
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Figure 3 Internet porn is abundant. 
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Websites Adult websites display and sell a variety of 
sexual materials and services. According to thechive. 
com, in 2017 the top most visited sites were Pornhub 
(8.7 million users per day, value of the site $58 million), 
Xvideos (2.0 million users/day, $42 million), and Xhamster 
(1.5 million users/day, $29 million). Different sites offer 


different menus of options. Xnxx and Youporn are “tube 
sites,” featuring sexually explicit videos that can be viewed 
online or purchased, explicit photos, profiles of the women, 
and message forums for communicating about each woman. 
Livejasmin provides live sex online and the opportunity 
to chat with the actors. There are hundreds of other sites 
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with names like Amateurs Gone Wild, Asian Pleasures, 
Lovely Cheerleaders, and Top-sexy-milfs. Each site typically 
includes thousands of photos organized by content, por- 
nographic videos that can be viewed on your computer or 
cell phone screen, stories, links to live sex shows, and links 
to live video cameras in places such as men’s and women’s 
locker rooms. Some also sell videos, sex aids such as dil- 
dos, and other sexual devices and costumes. Many of these 
sites specialize, featuring “teenagers” (if the actors are under 
18, the material violates the law), Black, Asian, or Hispanic 
women, gays, lesbians, pregnant women, and on and on. 
Each site charges a daily, weekly, or monthly “membership 
fee” for access. 

Researchers have applied the method of content analy- 
sis to the content posted on tube sites. Most sites organize 
videos into categories for ease of user access. Research 
indicates that two of the most popular search terms are 
teen and MILF. A team of researchers analyzed five teen 
and five MILF videos from each of 10 sites (Vannier et 
al., 2014). Across all of the videos, vaginal intercourse and 
fellatio were most frequently depicted; use of toys, con- 
doms, and coercion were rare. There were no gender dif- 
ferences in who initiated the activity or use of persuasion. 
MILF videos portrayed the female as more agentic and 
more in control than teen videos, consistent with the pre- 
sumed greater experience of a mature woman. Another 
group analyzed the content of videos featuring male 
performers posted on five sites for a gay audience. Mas- 
turbation and anal intercourse were the most common 
behaviors portrayed, with condoms used in about one-half 
of the portrayals of intercourse. Longer videos portrayed 
a larger number of behaviors, including a larger number 
of high-risk behaviors (Downing et al., 2014). 


Chat Rooms Chat rooms provide a location where indi- 
viduals can meet and carry on conversations electronically. 
These rooms are often oriented toward people with partic- 
ular sexual interests, often captured by their names. The 
conversations often involve graphic descriptions of sexual 
activities or fantasies. An interesting feature of these chats 
is that the other person cannot see you. This allows you to 
present yourself in any way you desire, to rehearse or try 
out a broad range of identities (Turkle, 1995). 


Virtual Reality Technology marches on, and pornogra- 
phy marches right along with it. Virtual reality experiences 
can be delivered using devices such as Oculus Rift, and now 
it is able to deliver erotic content (Wood et al., 2017) (see 
Figure 4). Pornhub.com offers VR porn videos, and there 
is a VRporn.com website. In one study, men viewed either 
VR pornography or classic 2D pornography (Dekker et al., 
2021). Compared with the 2D porn experience, men in 
the VR condition felt more desired, more flirted with, and 
more looked into the eyes; they also felt more connected 
to the actors. VR, then, does seem to give the viewer more 
of a sense of reality. More research is needed to determine 
what that means for long-term effects on viewers. 
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Figure 4 The latest technological innovation in 
porn is virtual reality (VR) porn. 
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Videos and Films 

Sexually explicit movies were made as early as 1915. The 
technology remained primitive and distribution was very 
limited until the 1960s. The hard-core film industry began 
to emerge around 1970. Two films were especially import- 
ant in this breakthrough. J Am Curious, Yellow, appearing 
in 1970, showed sexual intercourse explicitly. In part 
because it was a foreign film with an intellectual tone, it 
became fashionable for people, including married couples, 
to see it. The other important early film was Deep Throat, 
appearing in 1973. With its humor and creative plot, it 
was respectable and popular among the middle class. 
After the success of Deep Throat, many more full-length, 
technically well-done hard-core films soon appeared. Deep 
Throat had made it clear that there were big profits to be 
made. It cost $24,000 to make, yet by 1982 it had yielded 
$25 million in profits. 

In the early 1980s, X-rated videocassettes for home 
viewing began to replace porn theaters. For example, Deep 
Throat became available on videocassette in 1977 and, by 
1982, had sold 300,000 copies (Cohn, 1983). Cable tele- 
vision also entered the arena, with porn channels thriving 
in some areas of the country. This was followed by the 
DVD. This privatization of pornography was furthered by 
the development of the Internet, and vastly expanded the 
potential market. 

A rapidly expanding part of the porn industry is the 
“amateur” video. The development of the home-video 
camera has enabled anybody with a willing partner, 
friends, or neighbors to produce homemade porn. Such 
videos cost virtually nothing to make, and distributors are 
eager to purchase them. 

There is a continuum from the subtle to the explicit 
in video portrayals of sex. The subtle end is found in 
music videos. (See Figure 5.) The sexual content of many 
videos is unmistakable. Men are portrayed as dominant 
and aggressive, with prominent posturing and a clear 
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Figure 5 The sexual content of many music vid- 
eos and live performances is unmistakable. Cloth- 
ing, body language, and physical contact between 
performers evoke sexual images. Here Lady Gaga 
performs. 


Kevin Winter/American Idol 2011/Getty Images 


characterization that they are wanted by and have sex with 
attractive women (Ward et al., 2005). Women are por- 
trayed in a condescending manner and are valued almost 
exclusively for their physical appearance and sex appeal. 


Magazines 

A declining share of the pornography market consists of 
magazines, ranging from soft-core (genital display such as 
in Playboy) to hard-core (penetrative sex, threesomes such 
as in Hustler). The number and sales of slick, color maga- 
zines mushroomed in the 1970s and 1980s following the 
success of Playboy. Launched in 1953, Playboy's circulation 
peaked in 1972 at 7.2 million. In the 1980s, Penthouse and 
Hustler provided stiff competition with more graphic and 
daring photo and editorial content, and there were dozens 
of less well-known competitors. Fierce legal and public- 
relations battles were fought in the 1980s and 1990s over 
the display and sale of these magazines, forerunners of 
today’s battles over sexual content on the Internet. The 
development of the high-quality, mass-produced videos 
available on VHS and later DVD caused the magazine 


market to go into a long decline. Penthouse declared bank- 
ruptcy in 2003; by 2010, Playboy’s circulation had declined 
to 1.6 million, and in 2014 it became available only online. 

Magazines catering to specialized tastes remain on 
the market. They include material designed for gay men, 
leather fetishists, swingers, and people interested in inter- 
racial sex. 


Live Entertainment 

Shows providing live, sexualized entertainment are yet 
another part of the sex industry. Burlesque, which featured 
women seductively undressing on a stage in a theater, has 
been transformed into strip clubs. These provide semi-nude 
(pasties and a g-string) or nude dancing in a lounge set- 
ting; often dancers circulate among the patrons when not 
onstage. These clubs range in style from converted neigh- 
borhood bars to upscale gentlemen’s clubs. Participant- 
observation research, supplemented by interviews, indicates 
that many of the customers are regulars; they come, not for 
sexual release, but for the opportunity to interact with attrac- 
tive young women, and the pleasure of a sexualized interac- 
tion without the need to “perform” sexually (Frank, 2005). 

One sociologist collected 14 months of observations 
in the Lion’s Den, a club in a New England town (Price- 
Glynn, 2010). Men, in the roles of manager, bartenders, 
deejays, and bouncers, ran the club and managed the 
women-—the waitresses and strippers. The club employed 
as many as 51 strippers, mostly White, mostly with a high 
school education. The strippers worked 7-hour shifts, 
dividing their time between stage performances lasting 15 
to 30 minutes and circulating to solicit private or table 
dances. A number of the dancers were single mothers; 
working at night allowed them to spend the days with 
their children (Price-Glynn, 2010). 

The blog lettersfromstripclubs contains posts by men 
who visit the clubs. One poster, engaged to a “knockout,” 
goes to the club to indulge his fetish for large fake breasts; 
he frequents clubs where the women allow him to fon- 
dle them. A gay man goes with male friends to celebrate 
events in their lives, and to people watch. A third man 
considers it therapy; where else can you talk completely 
openly to someone who won’t judge you? 

Male strippers catering to a female audience are less 
common but perform periodically in many communities. 
In the commercial sex districts of large cities, there are 
also live sex shows featuring couples or groups engaging 
in sexual acts onstage. These shows are “second cous- 
ins” to the elaborately staged reviews in major casinos 
and hotels that often feature nudity and simulated sexual 
activity in a lavish setting. 


Child Pornography 
Child pornography refers to any 


visual depiction—photo, film, video— Child pornography: Pictures or vid- 


of sexually explicit conduct involv- 
ing a person under 18 years of age; 


eos of sexual acts involving children 
under the age of 18. 
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ave Cummings bounces out of bed. He’s working 
today, so he goes through his routine; he showers, 


shaves extremely close to get a smooth face, trims 
his fingernails and his pubic hair, applies lotion to his groin, 
and finishes with hand lotion. He dresses casually and 
drives to a large, expensive home in Beverly Hills, rented for 
the shoot. When he arrives, he greets the other performers, 
mostly young women and men in their twenties and thirties. 
In this group, Dave is the odd man out. He is 67 years old, 
balding, and looks like your doctor, not the typical male 
performer in an X-rated video. He represents the “graying 
of porn.” It is that appearance that gets him work. Dave 
provides the realism in the video; he is believable as a doc- 
tor, lawyer, judge, or schoolteacher, in roles where a 
hard-bodied, bronzed guy in his twenties is not credible. It is 
Dave’s appearance that got him into the industry; that and 
one other characteristic: his sexual stamina. In his own 
words, he can “get it up, keep it up, not come before [I am] 
told to, and can climax on cue” (Kikuras, 2004). 

Dave points to one of the most important qualifica- 
tions for a male actor in the world of X-rated videos: the 
ability to perform sexually. Many videos are budgeted to 
be shot in three days. The script calls for six to nine epi- 
sodes of sex, each requiring one or more erect penises; 
the majority are to end with visible ejaculation. In other 
words, these videos place a premium on male sexual 
performance, perhaps not surprising in a performance- 
oriented culture. It costs money and frustrates everyone 
involved if a male actor has a long refractory period (see 
the chapter “Sexual Arousal”). To make it in the industry, 
a man has to demonstrate that he is up to the demands. 
Dave is lucky; he has good genes and stamina. In years 
past, a man without Dave’s talents would not last in this 
line of work. But a pharmaceutical breakthrough—Viagra— 
has changed all that. Many male porn actors routinely use 
Viagra, which enables them to get it up and keep it up. 
(Some actors inject the drug directly into the penis; the 


it may include images of nude genitalia, or even clothed geni- 
tals if the images are “lascivious.” It is viewed by many as the 
most reprehensible part of the porn industry because it pro- 
duces an obvious victim, the child model. Children, by vir- 
tue of their developmental level, cannot truly give informed 
consent to participation in such activities, and the potential 
for doing psychological and physical damage to them is 


Behind the Scenes: Making X-Rated Videos 


resulting needle marks really turn off some of the female 
performers.) As a result, hundreds of men are competing 
for the available jobs. 

One consequence of this competition is pressure to 
perform acts and take risks that the actor might prefer to 
avoid. Even in this era of widespread knowledge of HIV 
infection and AIDS, condom use is rare in the porn indus- 
try; some viewers don’t like to see them, some directors and 
producers don’t allow them, and some actors and actresses 
don’t like the resulting hassle or change in sensation. The 
risk became very real in May 2004 when it was announced 
that five performers had positive HIV tests. Another con- 
sequence of the competition is low pay. Men may be paid 
as little as $500 for a video. The industry is built primar- 
ily around women. It is the women who achieve a kind of 
stardom, whose names appear in the publicity and on the 
video boxes, and whose bodies are featured in the videos. 
Relatively new performers may be paid $350 to $1,000 for 
a film featuring conventional sex. Engaging in unconven- 
tional or rough sex brings a higher fee. Needless to say, no 
royalties are paid to the performers. Budgets are low, and 
there is constant pressure to keep costs at a minimum. 

The X-rated video industry in the United States reflects 
our society. Demand for the videos is created by an 
abstinence-only approach to sexuality education and taboos 
on portrayals of sexual activities and relationships in other 
media. The production of them reflects the development 
of video and Internet technology, enabling both the pro- 
ducer to produce and the purchaser to buy them cheaply. 
The emphasis on sexual performance reflects the larger cul- 
ture, and it is often chemically enhanced as are many other 
performances in the contemporary world. The distribution 
and sale of the videos reflects the commercialization of sex, 
turning access to sexual images and sexual gratification into 
a commodity to be sold for cash or credit. 


great. Every state has enacted laws making it illegal to pro- 
duce, distribute, or possess such material. From an ethical 
perspective, ability to consent is a major concern. Although 
(almost) everyone agrees that children under 12 cannot con- 
sent to such activities, some argue that 16- and 17-year-olds 
are capable of informed consent; in fact, in some states 
16-year-olds can legally consent to sexual intercourse. 
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“Nicole”: A Victim of Child Pornography 


icole’s parents divorced when she was young. 
She lived with her mother and stepfather, and 

visited her father every other weekend. When she 
was 9, he began showing her child pornography. He told 
her it was “normal” for fathers and daughters to play 
games like those in the pictures. Later he forced her to 
perform oral sex, and raped her. When she was 12, she 
told him to stop, but the abuse continued for another year. 

Nicole’s father had a camera tripod in his bedroom. 
She asked him if he had shown the pictures to anyone and 
he said no. Several years later she was using a computer 
her father gave her. She found a file with a suspicious name 
that she couldn’t open. She showed it to her mother, and 
they took it to the police. A search detected five deleted 
pornographic video files, two of them of Nicole and her 
father. He was charged with producing the videos, and he 
fled the United States to avoid prosecution. 

Some months later, Nicole went on TV to ask viewers 
for any tips that might help locate her father. A police offi- 
cer who worked child pornography cases saw the program 
and recognized Nicole as the child in videos that he had 


One offense is producing material involving chil- 
dren (under 18), obtaining still photos or videos of chil- 
dren nude or in sexually provocative poses or engaging 
in sexual activity. These may or may not involve sexual 
penetration. Some producers are motivated by pathology, 
but others may be motivated by profit (Quayle, 2008). 
Another offense is selling or exchanging these images, 
including downloading them from the Internet. Again, 
some offenders may be acting out of compulsion, but oth- 
ers may not. A third offense is possession, often of hun- 
dreds or thousands of images. The United States is among 
a minority of countries that criminalizes all three. Some 
of these offenders are referred to as pedophiles, but that 
term should be reserved for people who engage in sexual 
contact with children. Of course, pedophilic activity may 
be involved in the creation of these materials (see First 
Person: “Nicole”); note that these activities may involve 
children who are sleeping or otherwise unaware of what is 
happening to them. 

There are commercial websites that distribute sexual 
images of what appear to be individuals under 18. These 
sites include words like “nymphet” and variations of “lolita” 
in their names, and display terms like “little girls/boys.” 


seen. An investigation followed, and ultimately detectives 
learned that photographs of Nicole have been downloaded 
to thousands of computers around the world via file- 
sharing and are widely circulated on the Internet. There 
are also video clips online that Nicole’s father filmed and 
uploaded. Nicole says the realization that the images had 
been seen by people all over the world was devastating. 

Nicole’s experience is, unfortunately, not uncommon. 
The child pornography featuring her was produced by 
her father; other cases involve uncles and family friends. 
Nicole is a victim of child sexual abuse. There is no evi- 
dence her father had sexual contact with other children. 
The anonymity and worldwide availability of the Internet 
allows images, once uploaded, to be viewed all over the 
world for years to come, deepening the shame and distress 
that victims experience. 


Source: Details from Bazelon, Emily, “Money is no cure.” The New 
York Times Magazine, January 27, 2013, 22-29. 


In May 2015, there was a “Lovely Nymphet Network” on 
tumbler.com with a variety of photos of young women of 
ambiguous age. It is difficult to regulate such sites because 
it may be impossible to prove that the subject of a photo 
or video is under 18. 

The most explicit child pornography is thought to be 
distributed on the Internet via “peer-to-peer” (p2p) net- 
works. These networks involve individuals who produce 
and/or distribute all sorts of materials surreptitiously; 
they often develop elaborate online distribution systems 
that are difficult to identify or trace. Most publicized 
cases of law enforcement arrests involve participants in 
such networks. In August 2012, as a result of an investi- 
gation code-named Holitna, authorities arrested 43 men 
across seven countries and charged them with sexually 
abusing children and producing and distributing the 
resulting images. 

Researchers have studied law enforcement arrests for 
child pornography (CP) in the United States (Wolak et 
al., 2011a, b). In one year, 22 percent of the arrests were 
for production of CP; the rest were for distribution or 
possession. Distribution of sexual images of the self (sex- 
ting) accounted for 27 percent of the cases, and most of 
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those were by teenagers. Of the arrests for possession, 80 
percent involved images of penetration and 20 percent 
involved violence—and this is with children. The major- 
ity of cases involved a perpetrator who was close to the 
victim, such as a family member, neighbor, or babysitter. 

There is a continuing debate about the link between 
CP offenses and child molesting/pedophilic behavior. 
Clearly, some instances of production involve sexual activ- 
ity with a child. A study of offenders found that about 
17 percent of those arrested had molested the child 
(Wolak et al., 2011a). Of course, many people involved 
in CP never get arrested. Seto (2004) assessed 685 men 
referred to a mental health clinic for various reasons 
including CP. About 43 percent of those involved in CP 
had a history of offenses against children. On the other 
hand, studies of sex offenders find that they are no more 
likely than male nonoffenders to have been exposed to 
child pornography (Malamuth & Huppin, 2007). 

Some major, well-known films could easily be classi- 
fied as child porn. Taxi Driver featured Jodie Foster as a 
12-year-old prostitute. And Pretty Baby launched the career 
of Brooke Shields, playing the role of a 12-year-old brothel 
prostitute in New Orleans. Shields herself was 12 years old 
when the film was made. The Girl Next Door features abuse 
and molestation of a 13-year-old by family and friends. 


Advertising 

As part of our discussion of pornography, we should 
consider another mating of sex and money that all of us 
encounter every day—sex in advertising (Figure 6). Both 
subtle and obvious sexual promises are used to sell a wide 
variety of products. A muscular young man wearing low- 
slung jeans and no shirt sells Calvin Kleins. Abercrombie 
& Fitch catalogs feature photos of nude young people in 
bed or in pools. Perfumes promise that they will make 
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Figure 6 Sex in advertising. Many advertisers, 
including Calvin Klein, use sexual images to sell 
products. Do you consider this image “lascivious”? 
Some people do. 


John Violet/Alamy Stock Photo 


women instantly sexually attractive. One brand of coffee 
seems to guarantee a warm, romantic, sensuous evening 
for the couple who drink it. 

The saying is that “sex sells.” That’s precisely why 
advertisers add sexual content. What do the data say? 
A meta-analysis looked at studies using experimental 
designs that examined responses of viewers to sexual con- 
tent in ads, compared with a control group (Lull & Bush- 
man, 2015; see also Wirtz et al., 2018). Sexual ads did not 
increase memory for the brand being advertised, nor did 
they increase intentions to buy the product, which is the 
whole point of the ad. The researchers coded the intensity 
of the sexual content in the ads on a scale from | (sugges- 
tive) to 4 (genitals visible). Buying intentions decreased as 
intensity of the sexual content increased. The authors the- 
orized that when cues in an ad are emotionally arousing, 
individuals’ attention is focused on those cues (the sexual 
content), and other content (e.g., the brand, the product) 
is forced to the periphery of attention, and therefore is not 
remembered. So much for sex selling. 


The Producers 

In the 1980s and 1990s, the largest component of the 
porn industry was the production and distribution of 
X-rated videos. Some of the major production companies 
were (are) Adam and Eve, Hustler, Playboy, Vivid, and 
Wicked. These companies often used a traditional busi- 
ness structure (CEOs, vice-presidents, producers, etc.), 
and each produced dozens of videos per year. The heads 
of these firms were generally entrepreneurs interested in 
making money who saw the X-rated film industry as a 
business opportunity. Most of these companies had per- 
manent studios resembling those of major filmmakers, 
which require a substantial investment, and numerous 
employees to manage. 

The development of handheld cameras and portable 
equipment allowed movement away from studio-based pro- 
duction. As noted in First Person: Behind the Scenes, Dave 
Cummings drives to a large home in Beverly Hills, rented 
for just three or four days for the filming. Thus, today vid- 
eos can be made by a small crew that can travel anywhere, 
allowing much easier access to the production side. 

As noted earlier, the Internet has displaced the produc- 
tion and marketing of DVDs with online access to X-rated 
films, and especially short clips taken from them. Like 
YouTube, the tube sites accept uploads from almost any- 
one. Many of the clips on tube sites have the logo of the 
production company prominently displayed, and they may 
include links so the viewer can purchase the full version. 


The Performers 

Many of the performers in hard- and soft-core materials are 
probably like some of your friends and coworkers. In the 
discussion of commercial sex, we noted that more than 
1 million students may be employed in the industry in the 
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United States, including appearing in videos and stills, per- 
forming on sex cam sites, and stripping and working other 
jobs (servers) in strip clubs. Women who worked in the 
Lion’s Den in upstate New York were young single mothers. 
We noted that many Internet videos are made by amateurs, 
ordinary singles and couples who perhaps have some exhi- 
bitionist tendencies, like extra money, or just like to imagine 
other people finding them sexually attractive. The many 
niche markets for web porn—for videos featuring Black, 
Asian, or Hispanic women, gays, lesbians, trans people, 
pregnant women—create a demand for all kinds of people 
to perform. The videos can be easily uploaded to a tube site. 

There are a wide variety of beliefs (stereotypes, myths) 
about actresses in X-rated films. Researchers recruited 177 
female performers in adult films through the Adult Indus- 
try Medical Healthcare Foundation. Each completed a 
survey. Researchers then recruited a comparison sample 
of women, matched on age, marital status, and ethnic- 
ity, in university and community (e.g., airports) settings. 
Actresses were more likely to identify as bisexual, report 
an earlier age of first intercourse (15.1 versus 17.3), more 
sexual partners in the past year, and greater enjoyment of 
sex. Actresses were not more likely to report sexual abuse 
in childhood (Griffith et al., 2013a). In a related study, col- 
lege students were asked to estimate various characteristics 
of male and female pornography actors. Their estimates 
were compared with data from surveys of male and female 
performers. Students underestimated the sexual experience 
and enjoyment of sex reported by actors, and overestimated 
their earnings by 300 percent! (Griffith et al., 2013b). 


The Consumers 
Who is consuming/buying/using all of these sexually explicit 
materials? It has long been taken as fact that pornography 
is used primarily by males. The General Social Survey has 
asked a question about viewing an X-rated movie of rep- 
resentative samples of U.S. adults almost every year since 
1973. From 1987 to 2010, the percentage of men report- 
ing that they have has fluctuated between 30 percent and 
40 percent (Wright, 2013). Men who are younger are more 
likely to report viewing. Note that the question does not 
specify a venue; the viewing could have occurred in a private 
party, or on the Internet or a cell phone. The most common 
venue has probably changed over the years, but viewership 
is quite stable. Men make up more than two-thirds of those 
who report viewing (Smith & Son, 2013). The percent of 
women is around 10 to 15 percent (Wright et al., 2013). 
Among U.S. adults, across all porn modalities (videos, 
pictures, written material), 92 percent of men and 60 percent 
of women report having consumed pornography in the past 
month (Solano et al., 2020). However, the mode varies sub- 
stantially between women and men. Women are more likely 
to read erotic novels and men are more likely to watch videos. 
Female interest in erotica was recognized 30 years ago 
by Candida Royale, then a film star, who became a pro- 
ducer and director; her company, Femme Productions, has 
made more than 20 films directed toward women. A grow- 
ing number of men and women are attempting to market 
to women, producing what is called female-empowered 
adult entertainment, including films, cable TV programs, 
sex toy stores, and websites (see Figure 7). 


Figure 7 Notall porn directors are men. Jacky St. James is highly successful as both 
a writer and director and has won numerous awards for her videos from adult video 
organizations. 


Albert L. Ortega/Getty Images 
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Differential susceptibility to media 
effects model: A theoretical model 
from communications theory that 


specifies who chooses to view cer- 
tain media (e.g., pornography), how 
the viewing has its effects, and who is 
especially susceptible to the effects. 


Table 1. Do You Use Porn? A Survey by the Kinsey Institute (n = 10,453) 


Sex 
Male 80% 
Female 17% 

Age 
18 to 20 11% 
21 to 30 31% 
31 to 40 29% 
41 to 50 15% 
51 to 60 7% 
61 to 70 2% 
71 or older 1% 

Viewed sexual images in the past month? 
Never have viewed them 3% 
Not once, but | have in the past 20% 
One or two times 16% 
Once a week 10% 
A few times a week 27% 
Once a day 9% 
Several times a day 10% 


How much time per week in the past month? 


| did not use porn in the past 


month 11% 
Less than 1 hour 18% 
1 to 5 hours 37% 
6 to 15 hours 16% 
16 to 25 hours 6% 
26 to 50 hours 3% 
More than 50 hours 3% 


Why do you use porn? (Top 5 answers) 
To masturbate / for physical 


release 72% 
To sexually arouse myself and/or 

others 69% 
Out of curiosity 54% 
To fantasize about things | would 

not necessarily want in real life 43% 
To distract myself 38% 


Source: An online survey conducted in association with Public Broadcasting System. Results at http://www.pbs.org/wgbh/pages/frontline/shows/porn/etc 


/surveyres.html. 


A study of heterosexual couples collected data from 
each partner (Poulsen et al., 2013). Questions included, 
“During the last 12 months, on how many days did you 
view or read pornography (i.e., movies, magazines, Inter- 
net sites, adult romantic novels)?” Notice that this is a 
very broad question and includes romance novels. Ninety- 
four percent of the women reported using these materials 
once a month or less, compared to only 31 percent of the 
men. Ten percent of the men reported using three or more 
days per week. Obviously most couples were not using the 
materials together. 

Table 1 presents results from an online survey that 
assessed the number of times and number of hours per 
month that users view sexual materials, as well as their 
reasons for using porn. 


The Effects of Exposure 
The question of the effects of pornography on the viewer 
is a contentious one among both laypeople and scientists. 
One side argues that pornography is not harmful, it’s just 
good clean fun; the other side argues that pornography, 
and especially violent pornography, can have negative 
and even dangerous effects on the 
viewer and may lead to negative 
attitudes toward women, attitudes 
condoning rape, or aggressive 
behavior. What do the data say? 
We need a theoretical model to 
help us think about these issues. 
There are several relevant models. 


One is sexual script theory, discussed in the chapter “The- 
oretical Perspectives on Sexuality.” Scripts define appro- 
priate sexual interactions by identifying the right actors, 
behaviors, and contexts for sexual activity (Wright, 2013). 
Pornography provides viewers with a sexual script: what 
sexual behaviors should be performed, what a female part- 
ner should look like, how long an erection should last. 

Another theoretical perspective is the differential 
susceptibility to media effects model, shown in Figure 8 
(Valkenburg & Peter, 2013). We apply it specifically to 
pornography here, so the label “Media Use” means “Por- 
nography Use” in our discussion. Let’s start at the left of 
the diagram. 

The left box shows three factors that contribute to 
whether a person views pornography—not everyone does. 
Several factors predict who chooses to view: individual 
predispositions, developmental factors (age), and social 
factors (e.g., do peers watch together in a group?). These 
factors all contribute to media (porn) use, which is shown 
in the next box. 

The next box to the right shows that viewing porn 
has multiple effects on the viewer at the time of viewing. 
Some effects are cognitive (e.g., thoughts such as “I’d 
really like to perform like him”); other effects are emo- 
tional, such as making the person feel happy or perhaps 
sad or angry. Other effects can be to activate physiologi- 
cal arousal, whether it’s sexual arousal or a more general 
sense of excitement. These responses lead to the effects 
that the media viewing has on the person. These might 
be changes in the viewer’s attitudes about sex or relation- 
ships or changes in the person’s sexual behavior. 
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Proposition 1 


Proposition 2 


Dispositional refine ' Response states: | 
‘ole 1 (predictors) ——___ : a | —____ 
Developmental] ——————————> Media use coamiive | Media effects 
emotional, | . 
Social Proposition 3: CATES | ' 
Role 2 (moderators) ! 


Proposition 1: Media effects depend on three types of differential susceptibility variables. 
Proposition 2: Three media response states mediate the relationship between media use and effects. 
Proposition 3: The differential susceptibility variables have two roles: they act as predictors and moderators. 


Proposition 4: Media effects are transactional. 


Figure 8 The four propositions of the differential susceptibility to 
media effects model (Valkenburg & Peter, 2013). 


The model is called differential susceptibility to media 
effects for the following reason. Notice that the second 
arrow, at the bottom, goes from the box at the left and 
intersects with the arrow from media use to responses. 
That is the differential susceptibility part. It means that 
different people show different responses to viewing por- 
nography. Certain people are more susceptible and others 
are less susceptible to any negative effects of pornogra- 
phy. You may have heard this idea before in discussions of 
the effects of violence in the media. Many people watch 
violence in the media, yet only some of them go on to 
commit violent crimes. Those are the people who were 
susceptible, or vulnerable, to the negative effects of violent 
media. The same principle applies to sexual media; some 
people are more susceptible to its effects than others. 

What do the data say about all the links in the model? 
Let’s proceed, again starting at the left. 

Who views pornography? As noted in the section on The 
Consumers, men are more likely than women to be view- 
ers. Some people view as a couple, demonstrating social 
influences on viewing. Others do so in a context such as 
a fraternity party, another example of social influence. As 
Table 1 shows, viewing is heaviest among people in their 
twenties and thirties, a developmental pattern. That sur- 
vey, however, did not include adolescents under age 18, 
so we don’t know about them. In terms of individual pre- 
dispositions, a history of many sexual partners predicts 
porn use; liberal sexual attitudes and antisocial personality 
characteristics also predict use (Kingston et al., 2009). 

What effects does porn use have on immediate responses: 
cognitive, emotional, and physiological arousal? There are 
gender differences in self-reports 
of arousal response 


What effects does to sexually explicit 
viewing erotica/ 


materials. Men report 
higher levels of arousal 
to such portrayals than 
do women (Kingston 
et al., 2009; Malamuth, 1998; Murnen & Stockton, 1997). 
The differences are larger in response to pornography 
than to erotica, and the difference is much larger among 


pornography have on 
people? 


college students than among older people. This gender 
difference is often attributed to the fact that most erotica 
and pornography are male-oriented. The focus is almost 
exclusively on sexual behavior, with little concern for rela- 
tionships, and the man typically ejaculates on some part 
of the woman’s body (the “cum shot”) rather than inside 
her. Researchers examined the cognitive effects of expo- 
sure to child porn using a method similar to the Implicit 
Association Test described in the chapter “Sex Research” 
(Paul & Linz, 2008). College students were exposed to 
“barely legal” erotic images of people over 18 but who 
looked (much) younger. Would exposure create an asso- 
ciation relating those images to sex and eroticism? Men 
and women exposed to “barely legal” images exhibited 
faster recognition of the words erotic and beautiful than 
men and women exposed to similar images of models who 
were clearly over 21 years of age. Therefore, exposure to 
porn with apparently underage actors did in fact create a 
cognitive link to eroticism. 

What effects does porn have on viewers (long term)? 
Researchers have looked primarily at effects on attitudes and 
on sexual behavior. Of particular concern is violent porn. 
Research shows that, among heterosexual scenes on Porn- 
hub, 45 percent include one or more acts of physical aggres- 
sion; spanking, gagging, slapping, hair pulling, and choking 
are the most frequent forms, and women are the targets of 
the aggression 97 percent of the time (Fritz et al., 2020). 

Using data from national surveys, researchers found that 
viewing X-rated films is associated with more permissive 
attitudes toward teen sex, premarital sex, and extramarital 
sex and attitudes supporting violence against women (Hald 
et al., 2010; Hedrick, 2021; Wright, 2013; Wright et al., 
2013). These results are correlational, though, and don't 
prove causality; perhaps people with permissive attitudes 
are more likely to watch X-rated films. To address this issue, 
several longitudinal studies have been conducted. They 
measure porn viewing and attitudes at Time 1, and then 
retest the same people a year or two later. These longitu- 
dinal studies consistently show that porn viewing at Time 
1 significantly predicts viewers’ attitudes at Time 2, but 
attitudes at Time | do not predict porn viewing at Time 2 
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Figure 9 Controversies over pornography. (a) Feminist Gloria Steinem protests pornography. (b) Protests 
over the British firm Tesco releasing a tablet for children, with no filters to protect children from accidentally 


viewing pornography. 


(a) Barbara Alper/Getty Images; (b) Guy Bell/Alamy Stock Photo 


(Wright, 2021). These studies provide more convincing evi- 
dence that porn viewing actually influences attitudes. 

Other studies looked at the correlation between por- 
nography consumption and sexually aggressive behavior. 
A meta-analysis of studies of this type found a significant 
positive correlation (Wright et al., 2016); that is, consump- 
tion of pornography was associated with an increased 
likelihood of committing sexual aggression. 

Of special concern is whether consumption of por- 
nography is related to high-risk sexual behavior. A survey 
of men visiting a men-seeking-men website measured the 
frequency with which men had viewed sexually explicit 
online videos in the past 3 months, how often the vid- 
eos portrayed unprotected anal intercourse (UAI, a high- 
risk sexual behavior), and how often they had engaged in 
that behavior in the past 3 months (Nelson et al., 2014). 
There was a highly significant relationship between view- 
ing videos portraying UAI and engaging in that behavior. 
There is also strong evidence that viewing pornography 
is associated with a greater number of sexual partners 
(Harkness et al., 2015). Having multiple partners is a 
high-risk behavior. 


The effects of pornography exposure on aggressive 
behavior have been studied in experimental research in 
which the experimental group is exposed to porn and the 
control group is exposed to a neutral video, and a behav- 
ioral measure is taken afterward. Perhaps a woman (a 
confederate of the experimenter’s) accidentally bumps 
into them in the hallway afterward; does the research par- 
ticipant react aggressively or not? Or perhaps the research 
participant has the opportunity to administer an electric 
shock to someone. Do they do it, and what intensity of 
shock do they use? A meta-analysis found that porn expo- 
sure does increase aggressive behavior (Allen et al., 1995). 

Another meta-analysis examined the correlation between 
porn use and satisfaction with one’s sexual relationship 
(Wright et al., 2017). The results indicated that porn use 
was negatively correlated with relationship satisfaction and 
with sexual satisfaction. The more often people used porn, 
the less satisfied they were with their sexual relationship. 

Are some people differentially susceptible to the effects of 
porn? Several studies have found evidence of these effects. 
For example, although most people react negatively to 
rape and child porn, men who report, before they view 
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pornography, that they would commit rape under some 
circumstances, are aroused by portrayals of rape (Davis 
& Bauseman, 1993). A major review concluded that por- 
nography is a risk factor for engaging in sexual aggression, 
specifically for men who are high on susceptibility factors 
and who use porn frequently (Kingston et al., 2009). The 
main individual predispositions are antisocial personality 
characteristics and the personality trait of hostile mascu- 
linity, which involves a generally hostile attitude toward 
life and specifically toward women, combined with feeling 
satisfaction from dominating women. 

It is worth noting that this phenomenon of differential 
susceptibility helps to explain why some studies find neg- 
ative effects of porn use and others don’t. It may depend 
on the proportion of highly susceptible individuals in the 
sample. The inconsistent findings continue to fuel debates 
about whether porn has negative effects when, in fact, it 
has negative effects on some people (the highly suscepti- 
ble ones) and not others. 


Objections to Pornography 

As stated in the introduction to this section, some groups 
want to ban most or all “pornography” (though they may 
disagree about exactly what it is). Political conservatives, 
religious fundamentalists, and some feminists are very 
critical of it. Why would feminists (e.g., Griffin, 1981; 
Lederer, 1980; Morgan, 1978), who prize sexual libera- 
tion, be opposed to pornography? There are three basic 
reasons some feminists and many others object to pornog- 
raphy. First, they argue that pornography debases women. 
In the milder, soft-core versions it portrays women as 
sex objects whose breasts, legs, and genitalia can be pur- 
chased and then ogled. In the hard-core versions women 
may be shown being held down, penetrated by several 
men simultaneously, or urinated upon. 

Does mainstream pornography objectify women? 
Content analyses do show that women are objectified 
in porn in multiple ways (McKee, 2005). Research also 
shows that porn viewing is correlated with attitudes that 
objectify women, measured with items such as "When I 
see an attractive woman, I imagine how she looks naked" 
(Willis et al., 2022). One can also argue that porn objec- 
tifies men. Most men depicted in porn videos have large 
penises, are continuously aroused, have well-muscled bod- 
ies, and will engage in any type of sex with any woman. 

A second reason for objections is that pornography 
associates sex with violence toward women. As such, it con- 
tributes to rape and other forms of violence against women 
and girls. One feminist writer put it bluntly: “pornography 
is the theory and rape is the practice” (Morgan, 1980, 
p. 139). We have just reviewed the empirical evidence 
on this point. There is evidence that exposure of men to 
aggressive pornography can increase aggression toward 
women, especially for men who are high on susceptibility. 
There are some men who are at high risk for whom expo- 
sure to aggressive porn does elicit aggressive behavior. 


A third reason for objections is that pornography 
shows—indeed, glamorizes—unequal power relationships 
between women and men. A common theme in pornogra- 
phy is boss-secretary, doctor-nurse, professor-student sex 
or men forcing women to have sex, so the power of men 
and the subordination of women are emphasized. Consis- 
tent with this point, feminists and others do not object to 
sexual materials that portray women and men in equal, 
humanized relationships—what we have termed erotica. 
Feminists also note the intimate relationship between 
pornography and traditional gender roles. Pornography is 
enmeshed as both cause and effect. That is, pornography 
in part results from traditional gender roles that make it 
socially acceptable for men to use porn and require hyper- 
sexuality and aggressiveness as part of the male role. In 
turn, pornography may serve to perpetuate traditional 
gender roles. By seeing or reading about dominant men 
and submissive, dehumanized women, each new genera- 
tion of adolescent boys is socialized to accept these roles. 

A growing concern is pornography addiction (Duffy 
et al., 2016). The data in Table 1 indicate that about 
10 percent of respondents to the survey “viewed sexual 
images” more than once a day in the preceding month, 
and that 12 percent spent 16 or more hours per week 
viewing them. Some commentators and some health pro- 
fessionals believe that exposure to these images at these 
levels is problematic, that very high levels of viewing 
reflect behavior that is compulsive and out of control. 
There is no question that excessive viewing can negatively 
affect one’s life-grades, productivity at work, interper- 
sonal relationships. Also, we reviewed data showing that 
exposure to pornographic material affects one’s sexual 
scripts and behavior and can lead to poorer quality sex- 
ual relationships; these effects are more likely the more 
time one spends consuming these materials. The issue of 
sexually compulsive behavior is discussed in detail in the 
chapter “Variations in Sexual Behavior.” 

These are disturbing issues. What is the solution? 
Should pornography be censored or made illegal? Or would 
this only make it forbidden and therefore more attractive, 
and still available on the unregulatable Internet? Or should 
all forms of pornography be legal and readily available, and 
should we rely on other methods—such as education of par- 
ents and students through the school system—to abolish its 
use? Or should we adopt some in-between strategy, making 
some forms of pornography—say child pornography and 
violent porn—illegal, but allowing free access to erotica? 

My opinion is that legal restrictions—known less 
politely as censorship—are probably not the solution. We 
agree with the view put forth by a group of researchers 
that a better solution is education (Donnerstein et al., 
1987; Linz et al., 1987). In their experiments, they have 
debriefed male participants at the conclusion of the pro- 
cedures. They convey to the participants that media depic- 
tions are unreal and that the portrayal of women enjoying 
forced sex is fictitious. They dispel common rape myths, 
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especially any that were shown in the film used in the 
experiment. Participants who have been debriefed in this 
way show less acceptance of rape myths and more sensi- 
tivity to rape victims than participants shown a neutral 
film (Donnerstein et al., 1987). 

Subsequently, some researchers introduced prebriefing 
of participants in research involving exposure to sexu- 
ally explicit materials. The typical briefing—pre or post— 
consists of a short audiotape or a printed handout point- 
ing out that the material is fictional. It reminds partici- 
pants that women do not enjoy forced sex and that rape 
is a serious crime. Researchers identified 10 studies that 
included prebriefing or debriefing, and measures of the 
effects of exposure to the material. All 10 found that there 
were no negative effects of exposure accompanied by an 
educational briefing. In six of the studies, participants 


were less accepting of rape myths at the conclusion of 
the study than at the beginning (Allen et al., 1996). This 
research provides solid evidence that education can elimi- 
nate at least some negative effects of pornography. 

More generally, the research points to the need for 
education for porn literacy (Dawson et al., 2020). Pro- 
grams that involve exposing adolescents in a controlled 
environment to pornographic material, and then working 
with them to analyze it, to consider its realism, objectifi- 
cation, gender role portrayals, etc., could go a long way 
toward reducing the negative effects of sexually explicit 
media. These programs could be implemented by individ- 
ual families, places of worship, boys and girls clubs, and 
schools. As in so many other areas of sexuality and sexual 
health, for both individuals and society, the best answer is 
evidence-based education. 


Identifying the difference between everyday beliefs 
and scientific evidence 


Each of us has a set of beliefs about our behavior, the behavior of others, and what influences those behaviors. These 
everyday beliefs are sometimes referred to as common sense. Often, there is a good deal of research that is relevant to 
these beliefs. One of the functions of this book is to present the research relevant to our sexual beliefs and behavior. 
This chapter summarizes the research that has been conducted on the effects of exposure to pornography or 
sexually explicit material. Some of this research is correlational, some is longitudinal, and some is experimental; 
the longitudinal and experimental studies are the basis for making causal claims about the effects of viewing these 


materials. Let’s review the evidence: 


Exposure to pornography is linked to attitudes supporting violence against women. 


Exposure to porn is linked to high-risk sexual behavior. 


Exposure to violent porn increases men’s aggressive behavior. 


Exposure to porn is linked to reduced satisfaction with one’s sexual relationship. 


Now, how much sexually explicit material have you been exposed to in the past month? In films, on TV, online? 
In video games? What was the content? How much was consensual, how much involved violence directed toward 
women? Toward men? If you are a typical college student, chances are you have been exposed to porn weekly or 


more often, perhaps of several types. 


Now, apply the scientific evidence summarized above to your exposure. Does porn arouse you? Do you think 
about sex more often and engage in more sex after you watch porn (not just in the hours after but for 2 or 3 
days)? Are you more tolerant of violence against women than you used to be? Chances are you will admit to being 
aroused, and maybe to thinking more about sex. But you’re not sure it affects your behavior, and you are sure you 


don’t tolerate violence against women, right? 


We like to think we are different, that things that influence others don’t influence us. Time for some critical 
thinking. If these studies have been done on large samples of students, and they have, and you are a student, why 
would you not be affected? Porn users, especially those who watch 11 hours per week or more (whom the experts 
consider compulsive viewers), tell us that it doesn’t affect them. 

The everyday belief that “I am not affected by porn viewing” is in direct contradiction to research evidence. 
Clearly, the effect varies depending upon what content you watch and how much of it. But regular viewers are 
affected, especially those who are highly susceptible. Critical thinking involves following the scientific evidence, 


not just everyday beliefs. 
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SUMMARY 


Commercial sex is a major industry in the United States 
and around the world. Two prominent aspects of it are 
prostitution and pornography. 


Prostitution 

Commercial sex workers engage in sexual activity in return 
for payment, such as money, gifts, or drugs. There are sev- 
eral venues in which they work in the United States, includ- 
ing their own homes, as escorts, in massage parlors, on the 
streets, and through the Internet as camgirls. The working 
conditions, risks, and income of a sex worker depend on 
the setting. Others who may be involved include a pimp, 
madam, or manager; the involvement of these people gen- 
erally limits a worker’s autonomy. Sex trafficking involves 
exploitation and is a serious problem. 

Research suggests that a sex worker’s well-being 
depends on the risk level of the setting in which she works, 
the reasons she entered sex work, whether she experienced 
victimization as a child or adolescent, and the stigma asso- 
ciated with prostitution. 

Data indicate that the use of prostitutes has declined 
substantially in the United States in the past 50 years. 
Men’s use of female sex workers is heavily linked to their 
own sense of masculinity. 

Some male sex workers serve a female clientele. They 
may work as escorts, employees of massage parlors, or gig- 
olos. Hustlers cater to a male clientele. 


Pornography 

Distinctions are made among pornography (sexually 
arousing art, literature, or film), obscenity (material that 
is offensive to authorities or society), and erotica (sexual 
material that shows men and women in equal, humane 
relationships). Internet porn has mushroomed in the 
past 25 years; people can discuss explicit sexual activity 
online, view porn videos, or purchase a variety of ser- 
vices at websites. Pornographic videos and websites are a 
multi-billion-dollar business. Children are the star victims 
in child pornography. 

The differential susceptibility to media effects model 
is a framework for understanding the effects of pornog- 
raphy. Research shows that viewing porn is linked to (1) 
attitudes supporting violence against women; (2) sexually 
aggressive behavior; and (3) high-risk sexual behavior. 
Longitudinal and experimental research shows that expo- 
sure to porn increases sexually aggressive behavior. Con- 
sistent with the differential susceptibility model, research 
indicates that pornography is most likely to have an effect 
on sexual aggression if the viewer is a man who is high on 
susceptibility factors (antisocial personality, hostile mas- 
culine personality) and views porn frequently. Education 
about the effects of pornography is probably the best solu- 
tion to the problems created by pornography. 
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1. What counts as premature ejaculation? 
2. What can a woman do if she has trouble 
having orgasms? 


3. How does Viagra work? 


Read this chapter to find out. 
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| he only thing we have to fear is 
fear itself.* 


*Franklin Delano Roosevelt, First Inaugural Address, 
March 4, 1933. 


Sexual disorders—such as premature (early) ejaculation in 
men and an inability to have orgasms in women—cause a 
great deal of psychological distress to the individuals trou- 
bled by them and to their partners. Until the 1960s, the 
only available treatment was long-term psychoanalysis, 
which is costly and inaccessible for most people. Masters 
and Johnson ushered in a new era in understanding and 
treatment with the publication, in 1970, of Human Sexual 
Inadequacy. This book reported on the team’s research on 
sexual disorders, as well as on their rapid-treatment pro- 
gram of behavioral therapy. Since then, many additional 
developments have taken place in the field, including cog- 
nitive behavior therapy and medical (drug) treatments. 
Sex disorders and treatments for them are the topics of 
this chapter. 

A sexual disorder is a problem with sexual response 
that causes a person mental distress. The term sexual dys- 
function is also used. Examples are an inability to get an 
erection or an inability to orgasm. This definition seems 
fairly simple; however, in practice it can be difficult to 
determine exactly when something is a sexual disorder. In 
addition, there is a tendency to think in terms of only two 
categories, people with a sexual disorder and “normal” 
people. In fact, there is a continuum, much like the Kinsey 
scale for gradations in sexual orientation that we dis- 
cussed in the chapter “Sexual Orientation: Gay, Straight, 
or Bi?” Most of us have had, at one time or another, a sex 
problem that went away in a day or a few months without 
treatment. These cases represent the shades of gray that 
lie between absolutely great sexual functioning and long- 
term difficulties that require sex therapy. 

Sexual disorders can be further classified. A lifelong 
sexual disorder is one that has been present ever since 
the person became sexual; an acquired sexual disorder 
is a dysfunction that develops after a period of normal 
functioning. 

First we consider the kinds of sexual disorders, then 
review the causes of these disorders and the treatments 
for them. 


LL ____—_——————— Se 
Kinds of Sexual Disorders 
In this section, we discuss the four categories of sexual 


disorders: desire disorders, arousal disorders, orgasmic 
disorders, and sexual pain disorders. Notice that the first 


three categories correspond to components of the sexual 
response cycle, discussed in the chapter “Sexual Arousal.” 


Desire Disorders 
Desire disorders include hypoactive sexual desire and dis- 
crepancy of sexual desire. 


Hypoactive Sexual Desire 
Sexual desire, or libido, refers to an interest in sexual activ- 
ity, leading the individual to seek out sexual activity or 
to be pleasurably receptive to it. When sexual desire is 
very low, so that the individual is not interested in sexual 
activity, this is a disorder termed hypoactive sexual desire 
(HSD; the prefix hypo- means “low”) (Basson, 2004; 
Brotto, 2010). It is also sometimes termed inhibited sex- 
ual desire or low sexual desire. This disorder is found in 
both women and men. The defining characteristics are 
lack of interest in sex or sharply reduced interest, or a 
lack of responsive desire (Basson, 2007). Many people’s 
desire occurs before sexual activity begins and leads them 
to initiate sex, whereas in other cases they begin to feel 
desire as sexual activity starts; this latter pattern is called 
responsive desire. 

Surveys of the general population indicate that lack of 
interest in sex is common. Too little sexual desire is the 
most common sexual issue reported by women (Basson, 
2006). Roughly 10 percent of women up to age 49 have 
problems with lack of desire; rates then increase to about 
50 percent in women over 65 (Lewis et al., 2010). About 
half as many men as women experience desire problems, 
but men definitely can experience them (Lewis et al., 
2010; Meana & Steiner, 2014; Mitchell et al., 2013b). 

Like other sexual disorders, HSD poses complex prob- 
lems of definition. There are many circumstances when it 
is perfectly normal for a person’s desire to be inhibited. 
For example, one cannot be expected to be turned on by 
every potential partner. 

It is also often true that the problem is not the individ- 
ual’s absolute level of sexual desire 
but a discrepancy between the 


partners’ levels (Willoughby et al., 
2014). That is, if one partner wants 
sex considerably less frequently 
than the other does, there is a 
conflict. This problem is termed 
discrepancy of sexual desire. 

In the chapter “Variations in 
Sexual Behavior,” we introduced 
the American Psychiatric Associ- 
ation’s manual of disorders, called 
the Diagnostic and Statistical Man- 
ual or DSM. In 2022, the APA 
came out with a new edition of 
the DSM, DSM-5-TR. It is contro- 
versial, and not all experts agree 


Sexual disorder: A problem with 
sexual response that causes a person 
mental distress. 

Lifelong sexual disorder: A sexual 
disorder that has been present ever 
since the person became sexual. 
Acquired sexual disorder: A sexual 
disorder that develops after a period 
of normal functioning. 

Hypoactive sexual desire (HSD): 

A sexual disorder in which there is a 
lack of interest in sexual activity; also 
termed inhibited sexual desire or low 
sexual desire. 

Discrepancy of sexual desire: 

A sexual disorder in which the part- 
ners have considerably different 
levels of sexual desire. 
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with some of the decisions about diagnoses. I don’t com- 
pletely agree with some of them either. In this chapter, 
I provide DSM diagnosis terms but explain why some of 
them might be challenged. 

As a case in point, the DSM changed the hypoactive 
sexual desire diagnosis, so now there is male hypoactive 
sexual desire disorder, and female low sexual desire was 
merged with female arousal disorder (described below) 
into female sexual interest/arousal disorder. One could 
debate why hypoactive sexual desire has to be split into male 
and female versions—and what happens to trans individu- 
als?—and why desire (called interest in DSM-5-TR) would 
be merged with arousal for women (Balon & Clayton, 
2014; Basson, 2014). Those favoring the new category say 
it is appropriate because interest or desire problems so 
frequently co-occur with arousal problems in women. 


Arousal Disorders 
The arousal disorders include female sexual arousal disor- 
der and male erectile disorder (ED). 


Female Sexual Arousal Disorder 

Female sexual arousal disorder refers to a lack of response 
to sexual stimulation, including a lack of lubrication 
(Graham, 2010a). The disorder involves both a subjec- 
tive, psychological component and a 
physiological element 
(Basson, 2004). Some 
cases are defined by 
the woman’s own sub- 
jective sense that she does not feel 
aroused despite adequate stimula- 


What counts as 
premature ejaculation? 


Female sexual interest/arousal 
disorder: A diagnosis in DSM-5-TR 
that encompasses lack of interest in 
sexual activity and absent or reduced 
arousal during sexual interactions. 
The diagnosis is limited to women. 
Female sexual arousal disorder 
(FSAD): A sexual disorder in which 
there is a lack of response to sexual 
stimulation. 

Erectile (eh-REK-tile) disorder: The 
inability to have or maintain an 
erection. 

Lifelong erectile disorder: Cases of 
erectile disorder in which the man 
has never had an erection sufficient 
to have intercourse. 

Acquired erectile disorder: Cases 
of erectile disorder in which the man 
at one time was able to have satis- 
factory erections but can no longer 
do so. 

Premature (early) ejaculation: A 
sexual disorder in which the man 
ejaculates too soon and thinks he 
cannot control when he ejaculates. 
Also called rapid ejaculation. 


tion, and others are defined by dif- 
ficulties with vaginal lubrication. 

Difficulties with arousal and 
lubrication are common, reported 
by roughly 10 percent of women 
(Lewis et al., 2010; Mitchell et al., 
2013b). These problems become 
particularly frequent among women 
during and after menopause 
(Rosen et al., 2012). As estrogen 
levels decline, vaginal lubrication 
decreases. The use of sterile lubri- 
cants is an easy way to deal with 
this problem. The absence of sub- 
jective feelings of arousal is more 
complex to treat. 


Erectile Disorder 

Erectile disorder is the inability to 
have an erection or maintain one. 
Other terms for it are erectile dys- 


function and impotence, the term 


used by laypersons. One result of 


erectile disorder is that the man cannot engage in sexual 
intercourse. Using terminology discussed earlier, a case 
of erectile disorder may be either lifelong or acquired. In 
lifelong erectile disorder, the man has never been able to 
have an erection that is satisfactory for intercourse. In 
acquired erectile disorder, the man has difficulty getting or 
maintaining an erection but has had erections sufficient 
for intercourse at other times. 

According to surveys in North America and Europe, 
erectile disorder occurs in fewer than 10 percent of men 
under 40 but then increases to about 30 percent for men 
in their 60s (Lewis et al., 2010; Mitchell et al., 2013b). 
Erectile disorder is the most common of the disorders 
among men who seek sex therapy, particularly since the 
introduction of Viagra. 

Psychological reactions to erectile disorder may be 
severe. For many men, it is one of the most embarrass- 
ing things they can imagine. Depression may follow from 
repeated episodes. It may also cause embarrassment or 
worry to the man’s partner. 

The causes of erectile disorder and its treatment will 
be discussed later in this chapter. 


Orgasmic Disorders 
The orgasmic disorders include premature ejaculation, 
male orgasmic disorder, and female orgasmic disorder. 


Premature Ejaculation 
Premature ejaculation (PE) occurs when a man has an 
orgasm and ejaculates too soon. In extreme cases, ejacu- 
lation may take place so soon after erection that it occurs 
before intercourse can even begin. In other cases, the man 
is able to delay the orgasm to some extent, but not as long 
as he would like or not long enough to meet his partner’s 
preferences. Some experts prefer the terms early ejacula- 
tion or rapid ejaculation as having fewer negative connota- 
tions (Grenier & Byers, 2001; Lewis et al., 2004). 
Although the definition given above—having an orgasm 
and ejaculating too soon—seems simple enough, in prac- 
tice it is complicated to specify when a man is a prema- 
ture ejaculator. What should the precise criterion for “too 
soon” be? Should the man be required to last for at least 
30 seconds after erection? For 12 minutes? For 2 minutes 
after insertion of the penis into the vagina? The definitions 
used by authorities in the field vary widely (Bettocchi et 
al., 2008). One source defines “prematurity” as the occur- 
rence of orgasm less than 1 minute after the penis has 
been inserted into the vagina. Another group’s criterion is 
ejaculation before there have been 10 pelvic thrusts. Psy- 
chiatrist and sex therapist Helen Singer Kaplan believed 
that the key to defining the premature ejaculator is the 
absence of voluntary control of orgasm; that is, the real 
problem is that the premature ejaculator has little control 
over when he orgasms (Grenier & Byers, 2001; Kaplan, 
1974). Another good definition is self-definition: If a man 
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finds that he has become greatly concerned about his lack 
of ejaculatory control or that it is interfering with his abil- 
ity to form intimate relationships, or if a couple agree that 
it is a problem in their relationship, then it may reason- 
ably be called premature ejaculation. 

With all these confusing and contradictory definitions, 
the International Society for Sexual Medicine stepped 
in and issued a definition that would create consistency 
in both research and diagnosis (Althof et al., 2010). The 
definition involves three parts: (1) ejaculation that always 
or almost always occurs prior to or within 1 minute of 
vaginal penetration (note the heteronormativity of the 
definition); (2) the inability to delay ejaculation; and 
(3) distress about the problem. This definition therefore 
includes a time component, a lack of control component, 
and a distress component. 

Premature ejaculation is a common problem in the 
general male population. Surveys indicate that about 15 
percent of men have difficulties with early ejaculation 
(Lewis et al., 2010; Mitchell et al., 2013b). The great 
majority of men probably never seek therapy for the prob- 
lem, either because it goes away by itself or because they 
are too embarrassed. 

Like erectile disorders, premature ejaculation may cre- 
ate a web of related psychological problems. Because the 
ability to postpone ejaculation and “satisfy” a partner is 
so important in our concept of a man who is a skilled 
lover, rapid ejaculation can cause a man to become anx- 
ious about his sexual competence. Furthermore, the part- 
ner may become frustrated because they are not having a 
satisfying sexual experience either. So the condition may 
create friction in the relationship. 

The negative psychological effects of early ejaculation 
are illustrated by a young man in one of my sexuality classes 
who handed in an anonymous question. He described him- 
self as a premature ejaculator and said that after several 
humiliating experiences during intercourse with women, 
he was now convinced that no woman would want him in 
that condition. He no longer had the courage to ask women 
out, so he had stopped dating. He wanted to know how 
the women in the class would react to a man with such a 
problem. The question was discussed in class, and most of 
the women agreed that their reaction to his problem would 
depend a great deal on the quality of the relationship they 
had with him. If they cared deeply for him, they would be 
sympathetic and patient and help him overcome the diffi- 
culty. The point is, though, that the early ejaculation had 
created problems so severe that the young man not only 


of the problem may range from only occasional problems 
with orgasming to a history of never having experienced 
an orgasm. In the most common version, the man is inca- 
pable of orgasm during intercourse but may be able to 
orgasm as a result of hand or mouth stimulation. Fortu- 
nately, these problems are rare. 

Male orgasmic disorder is far less common than pre- 
mature ejaculation. About 10 percent of men experience 
this problem (Mitchell et al., 2013b). 

Male orgasmic disorder is, to say the least, a frustrat- 
ing experience for the man. One would think that any 
woman would be delighted to have intercourse with a man 
who has a long-lasting erection that is not terminated by 
orgasm. In fact, though, some women react negatively to 
this condition, seeing their partner’s inability to have an 
orgasm as a personal rejection. Some men, anticipating 
these negative reactions, have adopted the practice of fak- 
ing orgasm. In some cases, too, the man’s orgasmic disor- 
der can create painful intercourse for the woman because 
intercourse simply goes on too long. 


Female Orgasmic Disorder 
Female orgasmic disorder is the inability to have an 
orgasm (Graham, 2010b). This condition goes by a vari- 
ety of other terms, including orgasmic dysfunction, anor- 
gasmia, and inhibited female orgasm. Laypersons may call 
it frigidity, but sex therapists reject this term because it has 
derogatory connotations and is imprecise. Frigidity may 
refer to a variety of conditions ranging from total lack of 
sexual arousal to arousal without orgasm. Therefore, the 
term female orgasmic disorder is preferred. 

Like the other sexual disorders, cases of female orgas- 
mic disorder may be classified into lifelong and acquired. 
In addition, a common pattern is situational orgasmic 
disorder, in which the woman has orgasms in some sit- 
uations but not others. For example, she may be able to 
have orgasms while masturbating but not while having sex- 
ual intercourse. Orgasmic disorders are common among 
women. Roughly 20 percent of women report difficulties 
with anorgasmia (Lewis et al., 2010; Mitchell et al., 2013b). 

Once again, though, these definitions become more 
complicated in practice than in theory. Consider the case 
of the woman who has orgasms as 


a result of masturbation or hand |} Delayed ejaculation: A sexual dis- 


or mouth stimulation by a partner order in which the man cannot have 


but who does not orgasm in vag- 
inal intercourse. Is this really a 
sexual disorder? The notion that it | orgasmic disorder. 


an orgasm, even though he is highly 
aroused and has had a great deal of 
sexual stimulation; also called male 


is a disorder can be traced to sex- || Female orgasmic disorder: A sex- 
ual scripts and beliefs that there | U@! disorder in which the woman is 
is a “right” wav to have sex—with unable to have an orgasm. 

8 es y ; Situational orgasmic disorder: A 
the penis inside the vagina—and a case of orgasmic disorder in which 
corresponding “right” way to have | the woman is able to have an orgasm 
orgasms. Because this pattern of || in some situations (e.g., while mastur- 
situational orgasmic disorder is so | Dating) but not in others (e.g., while 


: having sexual intercourse). 
common, some experts consider 


had stopped having sex but also had stopped dating. 


Delayed Ejaculation 

Delayed ejaculation, sometimes also called male orgasmic 
disorder, is the opposite of premature ejaculation. The 
man is unable to have an orgasm, or it is greatly delayed, 
even though he has a solid erection and has had more 
than adequate stimulation (Perelman, 2014). The severity 
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Dyspareunia (dis-pah-ROO-nee-uh): 


ane was a Self-employed, attractive, divorced 
woman who came to the clinic at the University 

of Minnesota at the age of 43, with an acquired 
inability to reach orgasm, which had then led to a decline 
in her sexual desire. She had been divorced from her hus- 
band, Tom, for 5% years after a 17-year marriage. Even 
though she was not in love with him, Jane had married 
Tom because he was the first man with whom she had 
sexual intercourse. Jane and Tom had two sons from this 
marriage, ages 13 (Bruce) and 18 (Dean). Bruce was 
attending a costly private school paid for by Jane. Dean 
had a history of emotional and behavioral problems. 

At the time she sought help at our clinic, Jane was in a 
3-year-long relationship with Frank, a 45-year-old divorced 
man. Frank directed their sexual relationship. Jane was 
compliant with Frank’s sexual requests, never asking that 
her needs be met. She reported having an orgasm only 
once with Frank, although she still reported becoming 
aroused during their sexual interactions. This lack of 
orgasm was in contrast to the pattern during her marriage, 
when she was able to have an orgasm at least half of the 
time by rubbing her clitoris against her husband’s pelvic 
area when she was on top (her husband did not always 
have an erection). This difficulty having an orgasm, along 
with the lack of a supportive response from her partner, 
affected Jane’s sexual desire, which declined precipitously. 

Jane came to therapy believing that there was something 
wrong with her physically—that she was broken sexually. 


it to be well within the normal range of female sexual 
response. Perhaps the woman who orgasms as a result of 
hand or mouth stimulation, but not penile thrusting, is sim- 
ply having orgasms when she is adequately stimulated and 
is not having them when she is inadequately stimulated. 
Nonetheless, there should be room for self-definition 
of disorders. If a woman has situational orgasmic disor- 
der, is truly distressed that she is not able to have orgasms 
during vaginal intercourse, and wants therapy, then it may 
be appropriate to classify her condition as a disorder and 
provide therapy. The therapist, however, should be care- 
ful to explain to her the problems of definition raised 
above, in order to be sure that her 
request for therapy stems from her 
own dissatisfaction with her sex- 


Painful intercourse. 


ual responding rather than from 


A Case of Female Orgasmic Disorder 


This belief originated from her boyfriend’s assertion that 
she had a small clitoris, which interfered with her ability 
to orgasm. She lacked an adequate sexual vocabulary and 
experienced difficulty talking about sex, often becoming 
red-faced or tearful. These problems with sexual communi- 
cation were partially the result of her upbringing in a small 
rural town in a fundamentalist religious family, where sex 
was rarely discussed. Jane grew up with her biological 
parents, two brothers, and two sisters. She described her 
family as “fundamentally religious,” her father as the dom- 
inant decision maker, and her mother as “puritanical.” In 
therapy, it emerged that she had been sexually abused by 
both older brothers, beginning when she was 12 years old. 

Jane’s treatment proceeded over several years because 
of the need to help her recover from the child sexual 
abuse and the PTSD and depression that resulted from it. 
Treatment used the Sexual Health Model developed at the 
University of Minnesota and involved multiple treatment 
methods described in this chapter, including individual, 
couple, and group therapy and psychiatric care. Jane 
found a new partner who was more supportive, and treat- 
ment ended with Jane feeling sexually confident. 


Source: Robinson et al. (2011). Names have been changed to pre- 
serve anonymity. Read this article if you want the full details of the 
therapy. 


an overly idealistic sexual script. Therapy in such cases 
is probably best viewed as an effort to enrich the client’s 
experience rather than to fix a problem. 


Pain Disorders 
The pain disorders include painful intercourse and 
vaginismus. 


Painful Intercourse 

Painful intercourse, or dyspareunia, refers to genital 
pain experienced during intercourse (Bergeron et al., 
2014; Binik, 2010b). It is usually thought of as a female 
sexual disorder, but males occasionally experience it as 
well. Approximately 8 percent of women and 2 percent 
of men report pain during sex (Mitchell et al., 2013b). 
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Figure 1 Vaginismus. (a) A healthy vagina and other pelvic organs, viewed from the side, and 
(b) vaginismus, or involuntary constriction of the outer third of the vagina. 


Complaints of occasional pain during intercourse are 
fairly common among women, but persistent dyspareunia 
is not very common. In women, the pain may be felt in the 
vagina, around the vaginal entrance and clitoris, or deep 
in the pelvis. In men, the pain is felt in the penis or testes. 
To put it mildly, dyspareunia decreases one’s enjoyment 
of the sexual experience and may even lead one to abstain 
from sexual activity. 

According to another perspective, this disorder is really 
about pain that happens to occur in the genitals; that is, 
it is fundamentally about pain, not about sex (Binik et al., 
2007). Many people, the reasoning goes, have back pain, 
some of them because of work-related injuries and oth- 
ers because of sports-related injuries. Yet we don’t refer 
to work-induced back pain and sports-induced back pain 
but rather focus on the back pain itself. Similarly, with 
painful intercourse the focus should be on the genital pain 
suffered by those with this disorder. 

Painful intercourse may be related to a variety of 
physical factors, to be discussed later. Genital pain often 
triggers other serious problems with sexual functioning, 
which in turn can create relationship problems (Farmer 
& Meston, 2007). 

In the DSM-5-TR, dyspareunia and vaginismus (explained 
below) are merged into genito-pelvic pain/penetration disorder 
(American Psychiatric Association, 2022). Part of the rea- 
son for the merger is that the two tend to occur together. 


Vaginismus 

Vaginismus (the suffix ismmus means “spasm”) is a spastic 
contraction of the outer third of the vagina (see Figure 1); 
in some cases it is so severe that the entrance to the 
vagina is closed and the woman cannot have intercourse 
(Ter Kuile & Reissing, 2014). Vaginismus and dyspareu- 
nia are often associated (Binik, 2010a). That is, if inter- 
course is painful, one result may be spasms that close off 
the entrance to the vagina. 


Vaginismus is not a very common sexual disorder in 
the general population. Women may be more likely to 
seek treatment for it than for other disorders because it 
can make intercourse impossible, creating enormous diffi- 
culties in a couple’s relationship. 


LE ——— es 
What Causes Sexual Disorders? 


There are many causes of sexual disorders, varying from 
person to person and from one disorder to another. These 
causes can be grouped into categories: physical factors, 
drugs, individual psychological factors, combined cogni- 
tive and physiological factors, and interpersonal factors. 


Each of these categories is discussed here. 


Physical Causes 


Physical factors that cause sexual disorders include 
organic factors (such as diseases or injuries) and drugs. 


Erectile Disorder 


Diseases associated with the heart and the circulatory 


system are particularly likely to be 
associated with erectile disorder 
because erection itself depends on 
the circulatory system (Muneer 
et al., 2014). Any kind of vascular 
pathology (problems in the blood 
vessels supplying the penis) can 
produce erection problems. Erec- 
tion depends on having a great 
deal of blood flowing into the 
penis via the arteries, with simul- 
taneous constricting of the veins 
so that the blood cannot flow out 


Genito-pelvic pain/penetration 
disorder: The term in DSM-5-TR for 
pain during sex (dyspareunia) or vagi- 
nismus, which tend to occur together. 
Vaginismus (vaj-in-IS-mus): A sexual 
disorder in which there is a spastic 


contraction of the muscles surround- 
ing the entrance to the vagina, in 
some cases so severe that inter- 
course is impossible. 

Organic factors of sexual disorders: 
Physical factors, such as disease or 
injury, that cause sexual disorders. 
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as rapidly as it is coming in. Thus damage to either these 
arteries or the veins may produce erectile disorder. 

Erectile disorder (ED) is associated with diabetes mel- 
litus. Several aspects of diabetes are involved, including 
circulation problems, peripheral nerve damage, and low 
testosterone levels (Algeffari et al., 2018; Saenz de Tejada 
et al., 2004). In fact, erectile disorder may in some cases 
be the earliest symptom of a developing case of diabetes. 
Of course, not all diabetic men have erectile disorders. 
Estimates range from 35 to 90 percent of men with dia- 
betes have an erectile disorder (Algeffari et al., 2018). 
Diabetes is also associated with sexual disorders in 
women (Giraldi & Kristensen, 2010). 

Hypogonadism—an underfunctioning of the testes so 
that testosterone levels are very low—is associated with 
ED (Muneer et al., 2014). ED is also associated with a 
condition called hyperprolactinemia, in which there is 
excessive production of prolactin (Johri et al., 2001). 

Any disease or injury that damages the lower part of the 
spinal cord may cause erectile disorder because that is the 
location of the erection reflex center (see the chapter “Sex- 
ual Arousal”). Erectile disorder may also result from severe 
stress or fatigue. Finally, some, though not all, kinds of 
prostate surgery may cause the condition (Burnett, 2005). 

With erectile disorders, as with most sexual disorders, 
it is important to recognize that the distinction between 
organic causes and psychological causes is an oversim- 
plification. Many sexual disorders result from a complex 
interplay of the two causes (Rosen, 2007). For example, 
a man who has circulatory problems that initially cause 
him to have erection problems is likely to develop anx- 
ieties about erection, which in turn may create further 
difficulties. This notion of dual causes has important 
implications for therapy. Many people with such disorders 
require both medical treatment and psychotherapy. 


Premature Ejaculation 

Early ejaculation is more often caused by psychological 
than physical factors. In cases of acquired disorder, though, 
in which the man at one time had ejaculatory control but 
later lost it, physical factors may be involved. A local infec- 
tion such as prostatitis may be the cause, as may degenera- 
tion in the related parts of the nervous system, which may 
occur in neural disorders such as multiple sclerosis. 

An intriguing explanation for early ejaculation comes 
from the sociobiologists (Hong, 1984). Their idea is that 
rapid ejaculation has been selected for in the process of 
evolution, what we might call “survival of the fastest.” In 
monkeys and apes, the argument goes, copulating and 
ejaculating rapidly would be advantageous in that the 
female would be less likely to get away and the male would 
be less likely to be attacked by other sexually aroused 
males while he was copulating. Thus males who ejac- 
ulated quickly were more likely to survive and to repro- 
duce. Interestingly, among chimpanzees, which some see 
as our nearest evolutionary relatives, the average time 


from intromission (insertion of the penis into the vagina) 
to ejaculation is 7 seconds (Tutin & McGinnis, 1981). In 
modern U.S. society, of course, rapid ejaculation is not 
particularly advantageous and might even lead a man to 
have difficulty finding partners. Nonetheless, according 
to the sociobiologists, plenty of genes for rapid ejacula- 
tion are still hanging around from the natural selection 
that occurred thousands of years ago. (For a critique of 
this hypothesis, see Bixler, 1986.) 


Delayed Ejaculation 

Male orgasmic disorder, or delayed ejaculation, may be 
associated with a variety of medical or surgical conditions, 
such as multiple sclerosis, spinal cord injury, and prostate 
surgery (Perelman, 2014). Most commonly, though, it is 
associated with psychological factors. 


Female Orgasmic Disorder 

Orgasmic disorder in women may be caused by severe ill- 
ness, general ill health, or extreme fatigue. Injury to the spi- 
nal cord can cause orgasm problems (Sipski et al., 2001). 
However, most cases are caused by psychological factors. 


Painful Intercourse and Vaginismus 
Dyspareunia in women is often caused by organic factors, 
including the following: 


1. Disorders of the vaginal entrance. Irritated remnants of 
the hymen; painful scars, perhaps from an episiotomy 
or sexual assault; or infection of the Bartholin glands. 


2. Disorders of the vagina. Vaginal infections; allergic reac- 
tions to spermicidal creams or the latex in condoms 
or diaphragms; a thinning of the vaginal walls, which 
occurs naturally with age; or scarring of the roof of the 
vagina, which can occur after a hysterectomy. 


3. Pelvic disorders. Pelvic infection such as pelvic inflam- 
matory disease, endometriosis, tumors, cysts, or a tear- 
ing of the ligaments supporting the uterus (Wheeler & 
Guntupalli, 2020). 


Painful intercourse in men can also be caused by a 
variety of organic factors. For an uncircumcised man, 
poor hygiene may be a cause; if the penis is not washed 
thoroughly with the foreskin retracted, material may col- 
lect under the foreskin, causing infection. An allergic reac- 
tion to spermicidal creams or to the latex in condoms may 
also be involved. Finally, various prostate problems may 
cause pain on ejaculation. 

Vaginismus is sometimes caused by painful inter- 
course, and therefore by organic factors that cause that 
condition (Binik et al., 2007). 


Drugs 

Some drugs may have side effects that cause sexual disor- 
ders (Ashton, 2007; Segraves & Balon, 2010). For exam- 
ple, some drugs used to treat high blood pressure increase 
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problems with erection in men and with decreased sex- 
ual desire in both men and women. Although it would be 
impossible to list every drug effect on every aspect of sex- 
ual functioning, some of the major drugs that may cause 
sexual disorders are listed in Table 1. Here we consider 
the effects of alcohol, illicit drugs, and prescription drugs. 


Alcohol 

The effects of alcohol on sexual responding vary con- 
siderably. We can think of these effects as falling into 
three categories: (1) short-term pharmacological effects, 
(2) expectancy effects, and (3) long-term effects of chronic 
alcohol abuse. In regard to the last category, alcoholics, 
particularly in the later stages of alcoholism, frequently 
have sexual disorders, typically including erectile disorder, 
orgasmic disorder, and loss of desire (George et al., 2014; 
Segraves & Balon, 2003). These sex problems may be the 


result of any of a number of organic effects of long-term 
alcoholism. For example, chronic alcoholism in men may 
cause disturbances in sex hormone production because 
of atrophy of the testes. Chronic alcohol abuse, too, gen- 
erally has negative effects on the person’s interpersonal 
relationships, which may contribute to sexual disorders. 
What about the person who is not an alcoholic but 
rather has had one or many drinks on a particular evening 
and then proceeds to a sexual interaction? As noted ear- 
lier, there is an interplay of two effects: expectancy effects 
and actual pharmacological effects (George et al., 2014). 
Many people have the expectation that alcohol will loosen 
them up, making them more sociable and sexually unin- 
hibited. These expectancy effects in themselves produce 
increased physiological arousal and subjective feelings of 
arousal. Expectancy effects, though, interact with the 
pharmacological effects and work mainly at low doses, 


Table 1 Drugs That May Impair—or Improve—Sexual Response 


Drug How It Affects Sexual Functioning 


Common Medical Uses 


1. Psychoactive Drugs 
Antianxiety drugs/tranquilizers 


Anxiety, panic disorders 


Buspirone Enhanced desire, orgasm 


Benzodiazepines (Librium, 
Valium, Ativan) 


Decreases desire, improves 
premature ejaculation 


Antidepressants |: Desire disorders, erection problems, Depression 
Tricyclics orgasm problems, ejaculation problems 
May treat hypersexuality, premature 
ejaculation 
Antidepressants II: Desire disorders, erection problems, Depression, obsessive- 


Serotonin reuptake inhibi- 
tors (Paxil, Prozac, Zoloft) 


orgasm problems 


Lithium Desire disorders, erection problems 
Desire disorders, erection problems, 
orgasm problems, ejaculation problems 


Antipsychotics 
Thorazine, Haldol 


2. Antihypertensives 
Reserpine, Methyldopa 


compulsive 

disorder, panic disorders 
Bipolar disorder 
Schizophrenia 


High blood pressure 


Desire disorders, erection difficulties, 


orgasm delayed or blocked 


Ace inhibitors (Vasotec) Erection difficulties 


3. Substance Use and Abuse 


Alcohol At low doses, increases desire 
At high doses, decreases erection, 


arousal, orgasm 


Alcoholism creates many disorders 


and atrophied testicles, infertility 
Decreases blood flow to penis, creates 


Sense of well-being and relaxation 
Decrease in desire, orgasm, ejaculation, 


Nicotine 
erectile disorder 
Opioids 
Endogenous: Endorphins 
Heroin 
replaces sex 
Marijuana 


Enhances sexual pleasure but not 
actual performance; chronic use 
decreases desire 


Sources: Ashton (2007); Clayton et al. (2016); Meston et al. (2004); Segraves & Balon (2003, 2010). 
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that is, when only a little alcohol has been consumed. At 
high dosage levels, alcohol acts as a depressant and sexual 
arousal is suppressed, in both men and women.! 


Illicit or Recreational Drugs 

There is a widespread belief that marijuana (cannabis, 
“pot”) has aphrodisiac properties. Scientific research 
on its actual effects is limited. Therefore, we can provide 
only tentative ideas about the effects of marijuana on sex- 
ual functioning. In surveys of users, many respondents 
report that it increases sexual desire and makes sexual 
interactions more pleasurable (Lynn et al., 2019; McKay, 
2005). The effects also seem to be dose-dependent; 
smaller amounts seem to enhance sexual desire, but larger 
amounts inhibit sexual functioning (Lynn et al., 2020). 
In regard to potential negative effects, there is concern 
that marijuana use contributes to risky sexual behavior 
such as unprotected sex (Collins et al., 2005). Chronic 
users report decreased sexual desire (Segraves & Balon, 
2003). Concerns have also been raised, based on animal 
research, about CBD (cannabidiol) reducing the size of 
testes and reducing levels of hypothalamic, pituitary, and 
gonadal hormones (Carvalho et al., 2020). 

To make matters more complicated, the effects of 
cannabinoids (the active drugs in marijuana) depend on 
gender (Gorzalka et al., 2010). In women, low doses of 
cannabis are associated with increased sexual desire and 
sexual pleasure. It is possible that cannabis boosts the pro- 
duction of androgens in women, leading to the positive 
sexual effects. At higher doses, though, cannabis creates 
sexual problems. In men, moderate doses of cannabis 
appear to increase sexual desire while at the same time 
creating erection problems. 

Among drug users, cocaine is reported to be the drug 
of choice for enhancing sexual experiences. It is said 
to increase sexual desire, enhance sensuality, and delay 
orgasm. Chronic use of cocaine, however, is associated 
with loss of sexual desire, orgasmic disorders, and erectile 
disorders (George et al., 2014). The effects also depend 
on the means of administration—whether the cocaine is 
inhaled, smoked, or injected. The most negative effects 
on sexual functioning occur among those who regularly 
inject the drug. Crack cocaine is highly addictive, and the 
crack epidemic, especially in the inner city, often involves 
the exchange of sex for drugs (Green et al., 2005). 

Stimulant drugs, notably amphetamines, are associated 
with increased sexual desire and arousal in some studies 
(George et al., 2014). 

Crystal methamphetamine (“ice”) is a recreational drug 
that is of particular concern because, while high on it, people 
have a tendency to engage in risky sexual behaviors (George 
et al., 2014). One study of heterosexual, HIV-negative 
adults using meth indicated that, over a 2-month period, 
they averaged 22 acts of unprotected vaginal sex and nine 


'Some refer to the resulting erection problems as “whiskey dick.” 


different sex partners (Semple et al., 2004). Crystal meth 
can also lead to paranoia, hallucinations, and violent behav- 
ior (Brecht et al., 2004). I cannot recommend it. 

The opiates or narcotics, such as morphine, heroin, 
and methadone, have strong suppression effects on sexual 
desire and response (Segraves & Balon, 2003). Long-term 
use of heroin, in particular, leads to decreased testoster- 
one levels in males. 


Prescription Drugs 
Table 1 provides a partial list of prescription drugs that 
can affect sexual responding. 

Some psychiatric drugs—that is, drugs used in the treat- 
ment of psychological disorders—may affect sexual func- 
tioning (Clayton et al., 2016). In general, these drugs have 
their beneficial psychological effects because they alter 
neurotransmitter levels and the functioning of the central 
nervous system. But these CNS alterations in turn affect 
sexual functioning. For example, the drugs used to treat 
schizophrenia may cause delayed orgasm or “dry orgasm” 
in men—that is, orgasm with no ejaculation. Tranquiliz- 
ers and antidepressants often improve sexual responding 
as a result of improvement of the person’s mental state. 
However, there may also be negative effects. Some of 
the antidepressants, especially the SSRIs, are associated 
with problems of both arousal and delayed orgasm in 
men as well as women (Montejo et al., 2019; Wheeler & 
Guntupalli, 2020). A few antidepressants—most notably, 
bupropion (Wellbutrin)—have few sexual side effects and 
are becoming popular for that very reason. 

The list of other prescription drugs that can affect sexual 
functioning is long, so we will mention just a few examples. 
Antihistamines can reduce vaginal lubrication. Some of the 
antihypertensive drugs (used to treat high blood pressure) 
can cause erection problems in men (Segraves & Balon, 
2003). Most of the research on antihypertensive drug effects 
has been done with men, so we know less about these effects 
on women, although sexual problems have been reported 
among women using antihypertensive drugs. Some of the 
drugs used to treat epilepsy appear to cause erection prob- 
lems and decreased sexual desire, although epilepsy by itself 
also seems to be associated with sexual disorders. Women 
who are treated with drugs called aromatase inhibitors fol- 
lowing breast cancer and surgery are highly likely to experi- 
ence problems with sexual desire (Panjari et al., 2011). 


Psychological Causes 

Psychological causes of sexual disorders can be catego- 
rized into immediate causes, prior learning, emotional 
factors, behavioral or lifestyle factors, and problems with 
sexual excitation/inhibition. 


Immediate Psychological Causes 
Among the psychological sources of sexual disorders, 
we can distinguish between immediate causes and prior 
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learning. Prior learning refers to the things that people 
learned earlier—for example, in childhood—that now 
inhibit their sexual response. Immediate causes are vari- 
ous things that happen in the act of lovemaking itself that 
inhibit the sexual response. 

The following four factors have been identified as 
immediate psychological causes of sexual disorders: (1) 
anxieties such as fear of failure, (2) cognitive interference, 
(3) failure of the partners to communicate, and (4) failure 
to engage in effective, sexually stimulating behavior. 

Anxiety during a sexual interaction can be a source of 
sexual disorders. Anxiety may be caused by fear of failure— 
that is, fear of being unable to perform, and performance 
anxiety has especially strong effects for men (McCabe 
& Connaughton, 2014). But anxiety itself can block sex- 
ual response in some people. Often anxiety can create 
a vicious cycle of self-fulfilling prophecy in which fear 
of failure produces a failure, which produces more fear, 
which produces another failure, and so on. For example, 
a man may have one episode of erectile dysfunction, per- 
haps after drinking too much at a party. The next time he 
has sex, he anxiously wonders whether he will “fail” again. 
His anxiety is so great that he cannot get an erection. At 
this point he is convinced that the condition is permanent, 
and all future sexual activity is marked by such intense fear 
of failure that erectile disorder results. The prophecy is ful- 
filled. The effects of anxiety, though, are complicated and 
depend on the individual, as we will see in the research of 
David Barlow described later in this section. 

Cognitive interference is a second immediate cause of 
sexual disorders. It refers to thoughts that distract the per- 
son from focusing on the erotic experience. The problem 
is basically one of attention (de Jong, 2009). Is the person 
focusing their attention on erotic thoughts or on distract- 
ing thoughts (Will my technique be good enough to please 
her? Will my body be beautiful enough to arouse him?). 
Spectatoring, a term coined by Masters and Johnson, is 
one kind of cognitive interference. The person behaves like 
a spectator or judge of their own sexual “performance.” 
People who do this are constantly (mentally) stepping out- 
side the sexual act in which they are engaged to evaluate 
how they are doing, mentally commenting, “Good job,” or 
“Lousy,” or “Could stand improve- 
(b) ment.” Today, both men and Prior learning: Things that people 
women experience performance- have learned earlier—for example, in 

childhood—that now affect their sex- 
related distractions, but men expe- ual response. 
rience more performance-related | Immediate causes: Various factors 
distractions and women experience | that occur in the act of lovemaking 
more appearance-related distrac- that inhibit sexual response. 
tions (Meana & Nunnink, 2006; 
Nelson & Purdon, 2011). 


Figure 2. Alcohol and cocaine are popular rec- 
reational drugs that many people believe enhance 
sexual experience. Research shows, though, that 
high levels of alcohol suppress sexual arousal, and 
repeated use of cocaine is associated with loss 

of sexual desire, orgasm disorders, and erection 


Cognitive interference: Negative 
thoughts that distract a person from 
focusing on the erotic experience. 


roblems. ; 
p Sex researcher David Barlow | Spectatoring: Masters and Johnson’s 
(a) Rehulian Yevhen/Getty Images; (1986; Wiegel et al., 2007) ran term for acting as an observer or 
(b) Gary He/McGraw Hill an elegant series of experiments judge of one’s own sexual perfor- 


mance; thought to contribute to sex- 


to test the ways in which anxiety aieigekders: 


and cognitive interference affect 
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sexual functioning. He studied men who were functioning 
well sexually and men with sexual disorders, particularly 
erectile disorder. We will call these two groups the func- 
tionals and the dysfunctionals. He found that functionals 
and dysfunctionals respond very differently to stimuli in 
sexual situations. For example, anxiety (induced by the 
threat of being shocked) increases the arousal of functional 
men but decreases the arousal of dysfunctional men while 
watching erotic films. Demands for performance (e.g., 
the experimenter says the research participant must have 
an erection or he will be shocked) increase the arousal of 
functionals but are distracting to (create cognitive interfer- 
ence in) and decrease the arousal of dysfunctionals. When 
both self-reports of arousal and physiological measures of 
arousal (the penile strain gauge) are used, dysfunctional 
men consistently underestimate their physical arousal, 
whereas functional men are accurate in their reporting. 

From these laboratory findings, Barlow constructed a 
model that describes how anxiety, positive and negative 
emotions (affect), and cognitive interference act together 
to produce sexual disorders such as erectile disorder. 
When dysfunctionals are in a sexual situation, there is a 
performance demand. This causes them to feel anxiety 
and other negative emotions. They then experience cog- 
nitive interference and focus their attention on nonerotic 
thoughts, such as thinking about how awful it will be when 
they don’t have an erection. This increases arousal of their 
autonomic nervous system. To them, that feels like anx- 
iety and generates more negative affect, whereas a func- 
tional person would experience it as sexual excitement. 
For the dysfunctionals, the anxiety creates further cogni- 
tive interference, and eventually the sexual performance is 
dysfunctional—they don’t manage to get an erection. The 
situation is amplified because the dysfunctionals have var- 
ious negative cognitive biases. For example, they expect 
to perform poorly. All of this leads them to avoid future 
sexual encounters or, when they are in one, to experience 
negative feelings, and the vicious cycle repeats itself. 

This analysis is insightful and is backed by numerous 
well-controlled experiments. It fails to tell us, however, 
how the dysfunctionals got into this pattern in the first 
place. That explanation probably has to do with prior 
learning, discussed in the next section. 

Third, failure to communicate is one of the most import- 
ant immediate causes of sexual disorders. Many people 
expect their partners to have ESP concerning their own 
sexual needs. You are the leading expert in the field of 
what feels good to you, and your partner will never know 
what turns you on unless you make it known, either ver- 
bally or nonverbally. But many people do not communi- 
cate their sexual desires. For example, a woman who needs 
a great deal of clitoral stimulation to have an orgasm may 
never tell her partner this; as a result, she does not get the 
stimulation she needs and consequently does not orgasm. 

A fourth immediate cause of sexual disorders is a 


failure to engage in effective sexually stimulating behavior. 


Often this is a result of simple ignorance. For example, 
some couples may seek sex therapy because of the wife’s 
failure to have orgasms; the therapist soon discovers that 
neither the husband nor the wife is aware of the location 
of the clitoris, much less of its fantastic erotic potential. 
Often such cases can be cleared up by simple education. 


Prior Learning 

Another major category of psychological sources of sex- 
ual disorders is prior learning. This category includes vari- 
ous things that were learned or experienced in childhood, 
adolescence, or even adulthood. 

In some cases of sexual disorders, the person’s first sex- 
ual act was traumatic. An example would be a young man 
who could not get an erection the first time he attempted 
intercourse and was laughed at by his partner. Such an 
experience sets the stage for future erectile disorder. 

Seductive behavior by parents and child sexual abuse 
by parents or other adults are the more serious of the trau- 
matic early experiences that lead to later sexual disorders 
(Najman et al., 2005). A history of sexual abuse is fre- 
quently reported by women seeking therapy for problems 
with sexual desire, arousal, or aversion (Leonard & Fol- 
lette, 2002). The findings are similar for men with desire 
or arousal problems (Loeb et al., 2002). 

In some other cases of sexual disorders, the person 
grew up in a very strict, religious family and was taught 
that sex is dirty and sinful. Such a person may have grown 
up thinking that sex is not pleasurable, that it should be 
gotten over with as quickly as possible, and that it is for 
purposes of procreation only. Such learning inhibits the 
enjoyment of a full sexual response. 

Another source of disorders originating in the family 
occurs when parents punish children severely for sexual 
activity such as masturbation. An example is the little 
girl who is caught masturbating, is punished severely, and 
is told never to “touch herself” again; in adulthood she 
finds that she cannot orgasm through masturbation or as 
a result of hand stimulation by her partner. 

Parents who teach their children the double standard 
may contribute to sexual disorders, particularly in their 
daughters. Many women whose sexual response is inhib- 
ited in adulthood were taught as children that no nice lady 
is interested in sex or enjoys it. 


Emotional Factors 

Although researchers and therapists have focused mainly 
on cognitions such as negative or distracting thoughts 
as psychological sources of sexual disorders, emotions 
can play a role as well and are now being investigated. 
Depression, for example, is associated with erectile disor- 
der and other sexual disorders (Frohlich & Meston, 2002; 
McCabe et al., 2010). Emotions such as anger and sad- 
ness can interfere with sexual responding (Araujo et al., 
2000). And as we saw earlier, anxiety can be a powerful 
impediment to sexual functioning in some people. 
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Disgust is a strong emotion that is the enemy of arousal 
(de Jong et al., 2013). Disgust—whether it is associated 
with a particular person, a body part, or an object—makes 
a person want to avoid sex. 

Barlow’s model of sexual dysfunction, discussed earlier, 
is fundamentally a cognitive-affective model (Wiegel et al., 
2007). That is, it recognizes the importance of cognitive pro- 
cesses such as attention and cognitive interference. At the 
same time, it recognizes the importance of affect or emotion, 
arguing that people with sexual disorders tend to rate high on 
negative affect and low on positive affect in sexual situations. 
The negative affect involves anxiety and negative mood, such 
as feeling sad or in a bad mood. At the same time, those with 
disorders tend to be low on positive emotions—such as feel- 
ings of joy and excitement—in sexual situations. 


Behavioral or Lifestyle Factors 

Smoking, alcohol consumption, and obesity are all associ- 
ated with higher rates of sexual disorders, and all involve 
behavior (Derby et al., 2000; Segraves & Balon, 2003). 
As such, they are quite modifiable. A study of obese men 
between the ages of 35 and 55 showed that regular physi- 
cal exercise reduced their body mass index (BMI) and the 
incidence of erectile disorder (Esposito et al., 2004). 


Sexual Excitation-Inhibition 

In the chapter “Sexual Arousal” we discussed the sexual 
excitation-inhibition model, or dual control model, of sex- 
ual response (Bancroft et al., 2009). In brief, the model 
proposes that two basic processes underlie human sexual 
response: excitation (responding with arousal to sexual 
stimuli) and inhibition (inhibiting sexual arousal, not 
responding to sexual stimuli). 

This model can be applied directly to understanding 
the origins of sexual disorders. In general, the idea is that 
people who are low on sexual excitation, or high on sex- 
ual inhibition, or both, are likely to develop sexual disor- 
ders. For example, in research with a community sample 
of men, scores on the sexual inhibition scale correlated 
strongly with the men’s reports of difficulties in obtain- 
ing or maintaining an erection (Bancroft et al., 2009). 
Similarly, research with a community sample of women 
showed that sexual inhibition scores were correlated with 
their reports of sexual problems (Sanders et al., 2008). 

As more evidence accumulates on this model, the next 
exciting step could be to use the excitation and inhibition 
scales to maximize the effectiveness of therapies for the 
disorders. For example, excitation and inhibition scores 
might be an indicator of which drug would be most effec- 
tive in treating erectile disorder, or of whether drug ther- 
apy or sex therapy would be most effective. 


Combined Cognitive 

and Physiological Factors 

In the chapter “Attraction, Love, and Communication,” 
we discussed the two-component theory of love, which 


holds that we experience love when two conditions are 
present: physiological arousal and a cognitive label of 
“love” attached to it (Berscheid & Walster, 1974). An anal- 
ogous cognitive-physiological model of sexual functioning 
and dysfunction has also been proposed (Palace, 1995a, 
1995b). According to this model, we function well sexually 
when we are physiologically aroused and interpret that as 
sexual arousal (rather than something else, like nervous- 
ness). As we've seen from Barlow’s research, people with 
sexual disorders tend to interpret that arousal as anxiety. 
In addition, the physiological processes and cognitive 
interpretations form a feedback loop. That is, interpreting 
arousal as sexual arousal increases one’s arousal further. 

In a clever experiment based on this model, women 
with sexual disorders were exposed, in a laboratory set- 
ting, to a frightening movie, which increased their general 
autonomic arousal (Palace, 1995b). The women were 
then shown a brief erotic video and given feedback (actu- 
ally false) that their genitals had shown a strong arousal 
response to it. This feedback created a cognitive interpre- 
tation for the way they were feeling. The combination of 
general autonomic arousal and the belief that they were 
responding with strong sexual arousal led these women, 
compared with the controls, to greater vaginal arousal 
responses and subjective reports of arousal in subsequent 
sessions. This demonstration of the effectiveness of com- 
bined physiological and cognitive factors is particularly 
striking because the women began with problems in sex- 
ual responding. 

Following from these ideas, many experts today rec- 
ommend a combination of medical and psychological 
treatments for sexual disorders, as discussed later in this 
chapter (Rosen, 2007). 


Interpersonal Factors 

Problems in a couple’s relationship are another leading 
cause of sexual disorders (Althof et al., 2004; McCabe et 
al., 2010). Anger or resentment toward one’s partner does 
not create an optimal environment for sexual enjoyment. 
Sex can also be used as a weapon to hurt a partner; for 
example, a woman can hurt her husband by refusing to 
engage in a sexual behavior that he wants. Conflicts over 
power may contribute to sex problems. 

Intimacy problems in a relationship can be a factor in 
sexual disorders (McCabe et al., 2010). These problems 
typically represent a combination of individual psycholog- 
ical factors and relationship problems. Some individuals 
have a fear of intimacy—that is, of deep emotional close- 
ness to another person (Kaplan, 1979). Indeed, some 
people seem to like sex but fear intimacy. They would 
prefer to watch TV or talk about the weather or have sex 
than to engage in a truly intimate, emotionally vulnerable, 
trusting conversation with another person. They typically 
progress in a dating relationship to a certain degree of 
closeness and then lose interest. This pattern is repeated 
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Behavior therapy: A system of 
therapy based on learning theory, in 


which the focus is on the problem 
behavior and how it can be modified 
or changed. 


with successive partners. The fear of intimacy may be a 
result of negative or disappointing intimate relationships, 
particularly with parents, in early childhood. The fear of 
intimacy causes a person to draw back from a sexual rela- 
tionship before it becomes truly fulfilling. 


A New View of Women’s Sexual 
Problems and Their Causes 
A group of sex therapists specializing in treating women’s 
sex problems worked together to formulate what they call 
a New View of the nature of women’s sexual problems 
and their causes (Tiefer, 2001). This new view is critical 
of the categories of disorders formulated by the American 
Psychiatric Association in the DSM and listed earlier in 
this chapter. It argues that these diagnostic categories 
have three flaws: (1) they treat male sexuality and female 
sexuality as totally equivalent, when they differ in some 
important ways; (2) they ignore the relational context of 
sexuality and desires for emotional intimacy; and (3) they 
ignore differences among women and naturally occurring 
variations in women’s sexuality. 

These experts proposed new categories of sexual dis- 
orders and their causes for women, as described below. 


Sexual Problems Due to Sociocultural, Political, 

or Economic Factors 

This category includes problems due to (1) ignorance 
and anxiety due to inadequate sexuality education, lack of 
access to health services, or other social constraints; (2) 
sexual avoidance or distress due to perceived inability to 
meet cultural norms regarding ideal sexuality (e.g., anxiety 
about one’s body or about sexual orientation); (3) inhibi- 
tions due to conflict between the norms of one’s culture 
of origin and those of the dominant culture; and (4) lack 
of interest or fatigue due to family and work obligations. 


Sexual Problems Relating to Partner and 
Relationship 

Problems in this category involve (1) sexual inhibition 
or distress arising from betrayal or fear of the partner 
because of abuse; (2) discrepancies in desire or prefer- 
ences for sexual activities; (3) ignorance or inhibition 
about sexual communications; (4) loss of sexual interest 
as aresult of conflicts over issues such as money, or result- 
ing from traumatic experiences such as infertility; and 
(5) loss of arousal due to partner’s health or sexual problems. 


Sexual Problems Due to Psychological Factors 

This category includes the following problems: (1) sexual 
aversion or inhibition of sexual pleasure due to past expe- 
riences of physical, sexual, or 
emotional abuse; (2) personality 
problems with attachment or rejec- 
tion, or depression or anxiety; and 
(3) sexual inhibition due to fear 
of sexual acts or their possible 


consequences, such as pain during intercourse or fear of 
pregnancy or STIs. 


Sexual Problems Due to Medical Factors 

When sexual problems arise despite a supportive inter- 
personal situation, adequate sexual knowledge, and pos- 
itive attitudes, they may be a result of (1) any number of 
medical conditions that affect neurological, circulatory, 
endocrine, or other systems of the body; (2) pregnancy or 
STIs; (3) side effects of medications. 

As you can see, this way of thinking about sexual dis- 
orders and their causes in women is considerably different 
from the dominant ways of thinking and the categories 
listed in the DSM. New research is beginning to support this 
alternative view (King et al., 2007). For example, official 
diagnoses of disorders do not correlate well with women’s 
perception that they have a problem or with their psycho- 
logical distress. This suggests that the traditional diagnostic 
categories are missing the mark for some women. 


ESSS__S_____—— 
Therapies for Sexual Disorders 


A variety of therapies for sexual disorders are available, 
each relying on a different theoretical understanding of 
what causes sexual disorders. Here we examine six major 
categories of therapies: behavior therapy, cognitive behav- 
ior therapy, mindfulness therapy, acceptance and commit- 
ment therapy, couple therapy, and biomedical therapies. 


Behavior Therapy 

Behavior therapy has its roots in behaviorism and learn- 
ing theory. The basic assumption is that sex problems are 
the result of prior learning and that they are maintained 
by ongoing reinforcements and punishments (immediate 
causes). It follows that these problem behaviors can be 
unlearned by new conditioning. One of the key techniques 
is systematic desensitization, in which the client is gradu- 
ally led through exercises that reduce anxiety. 

In 1970, Masters and Johnson reported on their devel- 
opment of a set of techniques for sex therapy and ush- 
ered in a new era of sex therapy. They operated from a 
behavior therapy model because they saw sexual disorders 
as learned behaviors rather than as symptoms of psychi- 
atric illness. If sexual disorders are the result of learn- 
ing, they can be unlearned. Masters and Johnson used a 
rapid 2-week program of intensive therapy that consisted 
mainly of education and specific behavioral exercises, or 
“homework assignments.” 

One of the basic goals of Masters and Johnson’s ther- 
apy was to eliminate goal-oriented sexual performance. 
Many clients believe that in sex they must perform and 
achieve certain things. If sex is an achievement situation, it 
can also become the scene of failure, and perceived failures 
lead people to believe that they have a sexual problem. 
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In one technique used in behavior therapy to eliminate a 
goal-oriented attitude toward sex, the couple is forbidden to 
have sexual intercourse until they are specifically permitted 
to by the therapists. They are assigned sensate focus exercises 
that reduce the demands on them. As the couple success- 
fully complete each of these exercises, the sexual component 
of subsequent exercises is gradually increased. The couple 
chalk up a series of successes until eventually they are having 
intercourse happily and the disorder has disappeared. 

Sensate focus exercises are based on the notion that 
touching and being touched are important forms of sex- 
ual expression and that touching is also an important 
form of communication; for example, a touch can express 
affection, desire, understanding, or a lack of caring. In the 
exercises, one member of the couple plays the “giving” role 
(touches and strokes the other), and the other person plays 
the “getting” role (is touched by the other). The giving part- 
ner is instructed to massage or fondle the other, and the 
getting partner is instructed to communicate to the giver 
what is most pleasurable. Thus the exercise fosters commu- 
nication. The partners switch roles after a certain period 
of time. In the first exercises, the giver is not to stroke the 
genitals or breasts but may touch any other area. As the 
couple progress through the exercises, they are instructed 
to begin touching the genitals and breasts. These exercises 
also encourage the partners to focus their attention on the 
sensuous pleasures they are receiving. Many people’s sex- 
ual response is dulled because they are distracted; they are 
thinking about how to solve a family financial problem or 
are spectatoring their own performance. They are victims 
of cognitive interference. The sensate focus exercises train 
people to concentrate only on their sexual experience, 
thereby increasing the pleasure of it. 

In addition to these exercises, behavior therapists 
supply simple education. The couple is given thorough 
instruction in the anatomy and physiology of the sexual 
organs. Some couples, for example, have no idea what or 
where the clitoris is. These instructions may also clear up 
misunderstandings that either member of the couple may 
have had since childhood. For example, a man with an 
erectile disorder may have been told as a child that men 
can have only a fixed number of orgasms in their lifetime. 
As he approaches middle age, he starts to worry about 
whether he may have used up almost all of his orgasms, 
which creates the erectile disorder. It is important for such 
men to learn that nature has imposed no quota on them. 

In Masters and Johnson’s initial development of their 
therapy techniques, all of the couples were heterosexual. 
They later used the same techniques in treating sexual 
disorders in gay and lesbian couples, with a comparable 
success rate (Masters & Johnson, 1979). 


Cognitive Behavior Therapy 
Today, many sex therapists use a combination of the 
behavioral exercises pioneered by Masters and Johnson 


and cognitive therapy (Heiman, 2007). This is termed 
cognitive behavior therapy. 

Cognitive restructuring is an important technique in 
a cognitive approach to sex therapy (Wincze & Carey, 
2001). In cognitive restructuring, the therapist essentially 
helps the client restructure their thought patterns, helping 
them to become more positive (for an example, see First 
Person: A Case of Low Sexual Desire). In one form of 
cognitive restructuring, the therapist challenges the cli- 
ent’s negative attitudes. These attitudes may be as general 
as a woman’s distrusting attitudes toward all men, or as 
specific as a man’s negative attitudes toward masturba- 
tion. The client is helped to reshape these attitudes into 
more positive ones. 

Earlier in this chapter we noted that cognitive interfer- 
ence is one of the immediate causes of sexual disorders. 
That is exactly the kind of issue that a cognitive behavior 
therapist likes to address. The general idea is to reduce 
the presence of interfering thoughts during sex. First 
the therapist must help the client identify the presence 
of such thoughts. The therapist then suggests techniques 
for reducing these thoughts, generally by replacing them 
with erotic thoughts—perhaps focusing attention on a par- 
ticular part of one’s body and how it is responding with 
arousal, or perhaps having an erotic fantasy. Out go the 
bad thoughts, in come the good thoughts. 


Mindfulness Therapy 
Mindfulness, with its roots in Eastern meditation practices, 
is a technique of focusing one’s attention on experiences 
in the present moment in a calm, nonjudgmental way 
(Khoury et al., 2013a). Some also say that mindfulness 
includes kindness and compassion. Mindfulness therapy 
(also called mindfulness training) is a system of training 
people in mindfulness practices; one goal is to help people 
regulate their own negative emotions. Some see it as the 
most recent extension of cognitive behavior therapy, and 
research shows that it is effective for a number of psycho- 
logical disorders, including anxi- 
ety and depression (Blanck et al., 


2018; Khoury et al., 2013a, 2013b). 
Will it work for sexual disorders? 
Several groups have added mind- 
fulness training to cognitive behav- 
ior sex therapy and use it especially 
for women with sexual desire dis- 
order. Evaluations of the programs 
show it to be effective, as measured 
by the clients’ self-reports of their 
sexual problems, their distress 
about the problems, and their phys- 
iological arousal (e.g., Gunst et al., 
2019; Paterson et al., 2017; Velten 
et al., 2020; for a meta-analysis, 
see Stephenson & Kerth, 2017). 


Sensate focus exercise: A part of the 
sex therapy developed by Masters 
and Johnson in which one partner 
caresses the other, the other commu- 
nicates what is pleasurable, and there 
are no performance demands. 
Cognitive behavior therapy: A form 
of therapy that combines behavior 
therapy and restructuring of negative 
thought patterns. 

Mindfulness: The technique of focus- 
ing one’s attention on experiences in 
the present moment in a calm, non- 
judgmental way. 

Mindfulness therapy: A system of 
training people in mindfulness prac- 
tices; one goal is to help people reg- 
ulate their own negative emotions. 
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arah, age 27, was referred to a sex therapist by an 
endocrinologist to be considered for testosterone 

treatment for her complaints of low sexual desire. 
Sarah had no ovarian tissue. One ovary that had a large 
cyst had been removed when she was 13, and her other 
ovary had undergone torsion (twisting that cut off the 
blood supply) and had to be removed when she was 16. 
She had been given estrogen and progesterone replace- 
ment immediately so that her menstrual periods never 
stopped. 

When Sara met with the therapist, she explained that 
sex with her partner Carl was enjoyable. They had been 
together 4 years and were sexual approximately once a 
week. Carl would have preferred to be sexual every day, 
but Sarah resisted. She said that even though sex was 
enjoyable and satisfying, if she never had sex again, it 
would be fine with her. She reported that both Carl and 
her endocrinologist thought that she was very abnormal. 

Sarah had very few sexual thoughts about arousal or 
anticipating sexual activity. Her sexual thoughts were 
instead troubling and focused on her guilt that their sexual 
interactions were infrequent and that she was abnormal. 
During sexual interactions with Carl, she was aroused, 
she enjoyed the experience, and had orgasms. She found 
arousing Carl to be pleasurable and arousing for her. 

Using the New View of women’s sexual problems, 
the therapist explained to Sarah that her experience was 
within normal limits. In a meeting with Carl, the thera- 
pist described the range of women’s sexual experiences. 
The next question was whether some factors were causing 
Sarah’s behavior to be toward the end of the spectrum. 
Both biological and psychological factors seemed to 
be involved. Because of the removal of her ovaries, she 
was manufacturing no testosterone, although androgens 


In the chapter “Gender and Sexuality,” we saw that 
some women show a lack of agreement or lack of con- 
cordance between physiological measures of their arousal 
(using the photoplethysmograph) and their self-reports of 
arousal. One study examined whether mindfulness-based 
sex therapy would increase concordance for women with 
sexual arousal and desire disorders (Brotto et al., 2016; also 
Velten et al., 2018). It worked! That is, following the ther- 
apy, women showed a closer agreement between their self- 
ratings and physiological measures of arousal. The 
hypothesis is that mindfulness training increases women’s 


A Case of Low Sexual Desire 


manufactured by the adrenal gland were present. Sarah’s 
life history also gave clues regarding possible psychologi- 
cal factors. Sarah grew up with an alcoholic father who 
was prone to shouting, arguing, and engaging in emo- 
tional abuse; Sarah coped by retreating to her bedroom. 
She suppressed her feelings of anger and did not rebel 
even when she was a teenager. This coping style worked 
well at the time. However, as an adult, she was probably 
still in the habit of suppressing emotions generally. Sarah 
agreed about this and understood that her sexual emo- 
tions were probably also suppressed. 

The therapist decided against testosterone treatment 
and instead focused on encouraging Sarah to deliberately 
attempt to feel more nonsexual emotion throughout the 
day. In addition, she was to deliberately allow more sexual 
stimuli in her life, such as music, movies, dancing, and 
erotic conversations. 

The therapist met with Carl to explain the situation 
and assess his own family history. His parents had a bitter 
divorce when he was just 10. He felt that neither parent 
had really loved him. For Carl, having sex with his partner 
was a sign that he was loved. Carl was able to realize that 
pressuring Sarah did not help the situation, and he ceased 
doing so, which Sarah appreciated. In addition, when 
Sarah realized the origins and extent of Carl’s need to feel 
loved, she became strongly motivated to find the triggers 
that were able to make her feel more sexual. Salsa dancing 
proved to be one of those triggers, combined with encour- 
aging Carl to flirt with her more often. Sarah’s sexual 
self-image increased markedly, as did her sexual desire. 


Source: Basson (2007), pp. 42-43. 


focus on their own sensations of arousal, amplifying their 
subjective sense of arousal and improving their sexual 
functioning. 

Other researchers have incorporated mindfulness train- 
ing into online sex therapy (Hucker & McCabe, 2015). 
Yes, it’s possible to conduct sex therapy online, or at least 
some experts believe it is possible. The argument is that 
online sex therapy is available for people who may live 
in isolated areas with no access to in-person sex therapy. 
Moreover, the online approach can bring together people 
who share common problems in chats while maintaining 
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their anonymity. Online therapy became an especially 
important tool during the Covid pandemic beginning in 
2020. This particular study began with an existing online 
program based in cognitive behavioral methods for female 
sexual problems, called Pursuing Pleasure (PP). A mind- 
fulness component was added with a set of homework 
exercises for practicing it. The results indicated that the 
therapy group improved significantly compared with the 
control group, and these improvements were maintained 
3 months later. From the design, we can’t tell whether it 
was the cognitive behavior therapy that was effective, the 
mindfulness training, or a combination of the two. None- 
theless, the combined program was effective. 


Acceptance and Commitment Therapy 
Acceptance and commitment therapy (ACT) is a third 
generation of behavior therapy, meaning that it builds 
on cognitive-behavioral therapy (CBT, the second gener- 
ation) (Hayes et al., 2006). Instead of focusing on chang- 
ing maladaptive thoughts, acceptance and commitment 
therapy helps clients learn to stop avoiding and strug- 
gling with their challenging emotions and thoughts and, 
instead, accept that they are having these feelings. ACT 
uses mindfulness practices to help clients be less fused 
with their thoughts and identify when they are having 
negative feelings. With a focus on identifying core values, 
ACT helps clients commit to behaving in a way that is 
consistent with their values, even if this causes unpleasant 
thoughts or feelings. 

The application of ACT to sexual disorders is relatively 
new, so there are only a few studies evaluating it. In one, 
women received eight sessions of ACT with the goal of 
improving their sexual quality of life (Enjezab et al., 2021). 
The results showed that, compared with the control group, 
women in the ACT group had significantly improved sex- 
ual self-efficacy and sexual quality of life one month fol- 
lowing therapy. These initial results are promising. 

Acceptance and commitment therapy has also been 
applied to some of the problems described in the chap- 
ter “Sexual Variations,” such as problematic pornogra- 
phy use (Crosby & Twohig, 2016; Fraumeni-McBride, 
2019). In one study, researchers recruited men who fit the 
definition of problematic pornography users, including 
frequent use, experiencing substantial distress or impair- 
ment related to the porn use, and having made at least 
one previous attempt to stop (Crosby & Twohig, 2016). 
Treatment consisted of 12 sessions, during which partici- 
pants were encouraged to accept their urges to view porn 
and identify values that might help them commit to grad- 
ually reduce viewing. At the end of the sessions, those 
treated with ACT had an impressive 93 percent reduction 
in their porn viewing, compared with 21 percent in the 
control condition. Three months later, 35 percent in the 
ACT group had completely stopped viewing and an addi- 
tional 74 percent had reduced viewing substantially. 


In another application, sexual minorities experiencing 
work stress from antigay prejudice and microaggressions 
were treated with ACT (Singh et al., 2020). The treatment 
successfully reduced their feelings of burnout. 

ACT potentially has numerous applications to sexuality- 
related problems. 


Couple Therapy 

As we noted earlier, a significant cause of sexual disorders 
is interpersonal difficulties. Accordingly, some sex ther- 
apists use couple therapy as part of the treatment. This 
approach rests on the assumption that there is a reciprocal 
relationship between interpersonal conflict and sex prob- 
lems. Sex problems can cause conflicts, and conflicts can 
cause sex problems. In couple therapy, the relationship 
itself is treated, with the goal of reducing antagonisms 
and tensions between the partners. As the relationship 
improves, the sex problem should be reduced. 

For certain disorders and certain couples, therapists 
may use a combination of cognitive behavior and couple 
therapy. For example, sex therapists Raymond Rosen, 
Sandra Leiblum, and Ilana Spector (1994) used a five- 
part model in treating men with erectile disorder: 


1. Sexual and performance anxiety reduction. Men with 
erectile disorder often have a great deal of perfor- 
mance anxiety. This can be treated using such tech- 
niques as the sensate focus exercises discussed earlier 
in this chapter. 


2. Education and cognitive intervention. Men with erectile 
disorder often lack sexual information and have unreal- 
istic expectations about sexual performance and satisfac- 
tion. For example, older men may not be aware of the 
natural effects of aging on male sexual response. Cogni- 
tive interventions may help the man to overcome “all or 
nothing” thinking—that is, the belief that if any aspect of 
his sexual performance is not perfect, the whole interac- 
tion is a disaster. An example is the belief “I failed sexu- 
ally because my erection was not 100 percent rigid.” 


3. Script assessment and modification. The man with erectile 
disorder and his partner have a sexual script that they 
enact together. People with sexual disorders typically 
have a restricted, repetitive, and inflexible script, using 
a small number of techniques that they never change. 
Novelty is one of the greatest 
turn-ons, so therapy is designed 


Acceptance and commitment therapy: 


to help the couple break out of |) Psychotherapy that builds on a CBT 


their restricted script. 


4. Conflict resolution and relation- 
ship enhancement. As we have 


flicts are identified and the cou- 


their behavior, even in the face of 


approach by helping clients gain dis- 
tance from their negative emotions 
and thoughts and, instead, use mind- 


fulness and other practices to accept 
discussed, conflicts ina couple’s | these thoughts and feelings. Clients 


relationship can lead to sexual | can then identify their values to help 
disorders. In therapy, these con- them commit to making changes in 


challenging emotions and thoughts. 


ple can work to resolve them. 
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Kegel (KAY-gul) exercises: A part of 


5. Relapse prevention training. Sometimes a relapse—a 
return of the disorder—occurs following therapy. Ther- 
apists have developed techniques to help couples avoid 
or deal with such relapses. For example, they are told to 
engage in sensate focus sessions at least once a month. 


Notice that part 1 represents the behavior therapy 
techniques pioneered by Masters and Johnson; parts 
2 and 3 are cognitive therapy techniques; and part 4 is 
couple therapy. Most skilled sex therapists today use com- 
bined or integrated techniques such as these, tailored to 
the specific disorder and situation of the couple. 


Specific Treatments for Specific 
Problems 

Some very specific techniques have been developed for 
the treatment of certain sexual disorders. 


The Stop-Start Technique 

The stop-start technique is used in the treatment of prema- 
ture ejaculation (see Figure 3) (Althof, 2014). The woman 
(let's assume, for simplicity, that it is a woman, but the part- 
ner could be of any gender) uses 
her hand to stimulate the man to 


sex therapy for women with orgasmic | erection. Then she stops the stim- 
disorder, in which the woman exer- 


cises the muscles surrounding the 
vagina; also called pubococcygeal or 
PC muscle exercises. 


ulation. Gradually he loses his 
erection. She resumes stimulation, 
he gets another erection, she stops, 
and so on. The man learns that he 


can have an erection and be highly aroused without having 
an orgasm. Using this technique, the couple may extend 
their sex play to 15 or 20 minutes, and the man gains con- 
trol over his orgasm. Another version of this method is the 
squeeze technique, in which the woman adds a squeeze 
around the coronal ridge, which also stops orgasm. 


Masturbation 


The most effective form 
of therapy for women PAAME MCW ERE Lke la 


she has trouble having 
orgasms? 


with primary orgasmic 
disorder is a program of 
directed masturbation 
(Graham, 2014; LoPiccolo & Stock, 

1986). The data indicate that masturbation is the technique 
most likely to produce orgasm in women; it is therefore a 
logical treatment for women who have problems with hay- 
ing orgasms, many of whom have never masturbated. Mas- 
turbation is sometimes recommended as therapy for men 
as well. 


Kegel Exercises 

One technique that is used with women is the Kegel 
exercises, named for the physician who devised them 
(Kegel, 1952). They are designed to exercise and 
strengthen the pubococcygeal muscle, or PC muscle, which 
runs along the sides of the entrance of the vagina. The 
exercises are particularly helpful for women who have had 
this muscle stretched in childbirth and for those who sim- 
ply have poor tone in the muscle. The woman is instructed 


Figure 3 The stop-start technique for treating premature ejaculation and the position of the couple while 


using the stop-start technique. 
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first to find her PC muscle by sitting on a toilet with her 
legs spread apart, beginning to urinate, and stopping the 
flow of urine voluntarily. The muscle that stops the flow is 
the PC muscle. After that, the woman is told to contract 
the muscle 10 times during each of six sessions per day. 
Gradually she can work up to more.” These exercises 
enhance arousal and facilitate orgasm, perhaps by increas- 
ing women’s awareness of and comfort with their genitals 
(Heiman, 2007). They also permit the woman to stimulate 
her partner more because her vagina can grip his penis 
more tightly, and they are a cure for women who have 
problems with involuntarily urinating as they orgasm. 
Kegel exercises are sometimes also used in treating men. 


Bibliotherapy 

Bibliotherapy refers simply to the use of a self-help book 
to treat a disorder. Research shows that bibliotherapy is 
effective for orgasmic disorders in women (Van Lankveld, 
1998). Julia Heiman and colleagues’ Becoming Orgasmic: 
A Sexual Growth Program for Women (1976) has been used 
extensively for this purpose. Bibliotherapy has also been 
shown to be effective for couples with a mixture of sex- 
ual disorders, both in men and in women (Van Lankveld, 
2009; Van Lankveld et al., 2001, 2021). 


Biomedical Therapies 

Beginning in the 1990s, there was increased recognition of 
the biological bases of some sexual disorders. Consistent 
with this emphasis, many developments in medical and 
drug treatments and even surgical treatment have occurred. 


Drug Treatments 

Many promising advances have been made in the identi- 
fication of drugs that cure sexual disorders or work well 
when used together with cognitive behavior therapy or 
other psychological forms of sex therapy (Ashton, 2007; 
Rosen, 2007). 

Certainly the most widely publicized breakthrough 
among these treatments was the release, in 1998, of 
Viagra (sildenafil) for the treatment of erectile disorder 
(Figure 4). Earlier biomedical treatments were unsatis- 
factory for various reasons. For example, intracavernosal 
injections (discussed in the following section) are not 
exactly romantic. Viagra is taken by mouth approximately 
1 hour before anticipated sexual activity. It does not, by 
itself, produce an erection. Rather, when the man is stim- 
ulated sexually after taking Viagra, the drug facilitates the 
physiological processes that produce erection. Specifi- 
cally, it relaxes the smooth muscles in the corpora cav- 
ernosa, allowing blood to flow in and create an erection. 
Averaged over 27 clinical trials, about 57 percent of men 


*Students should recognize the exciting possibilities for doing these 

exercises. For example, they are a good way to amuse yourself in the 
middle of a boring lecture, and no one will ever know you are doing 
them. 


Figure 4 Viagra, one of the prescription drugs 
available for treating erectile disorder. 


Alex Segre/Alamy Stock Photo 


respond successfully to Viagra—compared with 21 percent 
responding to the placebo (Fink et al., 2002). Men have 
generally been quite satisfied with Viagra. Side effects are 
not common; they include headache, flushing, and vision 
disturbances (Ashton, 2007). 

On balance, Viagra seems to be quite safe (Morales et 
al., 1998; Rosen & McKenna, 2002). It does not seem to 
cause priapism (an erection that just won’t go away). Yet 
the very ease of its use may lead physicians to overprescribe 
it and men to demand it in inappropriate circumstances. 
Today it is easily available on the Internet. If the erection 
difficulties are due to a relationship problem, Viagra will 
provide at most a temporary solution. It is not helpful for 
sexual disorders other than erectile disorder. And there is 
no evidence that it enhances sexual performance in men 
who function sexually within the normal range (Mondaini 
et al., 2003). Its recreational or high-performance use is 
cause for concern (Harte & Meston, 2011). 

Viagra was such a success, financially and otherwise, 
that drug companies immediately sought successors— 
drugs that would be more convenient or work in cases 
that were not effectively treated with Viagra. One of these 
is Cialis (tadalafil), which is very 
much like Viagra in that it relaxes 
the smooth muscle sur- 
rounding the arteries MiptoWmelel--mitle emia 
to the penis, facilitating 
engorgement (Montorsi et al., 2004; 
Padma-Nathan et al., 2001). Whereas 
Viagra lasts only a few hours, Cialis is effective for as long 
as 24 to 36 hours. Someone at the drug company appar- 
ently decided that planning to have sex, as one does with 
Viagra, is not a good idea. Drugs 


such as Cialis have been shown to | Bibliotherapy: The use of a self-help 


have no negative effects on sperm 
production or sex hormone pro- 
duction (Hellstrom et al., 2003). 


book to treat a disorder. 


Viagra: A drug used in the treatment 
of erectile disorder; sildenafil. 
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Levitra (vardenafil) and Zydena (udenafil) are other 
drugs that work like Viagra, have slightly different formula- 
tions, and are as effective as Viagra (Chen et al., 2015). All 
of these drugs are in the category of PDES inhibitors. That 
is, they inhibit or block an enzyme (PDES), and by doing 
so, they relax smooth muscles in the arteries to the penis, 
thereby allowing more blood to flow into it. A particularly 
important success story is that these drugs are effective 
in treating erectile dysfunction that results from complete 
surgical removal of the prostate (Brock et al., 2003). 

Another issue concerning Viagra involves the wives or 
partners of men with newfound Viagra-aided erections. Not 
all women, some of whom had adjusted to a relationship 
without intercourse, welcome their husbands’ new capac- 
ity, an issue that has been ignored in the medical “fix” 
approach (Potts et al., 2003; Rosen & McKenna, 2002). 
Often it is important to combine couple therapy with drug 
therapy. Some women, of course, are absolutely delighted 
with the Viagra results (Montorsi & Althof, 2004). 

In cases of hypogonadism or testosterone deficiency in 
men, the gonads (testes) are not producing enough testoster- 
one. The result can be low sexual desire and erection prob- 
lems. Testosterone treatments can be effective in such cases 
(Brock et al., 2016; Morales et al., 2015). Testosterone treat- 
ment should be used only when lab tests confirm that the 
person’s testosterone levels are below the normal range. For 
a man with testosterone in the typical range, extra T will not 
be helpful. Critics note that extensive advertising has created 
a “Low T industry,” in yet another case of medicalization. 

And how about a Viagra for women? The drug com- 
pany Pfizer, as well as many scientists, hoped that Viagra 
would also work for women-—that is, that it would cure 
their orgasm problems. The problem is that Viagra works 
by increasing vasocongestion, and insufficient vaso- 
congestion is probably not what causes most women’s 
orgasm difficulties. After many failed clinical trials, Pfizer 
announced in 2004 that it would give up on testing Viagra 
for women (Harris, 2004). 

In another attempt at a female Viagra, the German 
pharmaceutical company Boehringer developed the drug 
flibanserin (trade name Addyi). It had originally been 
developed to be an antidepressant, but it didn’t work very 
well for that purpose. It acts to reduce levels of the neu- 
rotransmitter serotonin and to increase levels of dopamine 
and norepinephrine. To use terms from the Dual Control 
Model discussed in the chapter “Sexual Arousal,” sero- 
tonin is thought to have an inhibitory effect on sexual 
desire, and dopamine and norepinephrine are thought to 
have excitatory effects. All of that sounds good on paper, 
but the U.S. Food and Drug Administration investigated it 
and issued a negative report in 2010, based on clinical trials 
that showed no actual increase in sexual desire in women 
taking it, compared with controls. Another problem is that 
flibanserin has to be taken every day, in contrast to Viagra, 
which is taken only when needed. Boehringer decided not 
to pursue further work on the drug. 


In 2014 and 2015, the plot thickened for flibanse- 
rin (Moynihan, 2014). The drug was acquired by a new 
company, Sprout Pharmaceuticals. A feminist campaign 
materialized, pressuring the FDA to approve flibanse- 
rin because of the need for a “pink Viagra,” and arguing 
that the FDA was discriminating against women by not 
approving it. As it turned out, the “feminist” campaign 
was actually created and funded by Sprout. And flibanse- 
rin still doesn’t work (Jaspers et al., 2016). But the FDA 
approved it in 2015 because of the pink Viagra campaign. 

Currently, the most promising approach for women’s 
sexual desire problems is combination drugs that act on 
two biological systems at the same time. The combinations 
that have been shown to be effective in clinical trials are 
either (a) testosterone (T) plus sildenafil (S), or (b) testos- 
terone plus buspirone (B), which is an anti-anxiety drug; 
the drug is taken just when needed (Tuiten et al., 2018). 
The choice of which combination drug to use can be per- 
sonalized to the nature of the woman’s desire problem— 
whether it is low sexual excitation (then use T + S), or 
high sexual inhibition (then use T + B). These clinical tri- 
als are very recent, and it will be interesting to see how 
these drugs are developed over the next several years. 

In another development, in 2019 the FDA approved 
the drug Vyleesi (bremelanotide) for the treatment of 
sexual desire problems in women. Clinical trials show 
that it does indeed significantly increase sexual desire 
(Kingsberg et al., 2019; Simon et al., 2019). It is thought 
that Vyleesi works by changing levels of neurotrans- 
mitters in the brain and, in particular, increasing the 
“feel good” neurotransmitter dopamine. Vyleesi is 
self-injected into the thigh or abdomen roughly 45 min- 
utes before sexual activity. That is, it’s used only when 
needed, compared with Addyi, which has to be taken 
every day. Vyleesi, then, can be added to the list of drugs 
(the combination drugs described above) that are help- 
ful for women’s sexual desire problems. 


Intracavernosal Injection 

Intracavernosal injection (ICI) is a treatment for erec- 
tile disorders (Hsiao et al., 2011; Shabsigh et al., 2000). 
It involves injecting a drug (such as alprostadil, or Edex) 
into the corpora cavernosa of the penis. The drugs used 
are vasodilators—that is, they dilate the blood vessels in 
the penis so that much more blood can accumulate there, 
producing an erection. 

Since the introduction of Viagra, ICI is now used 
mainly in cases in which the erection problem is organic 
and the man does not respond to Viagra or its successors. 
It can also be used in conjunction with cognitive behavior 
therapy in cases that have combined organic and psycho- 
logical causes. Like Viagra, ICI can have positive psycho- 
logical effects because it restores the man’s confidence in 
his ability to get erections, and it reduces his performance 
anxiety because he is able to engage in intercourse suc- 
cessfully. There are also potential abuses. Men who have 
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Suction 


Figure 5 A treatment for erectile disorder. An 
external tube, with a rubber band around it, is 
placed over the lubricated penis. Suction applied to 
the tube produces erection, which is maintained by 
the constricting action of the rubber band once the 
plastic tube has been removed. 


normal erections should not use ICI in an attempt to pro- 
duce a “super erection.” 

Alprostadil is also available as a suppository to place 
inside the urethra or as a cream to rub on, eliminating the 
need for the needle. 


Suction Devices 

Suction devices are another treatment for erectile disor- 
ders (Rosen, 2007). Essentially, they pump you up! A 
tube is placed over the penis (see Figure 5). With some 
devices, the mouth can produce enough suction; with oth- 
ers, a small hand pump is used. Once a reasonably firm 
erection is present, the tube is removed and a rubber ring 
is placed around the base of the penis to maintain the 
engorgement with blood. These devices have been used 
successfully with, for example, diabetic men. They can 
also be helpful in combination with cognitive behavior 
couple therapy for cases of erectile dysfunction that are 
mainly psychological in origin (Wylie et al., 2003). 


Surgical Therapy: The Inflatable Penis 

For severe cases of erectile disorder, surgical therapy is pos- 
sible. The surgery involves implanting a penile prosthesis 
(see Figure 6) (Hellstrom, 2003; Lee et al., 2015). A sac 
or bladder of water is implanted in the lower abdomen, 
connected to two inflatable tubes running the length of 
the corpora cavernosa, with a pump in the scrotum. Thus 
the man can literally pump up or inflate his penis so that 
he has a full erection. 

It should be emphasized that this is a radical treatment 
that should be reserved only for those cases that have not 
been cured by sex therapy or drug therapy. The patient 
must understand that the surgery itself destroys some por- 
tions of the penis, so that a natural erection will never 
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cause erection 
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draws fluid 
from reservoir 
when squeezed 


Release valve 


Figure 6 A surgically implanted prosthesis can 
be used in treating erectile dysfunction, although it 
should be regarded as a treatment of last resort. 


again be possible. Research shows that about one-fourth 
of men who have had this treatment are dissatisfied 
afterward. Although the treatment is radical and should 
be used conservatively, it is a godsend for some men 
who have been incapable of erection because of organic 
difficulties. 

In another version of a surgical approach, a semirigid, 
silicone-like rod is implanted into the penis (Fathy et al., 
2007; Ferguson & Cespedes, 2003). This noninflatable 
device is less costly than the inflatable version and has a 
lower rate of complications. 


—SE>EEE>E>EE>E>>EE—————<_——s 
Evaluating Sex Therapy 


One of the most basic questions we must ask about sex 
therapy is, Is it effective? 

Since Masters and Johnson created their therapy 
approach, many additional ther- 


apies have been developed, as || Penile prosthesis (prahs-THEE- 
sis): A surgical treatment for erectile 


described in this chapter. Many 
studies have evaluated the effec- 
tiveness of these therapies. At this 


dysfunction, in which inflatable tubes 
are inserted into the penis. 
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point, there is sufficient evidence evaluating certain treat- 
ments for certain disorders to reach the following conclu- 
sions (Althof, 2007; Fruhauf et al., 2013; Heiman, 2007; 
McCabe et al., 2010): 


= Primary orgasmic disorder in women is successfully 
treated with directed masturbation, and the treatment 
can be enhanced with sensate focus exercises. 


= Treatments for acquired orgasmic dysfunction are 
somewhat less successful. Therapy that combines 
some or all of the following components seems to be 
most effective: sex education, sexual skills training, 
communication skills training, and body image ther- 
apy. The problem here, most likely, is that there are 
many different patterns of acquired anorgasmia, with a 
need to match treatment to the pattern of the disorder, 
something that research has not been able to untangle. 


= Vaginismus is successfully treated with progressive 
vaginal dilators; relaxation, physical therapy, and 
Kegel exercises may also be helpful, but the evidence 
is not as strong. Botox injections may be used with the 
vaginal dilators (Pacik & Geletta, 2017). 


= For premature ejaculation, drugs, specifically some 
antidepressants (serotonin reuptake inhibitors), may be 
combined with CBTtoimproveeffectiveness (Hellstrom, 
2011). 


= Hypoactive sexual desire disorder in women can be 
treated successfully with the kind of therapy developed 
by Masters and Johnson and with cognitive behavior 
therapy. 


One critique points out the medicalization of sexual 
disorders, such as using Viagra to treat male erection 
problems (Farrell & Cacchioni, 2012; Tiefer, 1994, 2000, 
2012; Wentzell, 2017). Research has increasingly identi- 
fied organic sources of sexual disorders, with advances 
that have brought attempts to identify drugs and surger- 
ies, rather than psychotherapies, to treat problems. In 
part, political and financial issues are involved, as physi- 
cians try to seize the treatment of sexual disorders from 
psychologists. But there is also a cost to the patient, as 
the disorder may be given a quick fix with drugs while 
the patient’s anxieties and relationship problems are 
ignored. This medicalization also occurs in a cultural con- 
text in Western nations in which there is a new ideal of 
“successful aging,” in which 70-year-olds should perform 
physically like 40-year-olds (Wentzell, 2017). In this con- 
text, erection problems in older men are seen as a threat 
to masculinity that should be fixed, rather than a natu- 
ral process of aging. The New View of women’s sexual 
problems, discussed earlier in the chapter, was proposed 
in part as an alternative to medicalization. 

Psychiatrist Thomas Szasz is a critic of sex therapy. 
In his book Sex by Prescription (1980) he criticized the 
philosophical basis of sex therapy. Szasz has long been 


an outspoken critic of psychotherapy. He is particularly 
critical of the medical model in dealing with psycholog- 
ical problems (see, for example, his classic The Myth of 
Mental Illness). His essential argument is that psycholo- 
gists and psychiatrists take people who have problems in 
living, or perhaps have freely chosen lifestyles, and clas- 
sify them as “sick” or “mentally ill” (the medical model) 
and in need of therapy. Although the professionals may 
think they are being helpful, they may do more harm than 
good. For example, once people are classified as “sick,” 
the implication is that they need a psychologist or physi- 
cian to fix them up; whereas in fact, Szasz maintains, it 
might be better for them to make active efforts to solve 
their own problems. 

Applying this thinking to the sex therapy field, Szasz 
argued that sex therapists have essentially created a lot of 
illnesses by creating the (somewhat arbitrary) diagnostic 
categories of the sexual disorders. For example, the man 
who cannot have intercourse because he cannot manage 
an erection is said to have “erectile dysfunction,” yet the 
man who cannot bring himself to perform cunnilingus is 
not regarded as having any dysfunction. Why should the 
first problem be an illness and the second one not? A man 
who ejaculates rapidly is termed a “premature ejaculator” 
and considered in need of therapy, but what exactly is 
wrong with ejaculating rapidly? 


Szasz summarized his arguments as follows: 


I do not deny that sexual problems exist or are real... . 
I maintain only that such problems—including sexual 
problems—are integral parts of people’s lives... . 

As some of the examples cited in the book illustrate, 
one medical epoch’s or person’s sexual problem may 
be another epoch’s or person’s sexual remedy. Today, 
it is dogmatically asserted—by the medical profession 
and the official opinion-makers of our society—that it 
is healthy or normal for people to enjoy sex, that the 
lack of such enjoyment is the symptom of a sexual dis- 
order, that such disorders can be relieved by appropriate 
medical (sex-therapeutic) interventions, and that they 
ought, whenever possible, to be so treated. This view, 
though it pretends to be scientific, is, in fact, moral or 
religious: it is an expression of the medical ideology we 
have substituted for traditional religious creeds. (1980, 
pp. 164-165) 


ee 
Some Practical Information 


Avoiding Sexual Disorders 

The motto “Prevention is better than cure” could well 
be applied to sexual disorders. That is, people could use 
some of the principles that emerge from sex therapists’ 
work to avoid having sexual disorders in the first place. In 
the chapter “Sexuality in Perspective” we introduced the 
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concept of sexual health. The following are some princi- 
ples of good sexual mental health: 


1. Communicate with your partner. Don’t expect your part- 
ner to be a mind reader concerning what is pleasurable 
to you. One way to do this is to make it a habit to talk 
to your partner while you are having sex; verbal com- 
munication then does not come as a shock. Some peo- 
ple, though, feel uncomfortable talking at such times; 
nonverbal communication, such as placing your hand 
on top of your partner’s and moving it where you want 
it, works well too (see the chapter “Attraction, Love, 
and Communication” for more detail). 


2. Dont be a spectator. Don’t feel like you are putting on a 
sexual performance that you constantly need to evalu- 
ate. Focus your attention on the giving and receiving of 
sensual pleasures, not on how well you are doing. 


3. Dont set up goals of sexual performance. If you have a 
goal, you can fail, and failure can produce disorders. 
Don’t set your heart on having simultaneous orgasms 
or, if you are a woman, on having five orgasms before 
your partner has one. Just relax and enjoy yourself. 


4. Be choosy about the situations in which you have sex. 
Don’t have sex when you are in a terrific hurry or are 
afraid you will be disturbed. Also be choosy about who 
your partner is. Trusting your partner is essential to 
good sexual functioning; similarly, a partner who really 


cares for you will be understanding if things don’t go 
well and will not laugh or be sarcastic. 


5. “Failures” will occur. They do in any sexual relation- 
ship. What is important is how you deal with them. 
Don’t let them ruin the relationship. Instead, try to 
think, How can we make this turn out well anyhow? 


Choosing a Sex Therapist 

Unfortunately, many states do not have licensing require- 
ments for sex therapists, though most do have require- 
ments for marriage counselors and psychologists. Quite a 
few quacks have hung out shingles saying “Sex Therapist,” 
and many states have made no attempt to regulate this. 
Some of these “therapists” have no more qualifications 
than having had a few orgasms themselves. 

How do you go about finding a good, qualified sex 
therapist? Your state medical or psychological association 
can provide a list of psychiatrists or psychologists and 
may be able to tell you which ones have special training in 
sex therapy. There are also professional organizations of 
sex therapists. The American Association of Sex Educa- 
tors, Counselors, and Therapists certifies sex therapists. 
Choose a therapist or clinic that offers an integrated 
approach that recognizes the potential biological, psycho- 
logical, and relationship influences on any sexual disorder 
and is prepared to address all of these. 
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CHAPTER 17 » SEXUAL DISORDERS AND SEX THERAPY 


ace a 


Using diagnostic labels accurately 


In this chapter, we revisit a critical thinking skill introduced in the chapter “Variations in Sexual Behavior,” think- 
ing clearly about diagnostic labels and applying them accurately. Consider the following case. 

Josh is 22. He has engaged in sexual intercourse on 10 different occasions, with three different women, over a 
period of the last 2 years. On the first three occasions, he got so excited during foreplay that he had an orgasm and 
ejaculated before he was able to insert his penis into her vagina. On the next three occasions, when he got excited, 
he distracted himself by thinking about his grandmother and managed to insert his penis into his partner’s vagina, 
but he still had his orgasm about 30 seconds later. For the most recent four occasions, distracting himself by think- 
ing about his grandmother hasn’t worked, and he is back to having his orgasm before he can even insert his penis 
into his partner’s vagina. He is very upset about the problem but doesn’t know what to do about it. 

Does Josh’s case qualify as premature ejaculation? What should he do about it? Answer these questions before 
you proceed to read the paragraphs that follow. 

To decide whether Josh’s case qualifies as premature ejaculation, we need to look at the experts’ definition, 
and we will use the one given by the International Society for Sexual Medicine. To meet the criteria for premature 
ejaculation, the following must occur: 


= Ejaculation must always or almost always occur prior to or within 1 minute of vaginal penetration. Every one 
of Josh’s attempts at intercourse meets this criterion. 


= In addition, there must be an inability to control or delay when ejaculation occurs. Josh also meets this crite- 
rion. Try though he might, he has not been able to delay his orgasms. 


= Jn addition, the man must feel distressed about the problem, and Josh does. 


Therefore, Josh meets all three criteria and his case would qualify as premature ejaculation (although only a 
trained clinician could make this diagnosis, and then only after a thorough interview). 

Knowing that he meets the criteria, what should Josh do? First, if he hadn’t met the criteria—for example, 
maybe this had happened to him only once and on all other occasions he functioned fine—we might advise him 
to ignore the situation because most men have occasional experiences like this and then go on to function well. 
But Josh does meet the criteria. It is therefore reasonable for him to seek help. A good strategy would be to go 
to a licensed sex therapist. The American Association of Sex Educators, Counselors, and Therapists (AASECT) 
licenses sex therapists and can provide a list of qualified providers by location. Going to his primary care physician 
is probably not the best strategy because primary care physicians receive little or no training in sexuality, much 
less sex therapy. Another strategy would be to try self-help before seeking professional help. He could ask a willing 
partner to help him with the start-stop technique described earlier in this chapter. 
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Kinds of Sexual Disorders 

Sexual disorders fall into four categories: desire disorders 
(hypoactive sexual desire, discrepancy of sexual desire), 
arousal disorders (female sexual arousal disorder, erec- 
tile disorder), orgasmic disorders (premature ejaculation, 
delayed ejaculation, female orgasmic disorder), and sex- 
ual pain disorders (dyspareunia, vaginismus). 


What Causes Sexual Disorders? 

Sexual disorders may be caused by physical factors, indi- 
vidual psychological factors, and interpersonal factors. 
Organic causes include some illnesses, infections, and 
damage to the spinal cord. Certain drugs may also create 
problems with sexual functioning. Individual psycholog- 
ical causes are categorized into immediate causes, such 
as anxiety or cognitive interference; prior learning; emo- 
tional factors; behavioral or lifestyle factors; and sexual 
excitation-inhibition. Interpersonal factors include conflict 
in the couple’s relationship and intimacy problems. The New 
View of women’s sexual problems conceptualizes the issues 
differently and focuses on different categories of causes, 
such as inadequate sexuality education, distress about not 
being able to meet cultural norms regarding ideal sexuality, 
and sexual inhibition due to fear of abuse by one’s partner. 


Therapies for Sexual Disorders 

Therapies for sexual disorders include behavior therapy 
(pioneered by Masters and Johnson) based on learning 
theory, cognitive behavior therapy, mindfulness training, 
acceptance and commitment therapy, couple therapy, 
specific treatments for specific problems (e.g., stop-start 
for premature ejaculation), and a variety of biomedical 
treatments, which include drug treatments (e.g., Viagra, 
Vyleesi). 


Evaluating Sex Therapy 

Evaluations of the effectiveness of sex therapy provide 
evidence that certain disorders can be effectively treated 
by certain therapies. Criticisms of sex therapy focus on 
the medicalization of sexual disorders and on the entire 
enterprise of identifying and labeling particular patterns 
of behavior as disorders. 


Some Practical Information 

Steps to prevent the occurrence of sexual disorders 
include good couple communication and not setting up 
sexual performance goals. When choosing a sex therapist, 
it is important that the person is licensed or certified. 


SUGGESTIONS FOR FURTHER READING 


Brotto, Lori (2018). Better sex through mindfulness. 
Greystone Books. Brotto, a distinguished sex 
researcher, brings the concepts of mindfulness, dis- 
cussed in this chapter, to this self-help book. 


McCarthy, Barry, and McCarthy, Emily. (2009). Dis- 
covering your couple sexual style: The key to sexual 
satisfaction. Taylor & Francis. Another good sex self- 
help book. 


Nagoski, Emily. (2015). Come as you are. Simon & 
Schuster. This is a great book to use for bibliotherapy. 
It is solidly grounded in science. 


Tiefer, Leonore. (2018). Sex is not a natural act, and other 
essays, 2nd ed. Routledge. Tiefer is a brilliant and 
entertaining writer, and her criticisms of sex therapy 
are insightful. 
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1. I hear there’s a lot of chlamydia going 
around. How can I know whether I have it? 


2. Is there a cure for herpes? 
3. Why isn’t there a vaccine yet against HIV? 


4. My partner has no symptoms of any STIs. 
Should we still practice safer sex? 


Read this chapter to find out. 
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Mi: and Luis get home after an evening on the town and enter the house hungry 
for passion. The two embrace, clinging to each other, longing for each other. Luis 
slowly undresses Maria, hungry for the silky flesh he feels beneath him. As their passion 
grows, she begins reaching for him, ripping his clothes off as she explores his body with 
her tongue. As Luis gets more and more excited, Maria rips a condom package open with 
her teeth and slowly slides the condom over Luis’s erect penis. After an hour of incredible 
lovemaking, Luis, exhausted with pleasure, turns to Maria and says, “You were right, the 


BEST sex is SAFE sex with LATEX!”* 


*From a student essay. 


The sexual scene is not the same as it was during the 
sexual revolution of the 1960s and 1970s. AIDS poses 
a real threat, as does untreated chlamydia and HPV. In 
2018, 1 in 5 adult Americans had an STI (Tuddenham et 
al., 2022). We need to do many things to combat these 
threats. One is that we must rewrite our sexual scripts, as 
the quotation above illustrates. We also need to inform 
ourselves, and the goal of this chapter is to provide you 
with the important information you need to make deci- 
sions about your sexual activity. 

Your health is very important, and a good way to ruin it 
or cause yourself a lot of suffering is to have an untreated 
case of a sexually transmitted disease (STD), also called 
a sexually transmitted infection, or STI. Consequently, it 
is very important to know the symptoms of the various 
kinds of STIs so you can seek treatment if you develop 
any of them. Also, there are some ways to prevent STIs or 
at least to reduce your chances of getting them, and these 
are certainly worth knowing about. Finally, after you have 
read some of the statistics on how many people contract 
STIs every year and on your chances of getting one, you 
may want to modify your sexual behavior somewhat. If 
you love, love wisely. 

One of the most disturbing things about the STI epi- 
demic in the United States is that it disproportionately 
affects teens and young adults. People between the ages 
of 15 and 24 account for half of all new STDs, and 1 in 
4 sexually active adolescent girls have an STD (Centers 
for Disease Control and Prevention [CDC], 2017b). For 
people in this age group, three infections—human papillo- 
mavirus (HPV), trichomoniasis, and chlamydia—account 
for the great majority of cases. It is clear that prevention 
efforts, including sexuality education for youth, must have 
a higher priority than they have had in the past. 

The STIs are presented in this chapter in the follow- 
ing order. First we look at a group of three diseases— 
chlamydia, HPV (genital warts), and herpes—that are all 
frequent among college students. After that is a discus- 
sion of HIV infection and AIDS, which is less common 
among college students but is one of the world’s major 
public health problems and is generating an enormous 
amount of research. Next we discuss gonorrhea, syphilis, 


hepatitis B, and trichomoniasis. 
Then comes not an infection but a 
bug, the pubic louse. After a prac- 


tical section for you on preventing | are a thin, clear discharge and mild 
STIs, the chapter ends with a sec- | pain on urination; females are fre- 


tion about various other genital } quently asymptomatic. 
infections that, for the most part, 
are not sexually transmitted. 

Some STIs are caused by bacteria, some are caused by 
viruses, and a few are caused by other organisms. The dis- 
tinction between bacterial infections and viral infections 
is important because bacterial infections can be cured 
using antibiotics. Viral infections cannot be cured, but 
they can be treated to reduce symptoms. Chlamydia, gon- 
orrhea, and syphilis are all caused by bacteria. Herpes, 
AIDS, HPV, and hepatitis B are caused by viruses. 

Many statistics throughout this chapter are taken from 
the Centers for Disease Control and Prevention (CDC) 
website (www.cdc.gov/std). The CDC is in Atlanta, 
Georgia. It is the federal agency that monitors diseases 
in the United States and conducts research and preven- 
tion programs. Data from the CDC are used so frequently 
throughout the chapter that I do not provide a citation 
every time. Information on STIs changes quickly; for the 
most up-to-date information, check the website. 

One final note before we proceed: A lot of illustrations 
in this chapter show the symptoms of various STIs, and 
some of the photos may make you say “Nasty!” These 
illustrations are not meant to scare you but rather to help 
you recognize the symptoms of STIs. You should know 
what herpes blisters, for example, look like, in case you 
spot them on a prospective sexual partner and in case 
they appear on you. 


Chlamydia 


Chlamydia trachomatis is a bacterium that is spread by sex- 

ual contact and infects the genital organs of all genders. 
Statistics indicate that chlamydia is one of the major 

sexually transmitted infections in the United States. 


Chlamydia (klah-MIH-dee-uh): An 
organism causing a sexually transmit- 
ted infection; the symptoms in males 
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Approximately 1.8 million new cases of chlamydia are 
reported each year in this country, compared with 600,000 
cases of gonorrhea (CDC, 2021f). Adolescent girls have a 
particularly high rate of infection. When a man consults a 
physician because of a urethral discharge, his chances of 
having chlamydia are greater than his chances of having 
gonorrhea. It is important that the correct diagnosis be 
made because chlamydia does not respond to the drugs 
used to cure gonorrhea. 


Symptoms 

The main symptoms in men are a thin, usually clear dis- 
charge from the penis and mild discomfort on urination 
appearing 7 to 21 days after infection (Stamm, 2008). The 
symptoms are somewhat similar to the symptoms of gonor- 
rhea in males. However, gonorrhea tends to produce more 
painful urination and a more profuse, puslike discharge. 
Diagnosis is made from a urine sam- 
ple in men and from a 
sample of cells from the 
vagina (or urine sam- 
ple) in women. Tests 
are then used to detect 
the bacterium. Unfortu- 
nately, 75 percent of the cases of chlamydia infection are 
asymptomatic in women. This means that the woman never 
goes to a clinic for treatment, and she goes undiagnosed 
and untreated. The consequences of untreated chlamydia 
in women are discussed in the next section. Even among 
men, 50 percent of the cases are asymptomatic. 


| hear there’s a lot 
of chlamydia going 


around. How can | know 
whether I| have it? 


Treatment 

Chlamydia is quite curable. It is treated with azithromycin 
or doxycycline (Workowski & Bolan, 2015). It does not 
respond to penicillin. Poorly treated or undiagnosed cases 
may lead to a number of complications: urethral damage, 
epididymitis (infection of the epididymis), Reiter’s syn- 
drome,’ and proctitis in men who have had anal inter- 
course. Women with untreated or undiagnosed chlamydia 
may experience serious complications if not treated: pelvic 
inflammatory disease (PID), and 
possibly infertility due to scarring 
of the fallopian tubes. A baby born 
to an infected mother may develop 
pneumonia or an eye infection. 


Asymptomatic (ay-simp-toh-MAT-ik): 
Having no symptoms. 

Pelvic inflammatory disease 

(PID): An infection and inflammation 
of the pelvic organs, such as the 


fallopian tubes and the uterus. 

HPV: Human papillomavirus, the virus 
that causes cervical cancer. 

Genital warts: Warts on the genitals 
caused by HPV. 


Prevention? 
Scientists doing 
chlamydia have a major goal of 
developing a vaccine that would 


research on 


'Reiter’s syndrome involves the following symptoms: urethritis, eye 
inflammations, and arthritis. 


prevent infection. Vaccines have been developed that are 
effective in mice, but technical obstacles prevent their use 
with humans. 

Until a vaccine is available, one of the most effective 
tools for prevention is screening. The problem with chla- 
mydia is that so many infected people are asymptomatic 
and spread the disease unknowingly. In screening pro- 
grams, asymptomatic carriers are identified, treated, and 
cured so that they do not continue to spread the disease. 
One possible approach is universal screening of all those 
age 13 or older in pediatric clinics. One program like this 
in North Carolina successfully identified numerous cases 
of undetected chlamydia (Allison et al., 2022). Interest- 
ingly, many of those adolescents had told the pediatrician 
that they had never engaged in sex, so their cases would 
not have been detected without universal screening. 

Another promising approach is home test kits available 
online. The individual collects samples on swabs, from the 
vagina, anus, and mouth, and returns them to a lab. These 
tests can detect not only chlamydia, but other STIs as well, 
including HIV and gonorrhea. In one demonstration proj- 
ect with men who have sex with men, home test kits found 
that 9 percent were positive for chlamydia and 10 percent 
were positive for gonorrhea (Rahib et al., 2022). They 
were then alerted to get medical treatment. Free testing 
kits are available online at www.iwantthekit.org. 

On an individual level, the best method of prevention 
is the consistent use of a condom. 


HPV 


HPV stands for human papillomavirus, which increases 
the risk of certain cancers such as cervical cancer and 
causes genital warts. Genital warts are cauliflower-like 
warts appearing on the genitals, usually around the ure- 
thral opening of the penis, the shaft of the penis, or the 
scrotum in males, and on the vulva, the walls of the vagina, 
or the cervix in females (see Figure 1). Warts may also 
occur on the anus. Typically they appear 3 to 8 months 
after intercourse with an infected person. The majority of 
people infected with HPV, however, are asymptomatic. 

HPV is the most common sexually transmitted infec- 
tion in the United States, with 13 million new cases each 
year (CDC, 2021f). In the pre-vaccine era, among females 
aged 14 to 59, 43 percent were infected (CDC, 2014a). Not 
all of those, though, were the cancer-causing types. Again 
in the pre-vaccine era (2003-2006), 12 percent of women 
had one of the cancer-causing types; that number went 
down to 5 percent in the vaccine era (2007-2010), despite 
the fact that many people are not getting vaccinated. Just 
think what we could do if everyone were vaccinated! 

HPV infection is the single most important risk fac- 
tor for cervical cancer (CDC, 2014a). In fact, more than 
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Figure 1 Genital warts (a) on the penis and (6) on 
the vulva. 


(a) Dr. P. Marazzi/Science Source; (b) Susan Lindsley/CDC 


40 distinct types of HPV are sexually transmitted. Some 
types (6 and 11) cause genital warts and are called “low 
risk” because they do not cause cancer. Other types 
sharply increase the risk of cervical cancer and are called 
high-risk types. HPV 16 and 18 account for 70 percent of 
the cases of cervical cancer (CDC, 2017b). HPV infection 
is also associated with cancer of the penis and anus. 

Research shows that oral sex can transmit HPV. Indi- 
viduals infected this way have an increased risk of oral 
cancers, that is, cancer of the mouth or throat (Meites et 
al., 2019). Each year in the United States, HPV still causes 
13,000 oral cancers, 11,000 cervical cancers, and 6,000 
anal cancers (Meites et al., 2019). 

It is also true that about 90 percent of HPV infections 
are asymptomatic and go away by themselves within 2 
years (CDC, 2014a). Does that mean there’s no need for 
vaccination or safer sex practices? Of course not, because 


you don’t want to be in the 10 percent who continue to 
harbor the virus, transmit it to others, or get warts or cer- 
vical or other cancers. 


Diagnosis 

A DNA test can be run on a sample of cells from the cervix 
to detect the types that are linked to cervical cancers. Tests 
for high-risk types on the penis and anus have not yet been 
developed. For warts, diagnosis can sometimes be made 
simply by inspecting the warts, if they are present, because 
their appearance is distinctive. However, some strains of 
warts are flat and less obvious. Also, the warts may grow 
inside the vagina and may not be detected there. 


Treatment 

Several treatments for genital warts are available. Chemi- 
cals such as podophyllin or bichloroacetic acid (BCA) can 
be applied directly to the warts. Typically these treatments 
have to be repeated several times, and the warts then fall 
off. With cryotherapy (often using liquid nitrogen), the 
warts are frozen off; again, it is typically necessary to apply 
more than one treatment. Drugs such as Podofilox cream 
can be applied by the patient. Many cases of HPV infection 
go away on their own, but others persist for long periods. 


Vaccine 
As noted, almost all cases of cervical cancer are linked to 
HPV infection. Therefore, a vaccine against HPV would 
prevent most cases of cervical cancer. The vaccine is 
called Gardasil and must be administered in three shots 
over a 6-month period. The goal is to administer it to chil- 
dren around ages 11 to 12, before sexual activity would 
have started. The “quadrivalent” vaccine protects against 
four HPV types including 16 and 18, the ones associated 
with cervical cancer, as well as two other types that cause 
most cases of genital warts, which would also be good to 
avoid. Randomized controlled trials show the vaccine to be 
highly (95 percent) effective (Winer & Koutsky, 2008). We 
recommend that all girls be given this vaccination against 
cervical cancer. It is also approved for women up to age 26. 
The vaccine is also approved for boys, in whom it prevents 
penile, anal, and mouth cancer from HPV. The newest 
Gardasil vaccine is “9-valent” and protects against nine types. 
There is a race issue here too. Whereas the most com- 
mon cancer-causing types for White Americans are 16 
and 18, the most common ones for African Americans 
are 33, 35, 45, and 58 (Vidal et al., 2014). The 4-valent 
vaccination protects against 16 and 18 but not the oth- 
ers. It was developed for the most common U.S. types; 
because European Americans constitute more than 50 
percent of the U.S. population, their pattern dominated 
the results. The good news is that the newer, 9-valent vac- 
cine protects against additional types that are more com- 
mon among African Americans. 
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Genital herpes (HER-pees): A 
sexually transmitted infection, the 


symptoms of which are small, painful 
bumps or blisters on the genitals. 


(a 
Genital Herpes 


Genital herpes is a disease of the genital organs caused by 
the herpes simplex virus (HSV). Two strains of HSV are 
circulating: HSV-1 and HSV-2. In simpler times, HSV-2 
caused genital herpes and HSV-1 caused cold sores 
around the mouth. Today, however, there is more crossing 
over. Genital herpes, then, can be caused by either HSV-1 
or HSV-2. Genital herpes is transmitted by sexual inter- 
course and by oral-genital sex. 

According to well-sampled studies, 12 percent of 
Americans are infected with HSV-2 (CDC, 2021g). Rates 
of infection are higher among women (16 percent) than 
men (8 percent), probably because, during penis-in-vagina 
sex, infections are more easily transmitted from men to 
women than from women to men. The great majority 
of those who are infected are asymptomatic and do not 
know they are infected. These people transmit the disease 
to others unknowingly. 


Symptoms 

The symptoms of genital herpes caused by HSV-2 are small, 
painful bumps or blisters on the genitals (see Figure 2). 
Typically they appear within 2 to 3 weeks of infection. 
In women, they are usually found on the vaginal lips; in 
men, they usually occur on the penis. They may be found 
around the anus if the person has had anal intercourse. 
The blisters burst and can be quite painful. Fever, painful 
urination, and headaches may occur. The blisters heal on 
their own in about 3 weeks in the first episode of infec- 
tion. The virus continues to live in the body, however. It 
may remain dormant for the rest of the person’s life. But 
the symptoms may recur unpredictably, so that the person 
repeatedly undergoes 7- to 14-day periods of sores. HSV-1 
infections tend to be less severe. 

People with herpes are most infectious when they are 
having an active outbreak. However, people are infectious 
even when there is no outbreak or if they have never been 
symptomatic. Therefore, there is no completely safe period. 


Treatment 

Unfortunately, there is no drug that kills the virus; that is, 
there is no cure. Researchers are pur- 
suing two solutions: drugs that treat 
symptoms in someone 
who is already infected, 
and vaccinations that 
would prevent herpes. 
The antiviral drugs acyclovir 
and valacyclovir do not cure the 
disease, but they are effective at 
shortening outbreaks and prevent- 
ing recurrences (CDC, 2021g). 


Is there a cure for 
herpes? 


(6) 


Figure 2 (a) Herpes blisters on the penis. 
(b) Herpes blisters on the vulva. 


(a) Clinical Photography, Central Manchester University Hospitals 
NHS Foundation Trust, UK/Science Source; (b) Biophoto Associates/ 
Science Source 


They also reduce rates of transmission from an infected 
partner to an uninfected one. 


Long-Term Consequences 

People with recurrent herpes may develop complications 
such as meningitis or narrowing of the urethra due to scar- 
ring, leading to difficulties with urination. However, such 
complications do not affect the majority of those with her- 
pes. There are two more serious long-term consequences. 
One is that having a herpes infection increases one’s risk 
of becoming infected with HIV, probably because the 
open blisters during an outbreak make it easy for HIV to 
enter the body. Therefore, people who have herpes should 
be especially careful to use safer sex practices. 

The other serious risk involves the transfer of the virus 
from mother to infant in childbirth, which in some cases 
leads to serious illness or death in the baby (Hollier & 
Jamieson, 2020; Workowski & Bolan, 2015). The risk of 
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transmission to the infant is highest in women who have 
recently been infected and are having their first outbreak. 
The risk is less with women who have had the disease lon- 
ger, and is low if the woman is not having an outbreak. 
C-sections are therefore usually performed on women 
with an outbreak, but vaginal delivery is possible if there 
is not an outbreak. 


Psychological Aspects: 

Coping with Herpes 

Some call it the Scarlet H—the stigma associated with 
herpes (Park, 2021). The psychological consequences of 
herpes need to be taken as seriously as the medical conse- 
quences. The range of psychological responses is enormous. 
At one end of the spectrum are people with asymptomatic 
herpes, who are not aware that they have the disease and 
are happily sexually active—and at the same time unknow- 
ingly spreading the disease to others. At the other end of 
the spectrum are people who experience frequent, severe, 
painful recurrences, who feel stigmatized because of their 
disease, and who believe that they should abstain from sex 
to avoid infecting others (Merin & Pachankis, 2011). These 
difficulties are aggravated by the fact that outbreaks are 
often unpredictable, and current scientific evidence indi- 
cates that people are somewhat infectious even when they 
are not having an active outbreak. On the other hand, many 
people with herpes are able to cope. 


_—_—_——>E——SS_ eas) 
HIV Infection and AIDS 


In 1981, a physician in Los Angeles reported a mysteri- 
ous and frightening new disease identified in several gay 
men. Within two years, the number of cases had esca- 
lated sharply and the gay community had become both 
frightened and outraged; within a few more years, the fed- 
eral government had funded a major public health effort 
aimed at understanding and eradicating the disease. The 
disease was named AIDS, an abbreviation for acquired 
immune deficiency syndrome. The virus that causes AIDS 
is called HIV, for human immune deficiency virus. 

As the name implies, HIV destroys the body’s natural 
system of immunity to diseases. Once HIV has damaged 
an individual’s immune system, opportunistic diseases 
may take over, and they can kill. The good news is that 
today we have excellent antiviral drugs that can suppress 
the virus to the point that it is undetectable in the blood, 
although it is still present at low levels. These drugs are 
described in a later section. 


An Epidemic? 

By the end of 2019, roughly 1.1 million people in the 
United States had been diagnosed with HIV infection, 
and 720,000 of them had died from it (CDC, 2021h). 


Experts estimate that 77 million people worldwide have 
been infected with HIV, although the majority of them 
show no symptoms yet and are unaware that they are 
infected (UNAIDS, 2018). In 2017 alone, HIV infection 
caused approximately 1 million deaths worldwide. Thus 
the terms global epidemic and pandemic (a widespread epi- 
demic) have been used, with reason. 


Transmission 
HIV is transmitted by exchange of body fluids: semen, 
blood, and possibly secretions of the cervix and vagina. 
HIV is spread in four ways: (1) by sexual intercourse 
(either penis-in-vagina intercourse or anal intercourse’); 
(2) by contaminated blood (a risk for people who receive 
a blood transfusion if the blood has not been screened); 
(3) by contaminated hypodermic needles (a risk for those 
who inject drugs or for health care workers who receive 
accidental sticks); and (4) from an infected woman to her 
baby during pregnancy or childbirth. 

Supporting these assertions, 2019 statistics for adult 
and adolescent cases of HIV in the United States indicate 
that infected men are from the following exposure catego- 
ries: (1) men who have sex with men (66 percent of total 
cases); (2) heterosexual contact (7 percent); (3) injection 
drug use (4 percent); (4) multiple sources (4 percent); 
and (5) other, including recipients of contaminated blood 
transfusions (1 percent) (CDC, 2021h). Among women, 
the leading categories of exposure are heterosexual con- 
tact (16 percent) and injection drug use (1 percent) 
(CDC, 2021h). Worldwide, the majority of cases result 
from heterosexual transmission. 

How great is your risk of becoming infected with HIV? 
In essence, it depends on what your sexual practices are 
(leaving aside the issues of injection drug use, which 
are beyond the scope of this book). The sexual behavior 
most likely to spread AIDS is anal intercourse, and being 
the receiving partner puts one most at risk. This is true for 
heterosexuals as well as gay people. Whatever your sexual 
orientation, the greater your number of sexual partners, the 
greater your risk of getting infected with HIV. 

Heterosexual, penis-in-vagina intercourse spreads HIV 
as well. The risk varies considerably depending on who 
you have sex with and whether 
you use a condom. Sexual inter- 


course is riskier if it is with a person 
who is infected with HIV (seroposi- 
tive), if the person is in a high-risk 
group (gay, injection drug user), or 
if condoms are not used. A study 
of heterosexual transmission of 
HIV among 415 Ugandan cou- 
ples in which one partner was 


AIDS (acquired immune deficiency 
syndrome): A sexually transmitted 
disease that destroys the body’s nat- 
ural immunity to infection so that the 


person is susceptible to and may die 

from a disease such as certain pneu- 

monias or cancers. 

HIV: Human immune deficiency virus; 
the virus that causes AIDS. 


There is also a chance that mouth-genital sex can spread HIV, par- 
ticularly if there is ejaculation by an infected person into the mouth. 
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AIDS in Thailand 


lobally, HIV is pandemic; that is, it is an epidemic 
G| that has spread around the world. UNAIDS 

(2018) estimates that 37 million people are living 
with HIV today worldwide. Of those, 25.7 million are 
in sub-Saharan Africa, and an additional 5.2 million are in 
Asia and the Pacific. In 2017 alone, there were 1.8 million 
new infections. This pandemic is producing serious social 
and economic strains on many countries, as well as the 
suffering of individuals. 

Asia initially lagged behind other regions in the spread of 
HIV. Thailand is a notable exception to the pattern: An epi- 
demic raged there early on. By the early 1990s, depending 
on the region of the country, 40 to 50 percent of injection 
drug users were infected, as were 20 to 45 percent of brothel 
prostitutes. Approximately | million of the 60 million peo- 
ple of Thailand are believed to have been infected. 

Sociocultural context is the key to understanding why 
AIDS struck Thailand. Two closely linked factors are Thai- 
land’s commercial sex industry and its booming sex tourism 
(Bishop & Limmer, 2018). A large commercial sex industry 
flourishes in Thailand. It is estimated that approximately 
half a million adolescents and young women there work as 
prostitutes, most of them being in the 16 to 24 age group. A 
wide variety of forms of prostitution exist, catering to every 
budget, ranging from call girl agencies, executive clubs, and 
go-go bars to massage parlors, brothels, streetwalkers, and 
even mobile operations that go out to rural areas. 

Why is there such a large commercial sex industry 
in Thailand? The major factor is economics. Social and 
income gaps in Thailand are enormous, ranging from rural 
areas characterized by great poverty to the conspicuous 
wealth of Bangkok. A young rural girl may go to the city and 
enter prostitution to pay off family debts, for example. Pros- 
titution is very lucrative; it has been estimated that com- 
mercial sex workers can earn 25 times as much as young 
women who work as maids and in other jobs available to 
them. Another factor is a cultural belief that women are of 
only two types: virtuous women, who are virgins until mar- 
riage, and prostitutes. Thailand is also a country that histori- 
cally practiced polygamy and concubinage. And a man who 
does not use prostitutes is considered something less than 
a real man. These cultural factors combine to create great 
demand for prostitutes. Finally, beginning around the time 
of the Vietnam War, Thailand became a sex playground for 
foreign tourists and remains so to the present day. 

Tourism provides more clients for prostitutes and 
therefore provides the incentive for more women to enter 


prostitution. But sex tourism also plays a major role in the 
international spread of HIV, bringing it into Thailand and 
in turn spreading it to the home countries of the tourists. 

Yet Thailand is regarded as a major success story. In 
1990 AIDS education was introduced into the schools. 
In 1991 a “100 percent condom program” was instituted 
with the help of the owners of sex parlors and sex workers, 
encouraging all clients to use condoms. The government 
supplied 60 million condoms a year to the effort. Officials 
estimate that without the condom campaign 10 percent 
of adult Thais would have been infected by 2000, whereas 
only 2 percent were. 

Despite the success of these efforts, the epidemic is 
still serious. Thai officials, working with researchers in 
the United States and other nations, have therefore con- 
sidered more daring strategies. 

Promising vaccines against HIV have been developed 
in the United States, but conducting clinical trials to test 
the efficacy of the vaccines in real life is extremely difficult. 
Think for a moment about what it would require. Thai offi- 
cials, facing a desperate situation, have taken the lead in 
conducting trials there. Thus it is possible that Thailand’s 
tragedy will lead to the identification of an effective vaccine 
that can be used worldwide to halt the pandemic. In fact, in 
2009 researchers announced exciting results from a 6-year 
trial of an HIV vaccine with 8,000 Thais and 8,000 controls 
(Cohen, 2009; Graham, 2009). The vaccine was about 30 
percent effective. The vaccine was far from perfect, but it 
showed progress and gave researchers hope of creating an 
improved model (see the section Vaccine for an explanation 
of all the difficulties in creating a vaccination against this 
particular virus). Other researchers noted that a partially 
effective vaccine could lead to vaccine-resistant strains, 
which would be a terrible outcome (Herbeck et al., 2018). 
Most recently, results from a trial of a new vaccine, tested 
in multiple sites in Thailand, Africa, and the United States, 
found that it stimulated the relevant immune response in 
humans and, in trials with rhesus monkeys, was 67 percent 
effective (Barouch et al., 2018; Pavlakis & Felber, 2018). It’s 
not perfect, but it’s progress, and Thailand is contributing 
in major ways to that progress (Zolla-Pazner et al., 2021). 


Sources: Cohen (2003, 2009); Dhalla et al. (2009); Duerr et al. 
(2008); Graham (2009); Simon et al. (2006); Stanecki & Marais 
(2008); Stoneburner et al. (1994). 
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infected at the beginning and one was not indicated that 
22 percent of the uninfected became infected over a 2-year 
period (Quinn et al., 2000). The higher the viral count in 
the infected person, the greater the rate of transmission. 
None of the circumcised men became infected. 

Most important, condoms are 80 to 95 percent 
effective in protecting against HIV transmission during 
heterosexual intercourse if used consistently (Steiner 
et al., 2008). This isn’t perfect protection, but it’s darned 
good and far better than no protection. Far-right reli- 
gious groups have tried to convince the public—especially 
schoolchildren—that condoms are totally ineffective, but 
the scientific studies say otherwise. 


The Virus 

HIV is one of a group of retroviruses. Retroviruses repro- 
duce only in living cells of the host species, in this case 
humans. They invade a host cell, and each time the host cell 
divides, copies of the virus are produced along with more 
host cells, each containing the genetic code of the virus. Cur- 
rent research is aimed at finding drugs that will prevent the 
virus from infecting new cells. At least two strains of HIV 
are found in the United States today, HIV-1 and HIV-2, and 
there are several subgroups of HIV-1 that differ genetically. 

HIV invades a specific group of white blood cells 
(lymphocytes) called CD4+ T-lymphocytes. We’ll just call 
them T cells. These cells are critical to the body’s immune 
response in fighting off infections. When HIV reproduces, 
it destroys the infected T cell. Eventually the HIV-positive 
person’s number of T cells is so reduced that there is little 
defense against infections. 

Scientists have pressed hard to understand the func- 
tioning of HIV. They have identified two coreceptors for 
HIV, CCRS5 and CXCR4, which allow HIV to enter T cells 
(Harrington & Swanstrom, 2008). CCRS5 seems to be the 
important coreceptor in the early stages of the disease 
and CXCR4 in the later stages. This discovery may lead 
to advances in treatment if drugs can be used that block 
these coreceptors. 


The Disease 

The Centers for Disease Control established the following 
categorization for broad classes of HIV infection and pro- 
gression of the disease (Selik et al., 2014): 


1. Stage 0. This stage begins with initial infection and 
development of antibodies to the virus over the next 
2 to 8 weeks. The stage is confirmed by a positive test for 
antibodies to HIV, and lasts as long as the person keeps 
feeling well and the T cell count stays around 1,000. 
A normal count is approximately 1,000 T cells per uL of 
blood. If they haven’t been tested, people in Stage 0 can 
be asymptomatic carriers and can infect others. 


2. Stage I. The T cell count drops but is still over 500. 
The person may still have no outward symptoms. The 


immune system is silently declining, however. In this 
stage, people may develop symptoms that are not 
immediately life-threatening: swollen lymph nodes, 
night sweats, fever, diarrhea, persistent yeast infections 
in the throat or vagina, shingles, fatigue, or abnormal 
cells in the cervix. With systems of early detection and 
treatment in the United States, though, infected peo- 
ple may have few symptoms. Those in poor nations 
often are not so fortunate. 


3. Stage 2. The T cell count falls to between 200 and 499. 


4. Stage 3, AIDS. The T cell count falls below 200. People 
in this stage are vulnerable to opportunistic infections 
that can be life-threatening. Opportunistic infections 
are ones that occur only in people with severely com- 
promised immune systems. Examples are Pneumocys- 
tis jirovecii pneumonia (a rare form of pneumonia), 
Kaposi sarcoma (a rare form of skin cancer), and inva- 
sive cervical cancer. 


Diagnosis 

The blood tests that detect the presence of antibodies to 
HIV are easy and cheap to perform. They can be used 
in two important ways: (1) to screen donated blood; all 
donated blood in the United States is screened, so infec- 
tions because of transfusions should be rare, although some 
did occur before the first blood test was developed, and a 
tiny risk remains even with these tests; and (2) to help peo- 
ple determine whether they are infected (HIV-positive). 
The latter use is important; if people suspect that they are 
infected and find through testing that they are, they can 
begin medical care. In addition, they should either abstain 
from sexual activity or, at the very least, use a condom con- 
sistently, in order not to spread the disease to others. 

Multiple tests have been developed. The most com- 
mon ones use blood, from as little as a finger stick, and 
they detect antibodies to HIV in the blood (Hurt et al., 
2017). Here’s the catch. It takes a while after infection for 
antibodies to form, so these tests are not accurate until 
enough antibodies have been produced to be detected. 
The time from initial infection until a test can detect the 
antibodies is called the “window period.” Most tests can- 
not detect antibodies until about 30 days after infection. 

Other blood tests detect antigens and antibodies. These 
shorten the window period to about 18 days because anti- 
gens are produced before antibodies. Notice that none 
of the currently available tests detect HIV itself. There- 
fore, they cannot give accurate results until a product of 
HIV—antigens or antibodies—is produced in the body in 
sufficient quantities to be detected. 

Two additional points are important to keep in mind. 
Blood tests are more accurate than saliva tests. And lab- 
oratory tests are more accurate than home tests. The 
bottom line: if you want an accurate test—and this is a sit- 
uation in which accuracy is everything—go to a clinic and 
have a blood test. 
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Treatment 

There is not yet any cure for AIDS. However, treatments 
are available that control the disease. One of the first of 
the effective antiviral drugs is AZT (azidothymidine, also 
called zidovudine or ZDV), and it has been used widely. It 
can stop the virus from multiplying, but it cannot repair 
the person’s damaged immune system. Other examples 
of effective antiretroviral drugs are DDI and D4T. Some 
people experience serious side effects from these drugs, 
and sometimes they stop being effective after a period of 
time, so scientists pursued other drugs. Another class of 
effective drugs is protease inhibitors. They attack the viral 
enzyme protease, which is necessary for HIV to make cop- 
ies of itself and multiply. Another drug is darunavir, which 
acts on Viruses that are resistant to the protease inhibitors. 

Today, patients take a “drug cocktail” of a combination 
of these drugs, called ART for antiretroviral treatment 
(Fauci et al., 2014). Many patients take only a single com- 
bination pill per day, with relatively minor side effects. 
ART has made HIV infection a manageable disease, 
somewhat like diabetes, with many HIV-infected individ- 
uals now expected to survive into their seventies. These 
combination pills can achieve viral suppression so that the 
viral load is so low that it is undetectable (Scott, 2020). 
At this point, the person cannot transmit the virus to a 
sex partner. Typically viral suppression can be achieved 
within 6 months of starting ART. ART has revolutionized 
the lives of people living with HIV. 

On another front, progress is also being made with 
drugs that prevent the opportunistic infections that strike 
people with AIDS. The drug pentamidine, for example, in 
aerosol form, is a standard treatment to prevent Pneumo- 
cystis carinii pneumonia. 

Another major advance is preexposure prophylaxis 
(PrEP), which refers to giving an uninfected person 
antiretrovirals so they don’t become infected. (Prophylaxis 
means “prevention.”) PrEP is a major prevention strat- 
egy for people who are in high-risk situations, such as an 
HIV-negative person whose sexual partner is HIV-positive, 
and the CDC has issued guidelines for its use (CDC, 
2014b). In a clinical trial, PrEP was highly effective 
as long as the person took a pill every day or at least 4 
times per week (Grant et al., 2014). In another clinical 
trial, men who had sex with men took PrEP before and 
after sexual activity, but not at other times. This protocol 
reduced the risk of infection by 86 percent compared with 
the untreated control group (Molina et al., 2015). 


Women, Children, 


AZT: A drug used to treat HIV-infected | People of Color, and 
persons; also called ZDV. AIDS 
Preexposure prophylaxis (PrEP): The | In the early days of the AIDS 


use of antiretroviral drugs to prevent 
infection in people who are HIV-neg- 
ative and are in a high-risk category. 


epidemic, men accounted for 
most cases in the United States, 
but the picture has since changed 


considerably. Whereas in 1985 women were only 7 percent 
of AIDS cases, today they are 18 percent (CDC, 2021h). 
HIV/AIDS is now the fifth-leading cause of death for U.S. 
women between the ages of 25 and 44 and is the leading 
cause of death for African American women between the 
ages of 25 and 34. The urgency of addressing the needs of 
women with HIV infection is thus increasing. 

New cases of women with HIV infection are most 
likely to be the result of heterosexual contact and injec- 
tion drug use (CDC, 2021h). 

Women need far more recognition in AIDS research. 
For example, intervention programs tailored to the needs 
of women should be developed. Such programs should 
include sexual assertiveness training, in which women are 
empowered to insist that their sex partners use condoms. 
Women also need to be included in clinical trials of drug 
treatments. 

The other gender group that deserves more attention 
is transgender individuals, who are at increased risk of 
HIV infection. Trans women are especially at risk (CDC, 
2021h). 

Some of the saddest cases are children with AIDS; 
these cases are known as pediatric AIDS. Children may 
become HIV-infected at birth from an infected mother. 
One bright spot is the finding that using antiretrovirals 
to treat infected women during pregnancy can substan- 
tially reduce the rate of infection in their babies. In the 
United States, AIDS in infants has nearly been eliminated 
through helping pregnant women know their HIV status 
and having those who are infected use ART. 

People of color in the United States—and worldwide— 
have borne a disproportionate burden of the cases of 
AIDS. The rate of infection among African Americans is 
9 times the rate for White Americans (CDC, 2022b). This 
is a massive racial health disparity and can be attributed 
to factors such as poverty and lack of access to medical 
care. The prevalence of HIV infection is low among Asian 
Americans (less than | percent of cases). 

There is an urgent need to develop education and pre- 
vention programs for the Black and Latinx communities 
(Wyatt et al., 2013). These programs must be culturally 
sensitive and should focus on the elimination of needle 
sharing and unsafe sexual practices. 


Psychological Considerations 

in HIV/AIDS 

Psychological issues for those infected with HIV and for 
AIDS patients are profound. There are some analogies to 
people who receive a diagnosis of an incurable cancer, 
for AIDS is, at least at present, incurable. Many patients 
experience the typical reactions for such situations, 
including a denial of the reality, followed by anger, depres- 
sion, or both. However, the analogy to cancer patients is 
not perfect, for AIDS is a socially stigmatized disease in 
a way that cancer is not. Thus the revelation that one has 
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Table 1. Getting Tested: Handy Information about STI Testing 


STI What does the test involve? 


How soon is the test accurate? Who should get tested? 


Chlamydia Men: urine sample or urethral 
swab 
Women: urine sample, vaginal 


swab, or cervical swab 


Genital herpes Blood test or swab of herpes 


1-2 weeks after infection 


2-6 weeks after infection 


Sexually active women 
under 25 
Men who have sex with men 
People with symptoms, at high 
risk, or recently exposed 
People with symptoms 


sore 
Gonorrhea Men: urine sample or urethral 1-2 weeks after infection Sexually active women under 25 
swab Men who have sex with men 
Women: urine sample, vaginal People with symptoms, at high 
swab, or cervical swab risk, or recently exposed 
Other sites: swab of throat or 
rectum 
Hepatitis B Blood test 6-12 weeks Certain high-risk individuals 
Pregnant women 
People with symptoms or 
exposed 
HIV Blood test or saliva swab 2-12 weeks from infection Everyone 
HPV Cervical swab Varies Women over age 30 as part of 
a routine Pap smear 
Syphilis Blood test 1-6 weeks after infection Pregnant women 


Trichomoniasis Vaginal swab 


1—4 weeks after infection 


Men who have sex with men 
People who are exposed 
People with symptoms 


CONDOM. \\0 SEX 


Figure 3 Experts agree that, in the absence of a 
cure or vaccine for AIDS, the best weapon we have 
is education. 


Rob Crandall/Alamy Stock Photo 


AIDS must often be accompanied by the announcement 
that one is gay or drug addicted. 

There is a great need to be sensitive to the psychologi- 
cal needs of AIDS patients. In most cities, support groups 
for AIDS patients and their families have formed. Social 
and psychological support from others is essential as peo- 
ple weather this crisis (Gonzalez et al., 2004). 


Psychological treatments can be helpful for people 
living with HIV in several ways (Heckman et al., 2011; 
Lovejoy & Heckman, 2014). Interventions such as motiva- 
tional interviewing can improve people’s adherence to the 
drug treatment regimen that is necessary to keep AIDS 
at bay. Psychotherapy can reduce depression in infected 
individuals, improving their quality of life and their med- 
ical outcomes, as well as increasing their adherence to 
ART (Asrat et al., 2020; Sin & DiMatteo, 2014). 

In the chapter “Sexual Coercion” we discussed the 
phenomenon of posttraumatic growth following rape. A 
substantial number of people with HIV infection report 
positive psychological growth following diagnosis (Dibb, 
2018); people who experience posttraumatic growth and 
are optimistic tend to have higher T cell counts, helping 
them to fight disease progression (Milam, 2006). 


Recent Progress in AIDS Research 
As this discussion makes clear, much more research on 
HIV and AIDS is needed. We need better treatments to 
control this disease, we need a cure for it, and we need a 
vaccine against it. Those are tall orders, and it is unlikely 
that any of them will appear in the next few years. 


Vaccine 
Researchers have been working hard to develop a vaccine 
against HIV, but the job has turned out to be much more 
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difficult than expected (Pavlakis & 
Felber, 2018; Shattock 
Why isn’t there a et al., 2011). The prob- 
WeleelT-MVe-lerliimeliteae lem is that HIV has 
many forms, and, even 
worse, it mutates rapidly and recom- 
bines, creating more forms. In effect, 
the virus doesn’t hold still long enough for a vaccine to 
take effective aim at it. To make matters worse, the strain 
of HIV that is prevalent in one country (e.g., Thailand) 
can be different from the strain in another country (the 
United States), so a vaccine that works in one country 
might not work in another. 

One strategy in developing a vaccine is to first develop 
a vaccine that works with monkeys, which can be infected 
by an analog to HIV called SIV (simian immunodeficiency 
virus). Progress toward developing vaccines that protect 
monkeys from infection with SIV has been slow, but 
steady (Barouch et al., 2018; Hessell & Haigwood, 2015). 

Two other strategies involve developing a vaccine that 
stimulates the body to form resistance (i.e., antibodies) to 
HIV, or a vaccine that acts at the cellular level by stimu- 
lating the production of specialized T cells that are toxic 
to HIV (Korber & Gnanakaran, 2011; Luzuriaga et al., 
2006). Another possibility is a vaccine that combines 
both. Yet another possibility is a “mosaic” vaccine that 
contains multiple elements to protect against the multi- 
ple strains of HIV (Barouch et al., 2018). Several of these 
vaccines have moved into clinical trials with humans, and 
as noted in the section on Thailand, one partially effective 
vaccine has been identified. 

The story about a vaccine is frustrating so far, but 
there is also good news. The basic research that went into 
the development of a vaccine against HIV contributed, in 
a major way, to the rapid development of vaccines against 
COVID-19 in 2020 (Shepherd et al., 2022). 


Killer T Cells and Chemokines 

Certain lymphocytes (CD8+ T cells) battle against HIV 
in the body. They do so by secreting chemokines (which 
are molecules), with names such as RANTES, MIP-1a, 
and MIP-1b (Chatterjee et al., 2012). The chemokines can 
bind to the coreceptor CCRS5, blocking HIV from enter- 
ing cells (Isaikina et al., 2021). Scientists hope that these 
discoveries may lead to improved treatments for HIV- 
infected people and possibly to vaccines that boost the 
level of chemokines and therefore boost the body’s resis- 
tance to HIV infection. Researchers are also pursuing 
gene editing techniques that target CCR5 (Mohamed 
et al., 2022). 

Gonorrhea (gon-uh-REE-uh): A sexu- 

ally transmitted infection that usually 

causes symptoms of a puslike dis- Genetic Resistance 

Scientists have discovered a muta- 
tion of a gene, and the mutation 
creates strong resistance to HIV 


charge and painful, burning urination 
in males but is frequently asymptom- 
atic in females. 


infection (Cohen, 201la; Novembre et al., 2005). The 
gene is called CCR5 because it is the gene for the CCR5 
receptor that, as discussed earlier, allows HIV to enter 
cells. The mutation occurred some time in history as 
humans spread out of Africa. The evidence indicates that 
the mutation was strongly selected for during the bubonic 
plague or smallpox plagues that occurred in Europe, and 
the mutation is much more common there than in other 
parts of the world. People with two copies of the mutation 
(homozygotes) are resistant to infection, whereas people 
with one copy (heterozygotes) may become infected but 
show much slower disease progression. 


Microbicides 

Microbicides are substances, usually in ointment form, 
that kill microbes such as HIV. These ointments could be 
put into the vagina or anus or spread on the penis to bat- 
tle HIV transmission. The old standby nonoxynol-9 was 
thought to be effective in killing HIV some years ago, but 
today we know that it is not only ineffective but actually 
makes women more vulnerable to infection by irritating 
the lining of the vagina. Much effort is now going into 
developing effective microbicides that will attack HIV 
as well as other sexually transmitted viruses. Tenofovir 
gel (tenofovir is an antiretroviral drug) used vaginally by 
women reduced infection rates by 39 percent (Abdool 
Karim et al., 2010; Nicol, 2015). That isn’t perfect, but it’s 
progress. The same gel has been evaluated for those who 
engage in receptive anal intercourse and has performed 
well (McGowan et al., 2021). 


Behavioral Prevention 

In the last analysis, prevention is better than cure. Until 
we have a highly effective vaccine, our best hope is inter- 
ventions that aim to change people’s behavior because 
it is behavior—sexual activity, injection drug use—that 
spreads HIV. Many successful interventions have been 
designed that increase condom use, communication 
with the partner, and other behaviors that help to pre- 
vent infection (e.g., Hidalgo et al., 2015). According to 
meta-analyses, these interventions are most effective 
if they are tailored to the group (e.g., gay men, college 
students), if the gender and ethnicity of the communica- 
tor of the intervention match those of the group, if argu- 
ments are presented to change attitudes, and if training in 
condom use and interpersonal skills is provided (Covey 
et al., 2016). 


—S>E>E>E>E>E>xL_EeEeyx>EE as! 
Gonorrhea 
Historical records indicate that gonorrhea (“the clap,” 


“the drip”) is the oldest of the sexual diseases. Its symp- 
toms are described in the Old Testament, in Leviticus 
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Safer Sex in the AIDS Era 
n this age of AIDS, everyone needs to think about 
Ti positive health practices that will prevent, or at 
least reduce the chances of, infection. Technically, 
these practices are called safer sex, there being no true safe 
sex except no sex. What choices are available? Health experts 
agree that the following practices will make sex safer: 


1. If you choose to be sexually active (and abstinence 
is one alternative to consider), have sex only in a sta- 
ble, faithful, monogamous relationship with an unin- 
fected partner who you know is uninfected because 
you both have been tested. 


2. If you are sexually active with more than one partner, 
always use latex condoms. They have a good track 
record in preventing many sexually transmitted infec- 
tions. Laboratory tests indicate that latex condoms 
are effective protection against HIV. Condoms have 
a failure rate in preventing disease just as they do in 
preventing pregnancy, but they are still much better 
than nothing. 


3. If there is any risk that you are infected or that your 
partner is, abstain from sex, always use condoms, or 
consider alternative forms of sexual expression such 
as hand-genital stimulation. 

4. Do not have sexual intercourse with someone who 
has had many previous partners. 


5. Do not engage in anal intercourse if there is even the 
slightest risk that your partner is infected. 


6. Remember that both vaginal intercourse and anal 
intercourse transmit HIV. Mouth-genital sex may 


15 (about 3,500 years ago). The Greek physician Hip- 
pocrates, some 2,400 years ago, believed that gonorrhea 
resulted from “excessive indulgence in the pleasures of 
Venus,” the goddess of love (hence the term venereal dis- 
ease). Albert Neisser identified the bacterium that causes 
it, the gonococcus Neisseria gonorrhoeae, in 1879. 
Gonorrhea has always been a particular problem 
in wartime, when it spreads rapidly among the soldiers 
and the sex workers they patronize. In the 20th century, 
a gonorrhea epidemic occurred during World War I, and 
gonorrhea was also a serious problem during World War 
II. Then, with the discovery of penicillin and its use in 


Figure 4 Quality control of condoms. 
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also transmit HIV, particularly if semen enters the 
mouth. 


7. If you think that you may be infected, have a blood 
test to find out. If you learn that you are infected, at 
the very least use a condom every time you engage 
in anal or vaginal intercourse, or, preferably, abstain 
from these behaviors. 


8. Consider “outercourse” as an alternative to inter- 
course. Outercourse involves activities like mutual 
masturbation and erotic massage, which don’t trans- 
mit diseases. 


curing gonorrhea, the disease became much less prevalent 
in the 1950s; indeed, public health officials thought that it 
would be virtually eliminated. 

Then there was a resurgence of gonorrhea, with about | 
million cases per year reported in the 1970s (CDC, 2003). 
One of the reasons for the resurgence was the shift in con- 
traceptive practices to the use of the pill, which (unlike 
the condom) provides no protection from gonorrhea and 
actually increases susceptibility. Rates declined to a low 
point of about 300,000 cases per year in 2009 (due mainly 
to increased use of condoms) but then steadily climbed to 
600,000 cases in 2019 (CDC, 2021f). 
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Symptoms 

Most cases of gonorrhea result from penis-in-vagina inter- 
course. In males, the gonococcus invades the urethra, 
producing urethritis (inflammation of the urethra). White 
blood cells rush to the area and attempt to destroy the bac- 
teria, but the bacteria soon win the battle. In most cases, 
symptoms appear 2 to 5 days after infection, although 
they may appear as early as the first day or as late as 2 
weeks after infection (Hook & Handsfield, 2008). Initially 
a thin, clear mucous discharge seeps out of the meatus 
(the opening at the tip of the penis). Within a day or so it 
becomes thick and creamy and may be white, yellowish, 
or yellow-green (Figure 5). This is often referred to as a 
purulent (puslike) discharge. The area around the meatus 
may become swollen. About half of infected men experi- 
ence a painful burning sensation when urinating. 

Because the early symptoms of gonorrhea in men are 
obvious and often painful, most men seek treatment imme- 
diately and are cured. If the disease is not treated, however, 
the urethritis spreads up the urethra, causing inflamma- 
tions in the prostate (prostatitis), seminal vesicles (semi- 
nal vesiculitis), urinary bladder (cystitis), and epididymis 


Figure 5 Symptoms of gonorrhea in men include 
a puslike discharge from the urethra. 
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(epididymitis). Pain on urination becomes worse and is 
felt in the whole penis. Then these early symptoms may 
disappear as the disease spreads to the other organs. If the 
epididymitis is left untreated, it may spread to the testes 
and the resulting scar tissue may cause sterility. 

Asymptomatic gonorrhea (gonorrhea with no symp- 
toms) does occur in males, but its incidence is low. In 
contrast, about 50 to 80 percent of women infected with 
gonorrhea are asymptomatic during the early stages of 
the disease. Many women are unaware of their infec- 
tion unless they are told by a male partner. Therefore, 
it is extremely important for any man who is infected to 
inform all his female contacts. Because gonorrhea is so 
frequently asymptomatic in women, it is recommended 
that all sexually active women under 25 years of age be 
tested annually (Workowski & Bolan, 2015). 

The gonorrheal infection in women invades the cervix. 
Pus is discharged, but the amount may be so slight that it is 
not noticed. When present, it is yellow-green and irritating 
to the vulva, but it is generally not heavy (it is not to be con- 
fused with normal cervical mucus, which is clear or white 
and nonirritating, or with discharges resulting from the 
various kinds of vaginitis—discussed later in this chapter— 
that are irritating but white). Although the cervix is the 
primary site of infection, the inflammation may also 
spread to the urethra, causing burning pain on urination 
(not to be confused with cystitis). 

If the infection is not treated, the Bartholin glands may 
become infected. The infection may also be spread to the 
anus and rectum. 

Because so many women are asymptomatic in the 
early stages of gonorrhea, many receive no treatment, 
and thus there is a high risk of serious complications. In 
about 20 percent of women who go untreated, the gono- 
coccus moves up into the uterus. From there it infects the 
fallopian tubes (Hook & Handsfield, 2008). The tissues 
become swollen and inflamed, and thus the condition is 
called pelvic inflammatory disease (PID)—although PID 
can be caused by diseases other than gonorrhea. The 
major symptom is pelvic pain and, in some cases, irreg- 
ular or painful menstruation. If the PID is not treated, 
scar tissue may form, blocking the tubes and leaving the 
woman infertile. Indeed, untreated gonorrhea is one of 
the most common causes of infertility in women. If the 
tubes are partially blocked, so that sperm can get up them 
but eggs cannot move down, ectopic pregnancy can result 
because the fertilized egg is trapped in the tube. 

There are three other major sites for nongenital gon- 
orrhea infection: the mouth and throat, the anus and rec- 
tum, and the eyes. If fellatio is performed on an infected 
man, the gonococcus may invade the throat. (Cunnilingus 
is less likely to spread gonorrhea, and mouth-to-mouth 
kissing rarely does.) Such an infection is often asymptom- 
atic; the typical symptom, if there is one, is a sore throat. 
Rectal gonorrhea is contracted through anal intercourse 
and thus affects both women in heterosexual relations 
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and, more commonly, men who have sex with men. Symp- 
toms include some discharge from the rectum and itch- 
ing, but many cases are asymptomatic. Gonorrhea may 
also invade the eyes. This occurs only rarely in adults, 
when they touch the genitals and then transfer the bac- 
teria-containing pus to their eyes by touching them. This 
eye infection is much more common in newborn infants. 
The infection is transferred from the mother’s cervix to 
the infant’s eyes during birth. For this reason, erithro- 
mycin is put in every newborn’s eyes to prevent any such 
infection. If left untreated, the eyes become swollen and 
painful within a few days, and there is a discharge of pus. 
Blindness was a common result in the preantibiotic era. 


Diagnosis 

A.urine test is available for men. If gonorrhea in the throat 
is suspected, a swab should be taken and cultured. People 
who suspect that they may have rectal gonorrhea should 
request that a swab be taken from the rectum, since many 
physicians will not automatically think to do this. 

A urine test is available for women. A pelvic examina- 
tion should also be performed. Pain during this exam may 
indicate PID. Women who suspect throat or rectal infection 
should request that samples be taken from those sites as well. 


Treatment 

The traditional treatment for gonorrhea was a large dose 
of penicillin, or tetracycline for those who were allergic 
to penicillin. However, strains of the gonococcus that are 
resistant to penicillin and tetracycline became so com- 
mon that the newer antibiotic Cipro had to be used. In 
2007 the CDC announced that cases that were resistant 
to Cipro had become so common that doctors should 
stop using it and switch to ceftriaxone. The current treat- 
ment is a an injection of ceftriaxone (Tuddenham et al., 
2022). The worry is that if resistance develops to it, there 
will be no remaining antibiotics for treatment. 


Syphilis 


There has been considerable debate over the exact origins of 


untreated, can damage the nervous system and even cause 
death. There are many cases today of coinfection, in which 
the person is infected with both syphilis and HIV. Syphilis 
infection makes one more vulnerable to HIV and vice versa. 


Symptoms 
The major early symptom of syphilis is the chancre—a 
round, ulcerlike lesion with a hard, raised edge, resem- 
bling a crater. One of the distinctive things about the 
chancre is that although it looks terrible, it is painless. 
It appears about 3 weeks (as early as 10 days or as late as 
3 months) after intercourse with an infected person. The 
chancre appears at the point where the bacteria entered 
the body. Typically, the bacteria enter through the mucous 
membranes of the genitals as a result of intercourse 
with an infected person. Thus in men the chancre often 
appears on the penis or scrotum. In women, the chancre 
often appears on the cervix, and thus the woman does not 
notice it and is unaware that she is infected (this is one 
good reason for a woman to do the pelvic self-exam with a 
speculum as described in the chapter “Sexual Anatomy”). 
The chancre may also appear on the vaginal walls or, 
externally, on the vulva (see Figure 6). 

If oral sex or anal intercourse with an infected person 
occurs, the bacteria can also invade the mucous mem- 
branes of the mouth or rectum. Thus the chancre may 
appear on the lips, tongue, or tonsils or around the anus. 
In addition, the bacteria may enter through a cut in the 
skin anywhere on the body. Thus it is possible (though 
rare) to get syphilis by touching the chancre of an infected 
person. The chancre would then appear on the hand at 
the point where the bacteria entered through the break 
in the skin. 

The progress of the disease once the person has been 
infected is generally divided into four stages: primary-stage 
syphilis, secondary-stage syphilis, latent syphilis, and late 
syphilis. The phase described earlier, in which the chancre 
forms, is primary-stage syphilis. If left untreated, the chancre 
goes away by itself within 1 to 5 weeks after it appears. This 
marks the end of the primary stage. However, the disease 
has not gone away just because the chancre has healed; it 
has only gone underground. 

Beginning a few months after 


syphilis. The disease, called “the Great Pox,” was present in Sypnilis IEF Aner ea sexually 


Europe during the 1400s and became a pandemic by 1500. 

The bacterium that causes syphilis is called Treponema 
pallidum. It is spiral shaped and is thus often called a 
spirochete. 

The incidence of syphilis is much less than that of gon- 
orrhea or chlamydia. There were 128,000 reported new 
cases in 2019 (CDC, 2021f). 

Although syphilis is not nearly as common as chla- 
mydia or gonorrhea, its effects are much more serious if left 
untreated. In most cases, chlamydia or gonorrhea causes 
only discomfort and, sometimes, sterility; syphilis, if left 


the -ofiginal appearance oF ‘the transmitted infection that causes a 
chancre, a generalized body rash chancre to appear in the primary stage. 
develops, marking the beginning of | Chancre (SHANK-er): A painless, 
secondary-stage syphilis. The rash | ulcerlike lesion with a hard, raised 

is variable in its appearance, the | ©49e that is a symptom of syphilis. 
most distinctive feature being that Primary-stage:syphiliss Netlist (ew 
it does not itch or hurt. Hair loss 


weeks of a syphilis infection during 
which the chancre is present. 
may also occur during the second- Secondary-stage syphilis: The 


ary stage. Usually the symptoms second stage of syphilis, occurring 
are troublesome enough to cause | Several months after infection, during 


which the chancre has disappeared 


He person 40: seek Medical Help, and a generalized body rash appears. 
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Figure 6 The chancre characteristic of primary 
stage syphilis (a) on the vulva and (b) on the penis. 


(a) Susan Lindsley/CDC; (b) Centers for Disease Control 


stage, the disease can still be cured and there will be no 


permanent effects. 


Even without treatment, the secondary-stage symptoms 
go away in a few weeks, leading people to believe mistakenly 


Latent (LAY-tent) syphilis: The third 
stage of syphilis, which may last for 
years, during which symptoms dis- 
appear although the person is still 
infected. 

Late syphilis: The fourth and final 


stage of syphilis, during which the dis- 
ease does damage to major organs of 
the body such as the heart or brain. 
Congenital (kun-JEN-ih-tul) syphilis: 
A syphilis infection in a newborn 
baby resulting from transmission from 
an infected mother. 


that the disease has gone away. 
Instead, it has entered a more dan- 
gerous stage. 

After the symptoms of the sec- 
ondary stage have disappeared, 
the disease is in the latent stage; 
latent syphilis may last for years. 
Although there are no symptoms 
in this stage, Treponema pallidum 
is busily burrowing into the tis- 
sues of the body, especially the 
blood vessels, central nervous sys- 
tem (brain and spinal cord), and 


bones. After the first year or so of the latent stage, the dis- 
ease is no longer infectious, except that a pregnant woman 
can still pass it on to the fetus. 

About half of the people who enter the latent stage 
remain in it permanently, living out the rest of their lives 
without further complications. The other half, however, 
move into the dangerous late syphilis. In cardiovascular 
late syphilis the heart and major blood vessels are attacked; 
this occurs 10 to 40 years after the initial infection. Car- 
diovascular syphilis can lead to death. In neurosyphilis 
the brain and spinal cord are attacked, leading to insanity 
and paralysis, which appear 10 to 20 years after infection. 
Neurosyphilis may be fatal. 

If a pregnant woman has syphilis, the fetus may be 
infected when the bacteria cross the placental barrier, and 
the child gets congenital (meaning present from birth) 
syphilis. The infection may cause early death of the fetus 
(spontaneous abortion) or severe illness at or shortly after 
birth. It may also lead to late complications that show up 
only at 10 or 20 years of age. Women are most infectious 
to their baby when they have primary- or secondary-stage 
syphilis, but they may transmit the infection to the fetus 
as long as 8 years after the mother’s initial infection. If the 
disease is diagnosed and treated before the fourth month 
of pregnancy, the fetus will not develop the disease. For 
this reason, a syphilis test is done as a routine part of the 
blood analysis in a pregnancy test. 


Diagnosis 

Syphilis is somewhat difficult to diagnose from symptoms 
because, as noted earlier, its symptoms are like those of 
many other diseases. 

The physical exam should include inspection not only 
of the genitals but also of the entire body surface. Women 
should have a pelvic exam so that the vagina and the cer- 
vix can be checked for chancres. If the patient has had 
anal intercourse, a rectal exam should also be performed. 

If a chancre is present, some of its fluid is taken and 
placed on a slide for inspection under a dark-field micro- 
scope. If the person has syphilis, Treponema pallidum 
should be present. 

The most common tests for syphilis are blood tests, 
all of which are based on antibody reactions. The VDRL 
(named for the Venereal Disease Research Laboratory of 
the U.S. Public Health Service, where the test was devel- 
oped) is one of these blood tests. It is fairly accurate, 
cheap, and easy to perform. 


Treatment 

The treatment of choice for syphilis is penicillin (Tudden- 
ham et al., 2022). Treponema pallidum is rather fragile, so 
large doses are not necessary. Latent, late, and congenital 
syphilis require larger doses. For those allergic to penicil- 
lin, the recommended treatment is tetracycline or doxycy- 
cline, but it should not be given to pregnant women. 
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| 
Hepatitis B 


Viral hepatitis is a disease of the liver. One symptom is 
an enlarged liver that is somewhat tender. The disease 
can vary greatly in severity from asymptomatic cases to 
ones in which there is fever, fatigue, jaundice (yellowish 
skin), and vomiting, much as one might experience with 
a serious case of the flu. There are five types of viral hep- 
atitis: hepatitis A, B, C, D, and E. The one that is of most 
interest in a discussion of sexually transmitted infections 
is hepatitis B. Hepatitis C and D (or delta) can also be 
transmitted sexually, but they are rare compared with B. 

The virus for hepatitis B (HBV) can be transmitted 
through blood, saliva, semen, vaginal secretions, and 
other body fluids. The behaviors that spread it include 
needle sharing by people who inject drugs, vaginal and 
anal intercourse, and oral-anal sex. The disease is found 
among men who have sex with men and among heterosex- 
uals. It has many similarities to AIDS, although hepatitis 
B is more contagious. People who have had the disease 
continue to have a positive blood test for it for the rest of 
their lives. 

Many adults infected with HBV are asymptomatic; 
their bodies fight off the virus and they are left uninfected, 
with permanent immunity. Others develop an early, acute 
(short-term) illness and display a variety of symptoms but 
recover from the illness. A third group develops chronic 
(long-term) hepatitis B. They continue to be infectious and 
may develop serious liver disease involving cirrhosis or 
cancer. Fortunately, antiviral treatments are now available 
for those with chronic hepatitis B. 

The good news is that there is a vaccine against hepa- 
titis B. The current recommendation is that all teenagers 
and infants be vaccinated. We urge you to be vaccinated 
if you are a man who has sex with men or a heterosex- 
ual man or woman who has had a number of partners. 
If there is even a hint that you have been exposed, you 
should be tested. 


SS eeeeEeees 
Trichomoniasis 


Trichomoniasis (“trich”) is caused by the protozoan 
Trichomonas vaginalis. The organism can survive for a 
time on toilet seats and other objects, so it is occasion- 
ally transmitted nonsexually; but it is transmitted mainly 
through sexual intercourse. 

For women, the symptom is a vaginal discharge that 
irritates the vulva and has an unpleasant smell. In men, 
there may be irritation of the urethra and a discharge from 
the penis, but some men are asymptomatic. It is important 
that accurate diagnosis be made, because the drugs used 
to cure trichomoniasis are different from those used to 


treat other STIs that have similar symptoms, and the long- 
term effects of untreated trichomoniasis can be serious. 

The treatment of choice is metronidazole taken orally. 
If left untreated, trich can lead to pelvic inflammatory dis- 
ease and problems with birth (Workowski & Bolan, 2015). 
It also increases susceptibility to HIV infection. 


—— eee 7 
Pubic Lice 


Pubic lice (“crabs” or pediculosis pubis) are tiny lice that 
attach themselves to the base of pubic hairs and there feed 
on blood from their human host. They are about the size 
of a pinhead and, under magnification, resemble a crab 
(see Figure 7). They lay eggs frequently and live for about 
30 days, but they die within 24 hours if they are taken off a 
human host. Crabs are transmitted by sexual contact, but 
they may also be picked up from sheets, towels, sleeping 
bags, or toilet seats. (Yes, there are some things you can 
catch from toilet seats.) 

The major symptom of pubic lice is fierce itching in 
the region of the pubic hair. Diagnosis is made by finding 
the lice or the eggs attached to the hairs. 

Pubic lice are treated with the drugs Nix and Rid, 
which are available without prescription. Both kill the lice. 
After treatment, the person should 


put on clean clothing. Since the Hepatitis B: A liver disease that can 
lice die within 24 hours. it is not | be transmitted sexually or by needle 


necessary to disinfect clothing | S°""9 


that has not been used for longer 


Trichomoniasis (trick-oh-moh-NY- 
us-is): A form of vaginitis causing a 


than 24 hours. However, the eggs || frothy white or yellow discharge with 


can live for up to 6 days, and in dif- | an unpleasant odor. 


ficult cases it may be necessary to Pubic lice: Tiny lice that attach 
themselves to the base of pubic hairs 


and cause itching; also called crabs. 


boil or dry-clean one’s clothing or 
use a spray such as R and C. 


Figure 7 A pubic louse, enlarged. The actual size 
is about the same as the head of a pin. 


Science Photo Library/Alamy Stock Photo 
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Vaginitis (vaj-in-ITE-is): An irritation 
or inflammation of the vagina, usually 
causing a discharge. 


Candida: A form of vaginitis causing 
a thick, white discharge; also called 
moniliasis or yeast infection. 


—— as, 
Protecting Yourself 


Most of the literature one reads concentrates on the rapid 
diagnosis and treatment of STIs, but prevention would be 
much better than cure, and there are some ways you can 
avoid getting STIs, or at least reduce your chances of doing 
so. The most obvious ways, of course, are to limit yourself 
to a monogamous relationship with an uninfected person 
or to abstain from sexual activity. If these strategies are 
unacceptable to you, other techniques are available. 

The latex condom, in addition to being a decent con- 
traceptive, gives good (though not perfect) protection 
against HIV, HPV, gonorrhea, chlamydia, herpes, syphilis, 
and other STIs (Crosby et al., 2012; Steiner & Cates, 2006; 
Wald et al., 2005; Winer et al., 2006). 
With the rise of the 
STI epidemic, the con- 
dom is again becoming 
popular. The key is to 
eroticize condom use. 
The diaphragm also provides some 
protection for women, as does the female condom. The 
First Person on the next page presents possible responses 
to overcome a partner’s objections to condom use. 

Some simple health precautions are also helpful. Suc- 
cessful prostitutes, who need to be careful about STIs, 
take such precautions. Washing the genitals before inter- 
course helps remove bacteria. This may not sound like 
a romantic prelude to lovemaking, but prostitutes make 
a sensuous game out of soaping the man’s genitals. You 
can do this as part of taking a shower or bath with your 
partner. The other important technique is inspecting your 
partner’s genitals. If you see a chancre, a wart, a herpes 
blister, or a discharge, put on your clothes and leave or, 
at the very least, immediately start a conversation about 
STI status (do not fall for the “it’s only a pimple” routine). 
This technique may sound a little crude or embarrassing, 
but if you are intimate enough with someone to make love 
with that person, you ought to be intimate enough to look 
at their genitals. Once again, if you are cool about it, you 
can make this an erotic part of foreplay. 

However, just because a partner has no obvious symp- 
toms like herpes blisters or warts, don’t assume that the 
person is uninfected. We have seen in this chapter how 
many of these diseases—for example, chlamydia, herpes, 
and HPV—can be asymptomatic. The only way to really 
know is to have a complete battery of tests for STIs, a 
choice more and more people are making. Not every 
disease is tested in the standard 
battery—for example, herpes and 
HPV usually are not—but it will 
catch most infections. 

Urinating both before and after 
intercourse helps to keep bacteria 
out of the urethra. 


My partner has no 
symptoms of any STI. 
Should we still practice 
safer sex? 


Finally, each person needs to recognize that it is their 
ethical responsibility to seek out early diagnosis and treat- 
ment. Probably the most important responsibility is that 
of informing prospective partners if you have an STI and 
of informing past partners as soon as you discover that 
you have one. For example, because so many women are 
asymptomatic for chlamydia, it is particularly import- 
ant for men to take the responsibility of informing their 
female partners if they find that they have the disease. It is 
important to take care of your own health, but it is equally 
important to take care of your partner’s health. 


————EE—L——E—E——————— eT 
Other Genital Infections 


Vaginitis (vaginal inflammation or irritation) is very 
common among women and is endemic in college pop- 
ulations. Two kinds of vaginitis, as well as prostatitis, 
are considered here. None of these infections are STIs 
because they are not transmitted by sexual contact; they 
are, however, common infections of the sex organs. 

A few simple steps can help prevent vaginitis. Every 
time you shower or take a bath, wash the vulva carefully 
and dry it thoroughly. Do not use feminine hygiene deodor- 
ant sprays; they are unnecessary and can irritate the vagina. 
Wear cotton underpants; nylon and other synthetics retain 
moisture, and vaginitis-producing organisms thrive on mois- 
ture. Avoid wearing pants that are too tight in the crotch; 
they increase moisture and may irritate the vulva. Wipe 
the anus from front to back so that bacteria from the anus 
do not get into the vagina. For the same reason, never go 
immediately from anal intercourse to vaginal intercourse. 


Candida 

Candida (also called yeast infection and moniliasis) is a 
form of vaginitis caused by the yeast fungus Candida. Can- 
dida is normally present in the vagina, but if the delicate 
environmental balance there is disturbed (e.g., if the pH 
is changed), the growth of Candida can get out of hand. 
Conditions that encourage the growth of Candida include 
long-term use of birth control pills, menstruation, diabe- 
tes or a prediabetic condition, pregnancy, and long-term 
use of antibiotics such as tetracycline. It is not a sexually 
transmitted infection, but intercourse may aggravate it. 

The major symptom is a thick, white, curdlike vaginal dis- 
charge, found on the vaginal lips and the walls of the vagina. 
The discharge can cause extreme itching, to the point where 
the woman is not interested in having intercourse. 

Treatment is by the drugs miconazole or clotrimazole, 
both available over the counter. Fluconazole, a single-dose 
treatment, is available by prescription. 

If a woman has candida while she is pregnant, she can 
transmit it to her baby during birth. The baby gets the 
yeast in its digestive system, a condition known as thrush. 
Thrush can also result from oral-genital sex. 
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Cool Lines about Safer Sex 


Partner 

What’s that? 

What for? 

I don’t like using them. 


Rubbers are gross. 
Don’t you trust me? 
Tl pull out in time. 


I thought you said using condoms made you feel 
cheap. 


Rubbers aren’t romantic. 


Making love with a rubber on is like taking a shower with 
a raincoat on. 


It just isn’t as sensitive. 


I don’t stay hard when I put on a condom. 
Putting it on interrupts everything. 

T'll try, but it might not work. 

But I love you. 

I guess you don’t really love me. 

I’m not using a rubber, no matter what. 


Just this once without it. 


It won't fit. 


Source: www.teenwire.com, June 22, 2004. 


Bacterial vaginosis is another vaginal infection that pro- 
duces a similar discharge. The distinctive feature is that 
the discharge has a foul odor. 


Prostatitis 
Prostatitis is an inflammation of the prostate gland. The 
infection is often caused by the bacterium E. coli. It can also 


You 

A condom, baby. 

To use when we’re making love. 
Why not? 


Being pregnant when | don’t want to be is worse. So is 
getting AIDS. 


Trust isn’t the point. People carry sexually transmitted 
infections without knowing it. 


Women can get pregnant from precum. It can also carry 
sexually transmitted infections. 


I decided to face facts. I like having sex, and I want to stay 
healthy and happy. 


Making love and protecting each other’s health sounds 
romantic enough to me. 


Doing it without a rubber is playing Russian roulette. 


With a condom you might last even longer, and that'll 
make up for it. 


I can do something about that. 

Not if I help put it on. 

Practice makes perfect. 

Then you'll help me protect myself. 

I’m not going to prove my love by risking my life. 
Well, then I guess we’re not having sex. 


It only takes once to get pregnant. It only takes once to 
get AIDS. 


Condoms come in all different sizes. 


be caused by gonorrhea or chlamydia. The symptoms are 
fever, chills, pain around the anus and rectum, and a need 
for frequent urination. It may produce painful ejaculation. 
In some cases, prostatitis may be chronic (long-lasting) and 


may have no symptoms, or only 
lower-back pain. Antibiotics are Prostatitis (pros-tuh-TY-tis): An infection 


or inflammation of the prostate gland. 


used in treatment. 


436 CHAPTER 18 » SEXUALLY TRANSMITTED INFECTIONS 


Understanding the concept of probability 


In this chapter, we revisit a critical thinking skill introduced in the chapter “Contraception and Abortion.” As we 
saw in that chapter, probability refers to the chance that an event will occur. Probabilities can range between 0 
(no chance) and 1.0 (definitely will occur). Often probabilities are stated as percentages ranging between 0 and 
100 percent. For example, if we toss a fair coin, the probability that it will come up heads is 0.5, or 50 percent. 
Consider the following case. 

Trevon is planning to go to a party at a senior’s house near his college tonight. He thinks that Anna, an attrac- 
tive woman whom he has noticed in one of his classes, will be there, and he hopes for a hookup with her, including 
intercourse. Then he starts thinking about how he has heard that chlamydia is widespread on college campuses. 
Will it be safe to have sex with Anna? Should he use a condom? 

Trevon needs to assess some probabilities. The first is the probability that Anna has chlamydia. He doesn’t 
really know that probability. How could he find out? He could ask Anna if she has any symptoms, but Anna might 
not be happy with that line of conversation. Then Trevon remembers that a high percentage of women with chla- 
mydia are asymptomatic and don’t even know that they have it. He could ask her if she has been tested for STIs 
recently. That might not sound romantic, but he needs to protect his health, and he could frame it in terms of his 
commitment to both her health and his health. He could volunteer that he was tested just a month ago and had 
nothing. In the end, though, he may not be able to know precisely the probability that she is infected. 

Some people make a mistake at this stage and assume that, if Anna looks healthy and attractive, the probability 
that she is infected is 0. That is a bad assumption. Why? 

Another probability that Trevon needs to know, especially if he can’t know precisely whether she is infected, 
is the probability of infection from a single act of intercourse. Even scientists cannot give very precise estimates 
of these probabilities, and the probabilities depend greatly on factors such as whether the man uses a condom 
(Garnett, 2008). Gonorrhea, for example, is highly infectious, with a probability of transmission from an infected 
woman to an uninfected man of 25 percent from one act of unprotected intercourse (but a 50 percent risk of trans- 
mission in the reverse direction, from an infected man to an uninfected woman). Trevon probably can’t know the 
exact probability of transmission if Anna is infected. 

Overall, then, Trevon faces a great deal of uncertainty. He does know, though, that condoms are highly effective 
in preventing transmission of STIs like chlamydia. After assessing all of these factors, if Trevon is applying good 
critical thinking skills, he will use a condom. 


SUMMARY 


Sexually transmitted infections (STIs) are at epidemic lev- 
els in the United States and worldwide. STIs can be caused 
by bacteria, viruses, or, in some cases, other organisms. 


Chlamydia 

Chlamydia is often asymptomatic, especially in women. 
In men, it produces a thin discharge from the penis and 
mild pain on urination. It is quite curable with antibiotics. 
If left untreated in women, possible complications include 
pelvic inflammatory disease and infertility. 


HPV 
HPV (human papillomavirus) causes genital warts, but 
many cases are asymptomatic. HPV infection increases 


women’s risk of cervical cancer as well as men’s risk of 
cancer of the penis and anus. A vaccine is now available. 


Genital Herpes 

Genital herpes, caused by the HSV virus, produces bouts 
of painful blisters on the genitals, although some infected 
people experience no or only a few outbreaks. Currently 
there is no cure, although the drug acyclovir minimizes 
the symptoms. Herpes infection increases one’s risk of 
HIV infection. 


HIV Infection and AIDS 
The virus HIV destroys the body’s natural immune sys- 
tem and leaves the person vulnerable to certain infections 


SUMMARY 


437 


and cancers that lead to death. Most HIV-positive people 
come from three risk groups: men who have sex with men, 
injection drug users, and heterosexual partners of infected 
individuals. A combination of drugs called ART is used 
to reduce the viral load to the point that it is undetectable 
and the person does not transmit HIV. Several strategies 
for producing a vaccine are being pursued, but properties 
of HIV make success difficult. Preexposure prophylaxis 
can prevent infection for high-risk individuals. 


Gonorrhea 

The primary symptoms of gonorrhea in males, appear- 
ing 2 to 5 days after infection, are a white or yellow dis- 
charge from the penis and a burning pain on urination. 
Some men and the majority of women with gonorrhea 
are asymptomatic. Gonorrhea is caused by a bacterium, 
the gonococcus, and is cured with antibiotics. If left 
untreated, it may lead to infertility. 


Syphilis 

Syphilis is caused by the bacterium Treponema pallidum. 
The first symptom is a chancre. Penicillin is effective as 
a cure. If left untreated, the disease progresses through 
several stages that may lead to death. 


Hepatitis B 

Hepatitis B, caused by the virus HBV, is transmitted sexu- 
ally as well as by needle sharing. Antiviral drugs are avail- 
able to treat chronic cases. A vaccine is available. 


Trichomoniasis 
Trichomoniasis produces a discharge that is irritating to 
the vagina. Drugs are available that cure it. 


Pubic Lice 

Pubic lice are tiny lice that attach to the pubic hair. They 
are spread through sexual and other types of physical con- 
tact. Shampoos and creams are available that kill the lice. 


Protecting Yourself 

Other than abstinence and confining oneself to a single 
uninfected partner, the best way to prevent infection with 
an STI is to use a condom consistently. 


Other Genital Infections 
Other vaginal infections include candida and bacterial vag- 
inosis. Prostatitis is inflammation of the prostate gland. 


SUGGESTIONS FOR FURTHER READING 


Centers for Disease Control and Prevention. You can 
find just about anything you need to know about 
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pascte sexual theology for our time will affirm that sexuality is always much more than 
genital expression. Sexuality expresses the mystery of our creation as those who 
need to reach out for the physical and spiritual embrace of others. It expresses God’s 
intention that we find our authentic humanness not in isolation but in relationship.* 


*James B. Nelson. (1992). Body theology. Louisville, KY: Westminster/John Knox Press. 


A high school student is in love with her boyfriend and 
wonders whether they ought to begin sleeping together. 
A corporation executive hears rumors that one of his 
employees is gay, and he tries to decide what to do about 
it. A minister is asked to counsel a husband and wife, one 
of whom had an affair. A presidential candidate is con- 
fronted by a right-to-life group demanding support for a 
constitutional amendment to ban abortion. All these peo- 
ple, facing the need to make decisions that involve sexual- 
ity, find that issues of values make the decisions difficult. 
The two principal conceptual frameworks for dealing with 
questions of values are religion and philosophy, both of 
which consider ethics, the topic of this chapter. 

We consider ethical aspects of human sexuality for two 
reasons. First, the scientific goal of explaining sexual phe- 
nomena must take religious beliefs and ethical concerns 
into account. These are important influences on people’s 
behaviors, especially in matters of sex, so we cannot fully 
understand why people do what they do without consider- 
ing these influences. Second, there is the personal impor- 
tance of ethics. We are all ethical decision makers; we all 
have a personal system of values. Each of us must make 
decisions with respect to our own sexuality. Therefore, it 
is worthwhile to consider how our decisions are or are not 
consistent with our values. 
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Basic Concepts 


The term ethics is used in various senses. First and most 
fundamental, it refers to the right or wrong, the good or 
evil, of behaviors. Sometimes people use moral in the same 
way. Second, the term ethics also refers to a system of 
principles established by some particular group; we might 
talk about Roman Catholic ethics, for example. We use 
ethics when there is a conflict between things we prize or 
desire highly. Sexual pleasure may be an important value 
for one person but something to be avoided for another. 
However, regardless of the importance we attach to sex, we 
need a way of integrating our sexuality into our patterns 
of decision making. To do this we use such categories as 
right or wrong, good or bad, appropriate or inappropriate, 
and moral or immoral. These are the kinds of distinctions 
made in the field of ethics; because we use them every day, 
we are all practical ethicists. 


Religion enters the picture as a source of values, atti- 
tudes, and ethics. For believers, religion sets forth an 
ethics code and provides sanctions (rewards and punish- 
ments) that motivate them to obey the rules. When a par- 
ticular religion is practiced by many people in a society, 
it helps create culture, which then influences even those 
who do not accept the religion. Therefore, it is important 
to study the relationship of religion to sexuality for two 
reasons. First, it is a powerful influence on many individ- 
uals. Second, it often shapes a whole society’s orientation 
toward human sexuality. 

Let us begin by defining some terms that are useful 
in discussing sexual ethics. Hedonism and asceticism have 
to do with one’s approach to the physical and material 
aspects of life in general and to sexuality in particular. 
The word hedonism comes from the Greek word meaning 
“pleasure” and refers to the belief that the ultimate goal 
of human life is the pursuit of pleasure, the avoidance of 
pain, and the fulfillment of physical needs and desires: 
“Eat, drink, and be merry, for tomorrow we die.” Asceti- 
cism, in contrast, holds that there is more to life than its 
material aspects, which must be transcended to achieve 
true humanity. Ascetics are likely to view sexuality as neu- 
tral at best and evil at worst; they prize self-discipline, the 
avoidance of physical gratification, and the cultivation of 
spiritual values. In their affirmations of celibacy, virginity, 
and poverty, orders of monks and nuns, found in Eastern 
religions as well as in Christianity, are good examples of 
institutionalized asceticism. 

The terms legalism and situationism refer to methods 
of ethical decision making. As an approach to ethics, legal- 
ism is concerned with following 


a moral law, or set of principles, 
which comes from a source outside 
the individual, such as religion. 
Legalistic ethics are focused on the 
rightness or wrongness of specific 
acts and set forth a series of rules— 
“Do this” and “Don’t do that”— 
that people are to follow. The term 
situationism has been used since 
it was coined by Joseph Fletcher 
in his 1966 book Situation Ethics. 
The approach is also called contex- 
tual ethics. Although there may be 
broad general guidelines for ethical 


Ethics: A system of moral principles; a 
way of determining right and wrong. 
Hedonism: A moral system based on 
maximizing pleasure and avoiding pain. 
Asceticism: An approach to life empha- 
sizing self-discipline and impulse control. 
Legalism: Ethics based on the 
assumption that there are rules for 
human conduct and that morality 
consists of knowing the rules and 
obeying them. 

Situationism: Ethics based on the 
assumption that there are no abso- 
lute rules, or at least very few, and 
that each situation must be judged 
individually. 
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Pederasty: Sex between an older 


man and a younger man, or a boy; 
sometimes called boy love. 


behavior, this approach suggests that each ethical decision 
should be made according to the individuals and situations 
involved. Situationism is based in human experience and, 
in matters of sexual morality, tends to focus on relation- 
ships rather than rules. Whereas legalism deals in universal 
laws, situationism decides matters on a case-by-case basis, 
informed by certain guiding principles, such as love. Tra- 
ditional religious ethical systems (which we might call the 
Old Morality) have tended to be quite legalistic, and many 
continue to be so today (e.g., Orthodox Judaism, Roman 
Catholicism, and fundamentalist Protestantism). However, 
with the advent of the modern scientific worldview, the sit- 
uationist approach (the New Morality) has attracted many 
adherents (Nelson, 1978). Of course, few ethical systems 
are purely hedonistic or ascetic or entirely legalistic or situ- 
ationist; most lie between these extremes. 


Sexuality in Great Ethical 
Traditions 


With these ways of looking at sexual ethics as background, 
let us examine certain great ethical traditions to see how 
they deal with norms for sexual behavior. Although some 
attention is given to non-Western sexual ethics, the focus of 
this section is on ethical traditions of Western culture, pri- 
marily because this is a text for U.S. undergraduates, who 
are part of that culture. This culture can, at the risk of over- 
simplification, be seen as originating in the confrontation 
of Greek culture, preserved and developed by the Romans, 
and Jewish tradition, extended by Christianity. From that 
point on until rather recently, Western culture was Chris- 
tian, at least officially. Even revolts against Christian cul- 
ture in the West had roots in this pervasive tradition. 


Classical Greek Philosophy 

During the Golden Age of Greek culture, covering roughly 
the 5th and 4th centuries B.cez..' brilliant philosophers 
such as Socrates, Plato, and Aristotle pondered most of 
the great ethics questions (Soble, 2009). They regarded 
the beautiful and the good as the chief goal of life, and 
they admired the figure of the warrior-intellectual, who 
embodied the virtues of wisdom, courage, temperance, 
justice, and piety. 

Although nothing in Greek culture rejected sex as 
evil-the gods and goddesses of Greek mythology are often 
pictured enjoying it—the great philosophers did develop a 
kind of asceticism that assumed 
an important place in Western 
thought (Soble, 2009). They 
thought that virtue resulted from 


'Before the Common Era; today it is preferred over the Chris- 
tian-centered Before Christ (B.c.). 


Figure 1 The ancient Greeks not only approved 
of, but idealized, pederasty. 


The Metropolitan Museum of Art/Art Resource, NY 


wisdom, and they believed that if people could achieve 
wisdom, they would do what is right, and that people 
fail to live morally only because of ignorance. To achieve 
wisdom and cultivate virtue, violent passions must be 
avoided, and these might well include sex. Plato believed 
that love led toward immortality and was therefore a good 
thing. However, because this kind of love was mainly intel- 
lectual and more like friendship than sexuality, the term 
platonic love has come to mean sexless affection. There 
was also, especially among the warrior class, approval of 
pederasty (a sexual relationship between an older man 
and a younger one) (see Figure 1). The older man was to 
serve as the younger one’s teacher and model of courage 
and virtue. An army of male couples was thought to be 
especially fierce because of the desire of each to protect 
his beloved (Crompton, 2003). 

Later, Greek philosophy became even more ascetic 
than in the Golden Age. Epicurus (341-270 B.cE.) taught 
that the goal of life was ataraxia, a tranquil state between 
pleasure and pain in which the mind is unaffected by 
emotion. He, like other Stoics of the same period, valued 
detachment from worldly anxieties and pleasures and, 
indeed, a total indifference to either life or death. Sex was 
seen not necessarily as evil but as less important than wis- 
dom and virtue, something to be transcended to achieve 
the beautiful and good. 
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Such Stoic thinking was pervasive in the late Roman 
empire. For example, Emperor Marcus Aurelius (121-180 
C.E.) was an important Stoic philosopher. Stoicism, the 
suspicion of pleasure, was “in the air” and influenced 
St. Augustine powerfully. He became the conduit of ascetism 
into the Middle Ages. Here, then, is a primary source of the 
sex negativism in the Western religious tradition. 


Judaism 

The basic source of the Judeo-Christian tradition, which 
is the religious foundation of Western culture, is the 
Hebrew scriptures or the Old Testament of the Bible, the 
basis for Judaism and a major source for Christianity as 
well. Based on ancient traditions and written between 
approximately 800 and 200 B.c.E., the Hebrew Bible has a 
great deal to say about the place of sexuality in human life 
and society, always seen in religious terms. 

The view of sexuality in the Hebrew scriptures is fun- 
damentally positive. In the Genesis account of creation 
we read, “So God created man in his own image, in the 
image of God he created him; male and female he created 
them” (Genesis 1:27). Human sexual differentiation is not 
an afterthought or an aberration; it is an integral part of 
creation, which God calls “good.” Judaism sees sexuality 
as a gift to be used responsibly and in obedience to God’s 
will, never as something evil in itself. The command to 
marry and to procreate within marriage is clear (Farley, 
1994). Looking at the Hebrew scriptures as a whole, we 
can find three themes in this view of sexuality. 

First, sex is seen not as just another biological function 
but as a deep and intimate part of a relationship between 
two people. The very ancient story of Adam and Eve 
states that “a man leaves his father and cleaves to his wife 
and the two become one flesh” (Genesis 2:24). Biblical 
Hebrew uses the verb to know to mean sexual intercourse 
(as in “Adam knew Eve and she conceived a child”). It 
also uses the word knowledge, with this suggestion of deep 
intimacy, to describe the relationship between God and 
God’s people.’ The use of sexual imagery in describing 
both marital and divine-human relationships testifies to 
the positive view of the Hebrew Bible toward sex. 

Second, in the Hebrew scriptures, sexuality could 
never be separated from its social consequences. Histor- 
ically, Israel began as a small group of nomadic tribes 
fighting to stay alive in the near-desert of the Arabian pen- 
insula. Sheer survival demanded that there be plenty of 
children, especially boys, so that there would be enough 
herdsmen and warriors.’ Furthermore, because the tribes 
were small and close-knit, sex had to be regulated to 
prevent jealousy over sexual partners, which could have 


See, for example, Hosea, the Song of Solomon, and, in the New 
Testament, Revelation. 

3Note that the heart of God’s promise to the patriarch Abraham 
was descendants as numberless as the grains of sand or the stars in 
the sky (Genesis 13:14-17, among many places). 


divided and destroyed the group. It is not surprising, then, 
that so much of the Hebrew Bible is concerned with laws 
regarding people living together in society and that these 
laws often include the regulation of sexual practices. 

Finally, the Hebrew scriptures see sexual behavior 
as an aspect of national and religious loyalty. When the 
Israelites settled in what is now the state of Israel, about 
1200 to 1000 B.cE., they came into contact with the origi- 
nal inhabitants, whom they called Canaanites. Like many 
agricultural peoples of the time, the Canaanites sought 
to encourage the growth of their crops through their 
religion. In this fertility cult Baal, the Sky Father, was 
encouraged to mate with Asherah (Astarte or Ishtar), the 
Earth Mother, so that crops would grow. This mating was 
encouraged by ritual sex, and temple prostitutes (male and 
female) were a central part of Canaanite religion. Hebrew 
religious leaders saw in the fertility cult a threat to their 
religion, and many sexual practices are forbidden in the 
Hebrew scriptures because they were found among the 
Canaanites and might lead to infidelity to Israel’s God. 

The sexual regulations of the Hebrew Bible need to 
be seen both in the context of the times and against this 
historical background. From Israel’s struggle for survival 
during the nomadic period came institutions such as 
polygyny (many wives) and concubinage (slaves kept for 
childbearing purposes) designed to produce children in 
the case of a childless marriage. From the confrontation 
with the fertility cult, Israel derived prohibitions against 
nakedness, cultic prostitution, and other such typically 
Canaanite practices. Both themes are present in this pas- 
sage from Leviticus 20:10-19: 


If a man commits adultery with his neighbor’s wife, both 
adulterer and adulteress shall be put to death. The man 
who has intercourse with his father’s wife has brought 
shame on his father. They shall both be put to death; 
their blood shall be on their own heads. ... A man who 
has intercourse with any beast shall be put to death, and 
you shall kill the beast... . If a man takes his sister, his 
father’s daughter or his mother’s daughter, and they see 
one another naked, it is a scandalous disgrace. They shall 
be cut off in the presence of their people. ... If a man 
lies with a woman during her monthly period and brings 
shame upon her, he has exposed her discharge and she 
has uncovered the source of her discharge; they shall both 
be cut off from their people. 


Adultery and incest are threats to the harmony of the 
group. Bestiality is not only “unnatural” but also nonpro- 
creative and may have been a feature of Canaanite reli- 
gion. The menstrual taboo is typical of many societies. 

It should be noted that all societies have had laws reg- 
ulating sex and that the Hebrew 


laws, however exotic they mayseem | Fertility cult: A form of nature religion 


to us, made sense in their histori- in which the fertility of the soil is 


cal context and were, for the most encouraged through various forms 
of ritual magic, often including ritual 


part, remarkably humane for the 
time. The Hebrew scriptures are 


sexual intercourse. 
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Dualism: A religious or philosophical 
belief that body and spirit are sepa- 
rate and opposed to each other and 


characterized by a great regard for married love, affection, 
and sexuality; this is in marked contrast to, for example, the 
Greek view of marriage as an institution for breeding and 
housekeeping. The Judaism of the time was legalistic but 
not particularly ascetic, displaying high regard for respon- 
sible sexuality as a good and integral part of human life. 
In fact, the Song of Songs, part of the Hebrew Bible, is an 
enthusiastic celebration of sexual romance, with no refer- 
ence to having children. 

The teachings of ancient Jewish law on gender catego- 
ries may surprise you. Writings in the Talmud during the 3rd 
century C.E.—probably representing oral tradition from cen- 
turies earlier—recognize six genders (Meyer, 2018; Reches, 
2020). Ancient Jewish law therefore goes far beyond the gen- 
der binary. It recognizes male and female, but also androgy- 
nous (someone with both male and female characteristics), 
tumtum (someone whose biological gender is unclear), aylo- 
nit (someone who is assigned female at birth but at puberty 
develops male characteristics), and saris (someone who 
appears male at birth but later develops female character- 
istics). Androgynous and tumtum are what we would now 
call intersex people, and aylonit and saris represent what we 
would now call gender fluidity. 


Christianity 
As our discussion turns to Christianity, which grew in 
three centuries from an obscure Jewish sect to the domi- 
nant religion in the West, the complex conditions of the 
Mediterranean world between 100 B.cz. and 100 cz. must 
be noted. The world in which Christianity developed was 
one of tremendous ferment in the spheres of philosophy 
and religion. There were many cults, often characterized 
by some sort of dualism. This was the notion that body 
and spirit were opposed to each other and that the goal of 
life was to become purely spiritual by transcending the 
physical and material side of life. Public morals were nota- 
bly decadent, and even ethical pagans were shocked by a 
society in which people—or at least those who could 
afford it—prized physical pleasure above all things. 
Revulsion at the excesses of Roman life affected Juda- 
ism, which became markedly more dualistic and antisex 
by the time of the early Christian Church. That church’s 
ethical tradition, rooted in Judaism, received its direction 
from the teachings of Jesus, the writings of St. Paul, and 
the theology of the Fathers of early Christianity. From 
these beginnings, Christian ethics 
have evolved and developed over 
more than 2,000 years in many 
and various ways. Oversimpli- 


that the goal of life is to free the spirit fication is a real danger, yet it is 


from the bondage of the body; thus 
a depreciation of the material world 


possible to speak in general terms 
of a Christian tradition of sexual 


and the physical aspect of humanity. 


ethics and morality. 


4The Common Era, an alternative to Anno Domini (A.D.). 


Christianity is distinctive among the major world reli- 
gions in insisting on monogamy (Parrinder, 1996). Most 
other religions permit polygyny, or a man’s having several 
wives. The Christian standard of monogamy, which may 
seem strict by today’s standards, may be viewed in another 
light as a major step toward equality between women and 
men. Men were no longer permitted to have many wives 
as “possessions.” Similarly, Jesus opposed divorce, which 
again may seem strict. However, Jesus’s teaching reversed 
the traditional Hebrew rule—and the practice in many 
other cultures—that a man could divorce his wife simply at 
will, yet a wife had no similar power. 


The New Testament 
At the heart of the Christian scriptures are the Gospels, 
which describe the life and teachings of Jesus. Because 
Jesus said almost nothing on the subject of sex, it is diffi- 
cult to derive a sexual ethic from the Gospels alone. Jesus’s 
ethical teaching was based on the tradition of the Hebrew 
prophets, and his view of sexuality follows in that tradi- 
tion. He urged his followers to strive for ethical perfection, 
and he spoke strongly against pride, hypocrisy, injustice, 
and the misuse of wealth. Toward penitent sinners, includ- 
ing those whose sins were sexual, the Gospels show Jesus 
as compassionate and forgiving (see, for example, his deal- 
ings with “fallen women” in John 4:1-30, John 8:53-9:11, 
and Luke 7:36-50). He did not put any particular empha- 
sis on sexual conduct, apparently regarding it as a part of 
a whole moral life based on the love of God and neighbor. 
Contemporary scholarship on the Bible uses the historical- 
critical method. It proposes that the ancient texts mean 
what their authors originally intended, as best as can be 
determined, and not what a 2lst-century reader would 
make of the texts translated into English. On this basis, it 
appears that St. Paul held a surprisingly positive outlook 
on sex (Countryman, 1994). He was enmeshed in “culture 
wars” between Jewish and Gentile converts to Christianity. 
He struggled to reconcile the rampant sexual activities 
of the Gentiles with the more reverential attitude of the 
Jews. He had to sort out the beliefs of these two groups 
from what he believed to be truly right and wrong. As a 
first example, in a long discussion of sex (1 Corinthians 
5-8), Paul compared eating food with having sex, and he 
anticipated our contemporary psychological understand- 
ing that human sexuality has profound interpersonal and 
spiritual implications; it is not merely a biological function. 
It is important to understand that Paul had no concern for 
procreation; he literally believed that the world would end 
during his lifetime, perhaps at any moment, so he advised 
against any new enterprises extending into the future, such 
as marriage and business. In this context, Paul made his 
notorious comment “better to marry than to burn [with 
passion]” (1 Corinthians 7:9). Far from demeaning sex 
and marriage, Paul seemed to be recommending it for 
people with strong sexual urges, not for the purpose of 
having children, but for the pleasure, comfort, and mutual 
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bonding that sex provides. Third, Paul seems not even to 
have insisted that sex belongs only in heterosexual mar- 
riage. Except among the wealthy, marriage was not a reg- 
ulated institution in his day, and strong arguments have 
been made that Paul allowed same-gender relationships. 
When he refers to sexual practices as instances of impu- 
rity (Romans 1:24-27), he is placing them in the category 
of social taboos, not moral evils. The sex negativity of the 
Christian tradition, therefore, is not rooted in the Bible, 
but in the philosophies, especially Stoicism and Neo- 
Platonism, that shaped early Christianity (Boswell, 1980). 


The Early Christian Church 
The “Fathers of the Church,” such as St. Augustine 
(Figure 2), wrote roughly between 150 and 600 ce. and 
determined the basic theology of Christianity. During this 
time, Christian ethics became increasingly ascetic, for sev- 
eral reasons, including the shocking decadence of Roman 
society, and the conversion of the Roman Emperor Con- 
stantine to Christianity in 325. As the Church became the 
official religion of the Roman Empire, much of its original 
fervor was lost and it began to grow corrupt and worldly. 
Serious Christians revolted against this situation by 
moving to the desert to become monks and hermits, to 
fast, to pray, and to practice all sorts of self-denial, includ- 
ing celibacy. From this point on, monks and monasticism 
became a permanent reform movement within the Church, 
a vanguard of ascetics calling Christians to greater rigor. 
Their success can be seen in the 12th-century requirement 
that all clergy in the West be celibate, a departure from 
early Church practice.° The Fathers of the Church, almost 
all of whom were celibates, allowed that marriage was 
good and honorable but thought celibacy to be a much 
superior state. 


The Middle Ages 
During the Middle Ages, these basic principles continued 
to be elaborated and extended. The most important figure 
of the period, and even today the basic source of Catholic 
theology, was St. Thomas Aquinas (1225-1274). His great 
achievement was the Summa Theologica, which answered 
virtually any question a Christian might have on any topic. 
Thomas’s “natural law” approach to ethics was normative 
in Western Christianity for many centuries and remains so 
for Roman Catholicism. His argument was that whatever 
was natural was good, natural being defined by the science 
of his day. Anything that was not natural was sinful. 
Thomas believed that sex was obviously intended for 
procreation and that, therefore, all nonprocreative sex was 
sinful, being opposed to human nature and, therefore, to the 
will of God. In the Summa, Thomas devoted a chapter to 
various sorts of lust and condemned as grave sin such things 
as fornication (premarital intercourse), nocturnal emissions, 


‘The First Epistle of Timothy, Chapter 3, shows the clear expecta- 
tion that clergy will be married and father children. 


Figure 2. The most notable of the Western 
Fathers was St. Augustine (354-430 ce), who had 
had a promiscuous youth and overreacted after his 
conversion to Christianity. For Augustine, sexuality 
was a consequence of the Fall, and every sexual act 
was tainted by concupiscence (from the Latin word 
concupiscentia, meaning “lust” or “evil desire of the 
flesh”). In The City of God he wrote that even sex in 
marriage was sinful. Augustine had such high stat- 
ure that his negative view of sexuality was perpetu- 
ated in subsequent Christian theology. 


Art Images/Contributor/Getty Images 


seduction, rape, adultery, incest, and “unnatural vice,” which 
included masturbation, bestiality, and homosexuality. 

The theology of Aquinas was communicated to the 
ordinary Christian through the Church’s canon law, which 
determined when intercourse was or was not sinful. All 
sex outside marriage was, by definition, a sin. Even within 
marriage the Church forbade intercourse during certain 
times in a woman’s reproductive cycle (during menstru- 
ation, pregnancy, and up to 40 days postpartum) as well 
as on certain holy days, fast days (such as Fridays), and 
even during whole liturgical seasons (such as Advent and 
Lent). These practices communicated to the ordinary per- 
son that the Church regarded sex 
as basically evil, for procreation 


saa aes a one 
one should enjoy. 
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Figure 3 The Virgin Mary. During the Middle 
Ages, a great devotion to the mother of Jesus 
developed, emphasizing her perpetual virginity, 
purity, and freedom from all sin. That devotion lives 
on in Catholic piety, particularly in most Latin 
American countries today. 


Hermitage Museum, St. Petersburg, Russia/SuperStock 


The Protestants 
The Protestant Reformation in the 16th century destroyed the 
Christian unity of Europe and shook the theological 
foundations of the Catholic Church. However, in matters 
of sexual ethics there were few changes. The Protestant 
churches abandoned clerical celibacy, regarding it as 
unnatural and the source of many abuses, and placed a 
higher value on marriage and family life. Reformers none- 
theless feared illegitimacy and approved of sexuality only 
in the confines of matrimony. Even then, they were often 
ambivalent. For example, Martin Luther, the founder of 
the Reformation, happily married a former nun, and said 
that sex is as necessary as eating or drinking. Nonethe- 
less, he called marriage “a hospital for the sick” and saw 
its purpose as being to “aid human infirmity and prevent 
unchastity” (quoted in Thielicke, 1964, p. 136). 

A significant contribution of Reformation Protestant- 
ism to Christianity was an emphasis on the individual 
conscience in matters such as the interpretation of the 


Bible and ethical decision making. Such an emphasis on 
freedom and individual responsibility eventually led to 
the serious questioning of legalistic ethics and, in part, to 
today’s ethical debates. 

The Reformation also gave rise to Puritanism. The 
Puritans followed Augustine in emphasizing the doc- 
trine of “original sin” and the “total depravity” of fallen 
humanity. This led them to use civil law to try to regulate 
human behavior in an attempt to suppress immorality. As 
we discuss in the chapter “Sex and the Law,” this urge 
to make people good by law has many sexual applica- 
tions, although the Puritans were probably no more sex- 
ually repressive than other Christians of the time. What 
we often think of as “Puritan” sexual rigidity is probably 
more properly referred to as “Victorian.” During the 
60-year reign of Queen Victoria (1819-1901), English 
society held sexual expression in exaggerated disgust and 
probably overemphasized its importance. While strict 
public standards of decency and purity were enforced, 
many Victorians indulged in private vices of pornogra- 
phy and prostitution. It is against this typically Victorian 
combination of repressiveness and hypocrisy that many 
people of the 20th century revolted, wrongly thinking the 
Victorian period representative of the whole Christian 
ethical tradition. 


Current Trends 

Across Western history there has been a fairly stable con- 
sensus on the fundamentals of sexual ethics, which some 
call the Old Morality. Sex has been understood as a good 
part of divine creation but also as a source of temptation 
that needs to be controlled. Although at various times 
chastity has been exalted, marriage and the family have 
always been held in esteem and sex outside marriage 
condemned, in theory if not always in practice. The only 
approved purpose for sex has been procreation, with non- 
procreative sex having been regarded as unnatural and 
sinful. However, this consensus largely broke down in the 
20th century, and sexual ethics is now a topic of heated 
debate. Several factors, both within the religious commu- 
nity and outside it, have contributed to this ferment. 

The rise of historical-critical methods in biblical 
scholarship led to a questioning of the absoluteness of 
scriptural norms. Scholars now see them as shaped by 
the time and culture in which they were written and not 
necessarily binding today. Traditional understandings of 
biblical statements about sexuality continue to change as 
more is learned about the original historical context. The 
Reformation emphasis on the Bible and individual con- 
science had already weakened the natural-law approach. 
The religious community has also been influenced by 
the behavioral sciences, which suggest that sexuality is 
much more complex than had been thought and question 
older assumptions about what is “natural” or “normal.” 
Technology made it possible, for the first time in human 
history, to prevent conception reliably and to terminate 
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pregnancy safely. These advances blunted the force of 
arguments against premarital intercourse on the basis of 
the disapproval of illegitimacy. Indeed, technology itself 
has raised a host of ethical issues as humans gain more 
and more control over what had once been a matter of 
“doing what comes naturally.” 

It is no wonder, then, that religious groups face serious 
debate and even conflict. We have learned more about sex 
in the past century than in all previous human history. 
Within Judaism, the Orthodox who still live by the rab- 
binic interpretation of the Bible may be in serious conflict 
with Conservative and Reformed groups. Protestants are 
deeply divided among conservatives who hold to the Old 
Morality, liberals inclined to the New Morality, and oth- 
ers who come out somewhere in between. Perhaps no sin- 
gle religious community has experienced as much tension 
over sexual morality as the Roman Catholic Church (see 
A Sexually Diverse World: Dissent over Sexual Ethics in 
the Roman Catholic Church). 


Humanism 

Not all ethical thinking has been religious in origin. Many 
ethicists—beginning with Socrates, Aristotle, and Plato— 
have quite consciously tried to find a framework for moral 
behavior that does not rely on divine revelation or any 
direction from a source outside human intellect. Nonreli- 
gious ethics covers a wide spectrum; however, we can look 
at a fairly broad mainstream called humanism. 

Humanistic ethics insists that values can be found 
only in human experience in this world, as observed by 
the philosopher or social scientist. Most humanists would 
hold that the basic goals of human life are self-awareness, 
the avoidance of pain and suffering, and the fulfillment of 
human needs. Of course, the individual pursuit of these 
ends must be tempered by the fact that no one lives in the 
world alone and that one important goal is the common 
good. Another important humanistic principle is that 
individuals must make their own decisions and accept 
responsibility for them and their consequences. 

In the area of human sexuality, humanism demands a 
realistic approach to behavior: one that does not create 
arbitrary or unreasonable standards and expectations. 
Humanism is very distrustful of the legalistic approach. It 
seeks real intimacy between people and condemns imper- 
sonal and exploitative relationships. Attentive to the com- 
plexity of human living, humanism tends to be tolerant, 
compassionate, and skeptical of claims of absolute right 
or wrong. 


E—ESSSSSSSSSSSSSSSS___E__>_—_—_——_—_ =F 
Sexuality in Other Major Religions 


The discussion so far has been mostly concerned with 
Western culture and the Judeo-Christian tradition. It will 


broaden our outlook if we consider human sexuality in 
religious traditions outside dominant U.S. culture. Obvi- 
ously, this could be the topic for a very large book itself; 
here we provide only a brief look at the three non-Western 
religions with the largest number of adherents: Islam, Hin- 
duism, and Buddhism. 


Islam 
Geographically, and in terms of its roots, Islam is the clos- 
est faith to the Judeo-Christian heritage. It was founded 
by the Prophet Muhammad, who lived from 570 to 632 CE. 
in what is now Saudi Arabia. Its followers are called 
Muslims, and its sacred scripture is the Koran (Qur’an). 
Classical Islam values sexuality very positively, and 
Muhammad saw intercourse in marriage as the highest 
good of human life. Islam sanctions both polygyny and 
concubinage, and the Prophet had several wives. Sex out- 
side marriage or concubinage, however, is viewed as a 
sin. In reality a double standard prevails, in which men’s 
extramarital affairs are tolerated. An adulterous wife, how- 
ever, may be the object of an honor killing in which she is 
murdered for her transgression (Ilkkaracan, 2001). The 
Prophet opposed celibacy, and Islam has very little ascetic 
tradition. A male-dominated faith, Islam has a strong dou- 
ble standard but recognizes a number of rights and pre- 
rogatives for women. 

Because Islam does not have a single, central source 
of authority like the Pope, it is not a monolithic faith, and 
there is great variety in the ways in which Sharia, Islamic 
law based on the Koran, is applied in societies through- 
out the Muslim world (Boonstra, 2001; IIkkaracan, 2001). 
Some Muslim states (e.g., Iran) are theocracies in which 
religious law is enacted in civil law. In these nations sexual 
offenses are likely to be more stringently punished, and 
women have less freedom. Other Islamic countries (such 
as Egypt and Syria) are secular states in which Western 
values have been adopted to some extent. In these, women 
have more rights, and sexual mores are more pluralistic. 
Moreover, there is considerable variation in the interpre- 
tation of the Koran between the two principal Islamic 
“denominations,” Sunnis and Shi'ites. 

Although Islam accepts the Hebrew scriptures as sacred, 
it does not interpret the Adam and Eve story to mean 
that humans are tainted by original sin (Ahmadi, 2003). 
Striving for worldly pleasures is therefore acceptable, and 
sexuality is regarded primarily as a source of pleasure and 
only secondarily as a means of reproduction. 

Contraception is not only permitted but encouraged by 
Islamic law (Boonstra, 2001; Maguire, 2001). Muhammad 
himself encouraged the practice of a/az/ (withdrawal, or 
coitus interruptus). Even the strict 


state of Iran today has an exten- | Humanism: A philosophical system 


sive family planning program, and that holds that ethical judgments 


73 percent of married women use 
contraceptives. 


must be made on the basis of human 
experience and human reason. 
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Diverse World 


iverse views about sexual ethics exist not only 
DI across religions but also within a single religious 

tradition. Beginning in the 1980s the Roman 
Catholic Church in the United States experienced a num- 
ber of serious controversies, many of them in the area of 
sexual ethics. The Church’s traditional teaching on sexual- 
ity was vigorously reasserted by Pope John Paul II in the 
face of calls for a less legalistic and strict approach. John 
Paul repeatedly condemned all sexual activity outside mar- 
riage and all nonprocreative sex, such as masturbation. In 
1983, for example, the Vatican issued Educational Guid- 
ance in Human Love, a pamphlet for parents and teachers. 
In this document procreation is seen as the essential pur- 
pose of marital sex; masturbation, extramarital sex, and 
homosexuality are all described as “grave moral disor- 
ders.” However, Catholic ethicists and ordinary Catholic 
laypeople have not always welcomed such teaching. Thus 
the debate within U.S. Catholicism mirrors the contro- 
versy that has been going on in the society at large. At 
issue are such topics as contraception, abortion, homosex- 
uality, reproductive technologies, and sexual abuse. 


Contraception 

Although the Vatican and the U.S. Roman Catholic hier- 
archy have not moved from condemning “artificial” birth 
control as set forth in Pope Paul VI’s encyclical Humanae 
Vitae of 1968, there is evidence that many American 
Catholics ignore the condemnation and use contracep- 
tives, often with the tacit approval of their priests. For 
example, a 2016 study by the Pew Research Center found 
that only 13 percent of weekly Mass-going U.S. Catholics 
thought contraception was morally wrong (Fahmy, 2020). 
Moreover, since Humanae Vitae was not an infallible 
teaching, some Catholic ethicists still treat contraception 
as an open question. In 2015, Pope Francis signaled that 
he might be a bit more flexible on the issue. 


Abortion 

There is sharp division among U.S. Catholics on the issue of 
abortion. A large segment of Catholics actively or passively 
support the antiabortion, or right-to-life, movement, yet 
there are many dissenters (Miller, 2014). A 2019 survey of 
U.S. Catholics found that the majority (56 percent) thought 
that abortion should be legal in all or most cases (Fahmy, 
2020). In 2014, Pope Francis reaffirmed the Catholic 
Church’s official opposition to abortion (McKenna, 2014). 


Dissent over Sexual Ethics in the Roman Catholic Church 


Homosexuality 

In 1976, Jesuit priest and psychotherapist John J. McNeill 
published The Church and the Homosexual, in which he 
questioned the Church’s traditional teaching on homosex- 
uality and its scriptural and theological bases. At the time, 
Father McNeill was forbidden by his superiors to speak or 
write further on the subject. He obeyed the order for 10 
years, but, feeling compelled to object to a 1986 Vatican 
pronouncement on homosexuality, he was expelled from 
the Jesuits. Other Catholic thinkers, such as Daniel Hel- 
miniak (2006), are also trying to help the Church rethink 
its approach to gays and lesbians. 


Assisted Reproduction 

In 1987, the Congregation for the Doctrine of the Faith 
issued a document called “Instruction for Human Life 
in Its Origins and on the Dignity of Procreation.” It 
condemned in vitro fertilization, surrogate motherhood, 
artificial insemination, and other new reproductive tech- 
nologies. The document was severely criticized by many 
U.S. Catholic ethicists, who found it too rigid and ill 
informed. Similar criticism met the Vatican’s 2008 state- 
ment that insisted that a zygote must be treated as a 
human person. 


Condoms 

Today, condoms pose a dilemma for the Catholic Church. 
To date it has uniformly prohibited them as a means of 
birth control. In the AIDS era, however, they represent a 
method for preventing disease and preserving life, a prin- 
ciple to which the Catholic Church is firmly committed. 
Essentially the argument is that, between condoms and 
AIDS, condoms are the lesser of two evils. In 2006 Pope 
Benedict authorized a study of condoms, a move that 
would have been unthinkable even 20 years earlier. And in 
2010 he issued a statement that the use of condoms could 
be justified for disease prevention, but not for pregnancy 
prevention (Donadio, 2010). Pope Francis seems to hold 
the same view. 


Sexual Abuse by Clergy 

Perhaps the most difficult sexual issue that faces the Cath- 
olic Church today is that of sexual abuse of children by 
Catholic priests. One of the most publicized cases was 
that of Father Paul Shanley of the Boston archdiocese. As 
early as 1961, just a year after his ordination, he had been 
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Figure 4 Sexual abuse by clergy has been a major issue in the Catholic Church, 
across many nations. This protest took place in Dublin. 


Aaron Chown/PA Images/Getty Images 


reported to the police by the father of an 11-year-old boy 
whom he had molested. He was finally arrested in 2002 
at the age of 71, for raping a 6-year-old boy in 1983. In 
the process, more than 30 men came forward with allega- 
tions of abuse by him spanning more than three decades. 
He was described as a contradictory combination of pro- 
tector and predator: a wonderful priest to some, a sex- 
ual predator to others. Shanley says that he himself was 
abused by a priest when he was a child. 

As of 2004 approximately 4 percent (4,392) of US. 
priests had been accused of sexually abusing minors (U.S. 
Conference of Catholic Bishops, reported by Goodstein, 
2004). Of the alleged victims, 81 percent are male. Most 
frequently, they were molested beginning around 12 to 14 
years of age. 

Reflecting a new attention to the issue of sexual abuse 
by clergy, the Vatican announced, in 2014, that it had 
received 3,400 reported cases of abuse since 2004, result- 
ing in 848 priests being defrocked (un-priested) and 2,572 
receiving lesser penalties (Associated Press, 2014). And 
the issue won’t go away. In 2018, a Pennsylvania grand 
jury reported that more than 300 priests in the state, over 
a period of 70 years, had sexually abused more than 1,000 
children (Goodstein & Otterman, 2018). 

What is perhaps most distressing to some is that the hier- 
archy of the Catholic Church covered up these scandals and 


continued to assign priests like Shanley to other churches 
and even to youth work. A case in point is Theodore Edgar 
McCarrick, who rose from priest to Bishop of Metuchen, 
New Jersey (1981) to Archbishop of Newark (1986) to 
Cardinal and Archbishop of Washington, D.C. (2001). 
Through all those decades, allegations of sexual abuse, both 
of seminary students and of minors, were made and yet 
he continued to be appointed to higher posts. Pope Fran- 
cis was the first pope to take the allegations seriously; he 
appointed a commission to investigate the matter and made 
their report public (Secretariat of State of the Holy See, 
2020). McCarrick was laicized—a priest no more—in 2019. 

This scandal has caused an enormous shift in Cath- 
olics’ views of priests; they were once regarded as holy, 
because of their renunciation of all sexual activity, but 
now are revealed to be capable of grave sexual sins. The 
crisis has led some to question the church’s rule of priestly 
celibacy, the suggestion being that perhaps if priests were 
allowed to live normal, married lives, these problems 
would not occur. The scandal has caused a profound 
shift in authority within the Catholic Church, which once 
dictated sexual morals for laypeople but now finds itself 
defending some of its priests on charges of truly serious 
sexual immorality. 
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Figure 5 Contraception is not only permitted but encouraged by Islamic law. 


Jake Lyell/Alamy Stock Photo 


Islamic law recognizes intersex conditions (Zainuddin 
& Mahdy, 2017). Islam uses the term khunsa for cases of 
ambiguous genitals, what today we would call intersex 
conditions, and the Prophet Muhammad even spoke on 
the matter. Khunsa is divided into two subcategories: non- 
problematic/discernible and problematic/intractable. The 
first is a person who can be assigned to a gender based on 
genitals that are dominant in one direction. The second 
category is for people whose genitals do not lead to an 
easy Classification as male or female. All of this predates 
our modern understanding of intersex conditions, and 
some Islamic groups are working to update the concepts. 

Islam recognizes four genders: male, female, intersex 
(khunsa), and effeminate male (mukhannath) (Zainuddin 
& Mahdy, 2017). It therefore goes beyond the dominant 
idea of the gender binary found in the United States. 
Fatwa is a formal legal opinion from an expert in Islamic 
law. Fatwas have been issued in several Islamic nations 
(Saudi Arabia, Egypt, Malaysia) on the permissibility of 
sex change surgery (Zainuddin & Mahdy, 2017). The fat- 
was do not completely resolve the issue for Islam, though, 
because the rulings from different nations are not consis- 
tent with each other, and they only deal with sex change 
surgery for intersex individuals. 


Hinduism 

Hinduism is an inclusive term that refers to a highly var- 
ied complex of mythology and religious practice founded 
on the Indian subcontinent. Here can be found virtu- 
ally every approach to sexuality that humans have yet 
invented. However, certain themes can be identified. In 
Hinduism, four possible approaches to life are accept- 
able: Kama, the pursuit of pleasure; Artha, the pursuit of 
success and material wealth; Dharma, the pursuit of the 
moral life; and Moksha, the pursuit of liberation through 
the negation of the self in a state of being that is known 
as nirvana. Kama is notable because it has produced an 
extensive literature on the achievement of sexual pleasure, 
notably the Kama Sutra of Vatsyayana, a masterpiece of 
erotic hedonism. This book testifies to the highly positive 
view of sexuality to be found in Hinduism. 

In contrast, the ways of Dharma and Moksha can be as 
rigorously ascetic as anything in Christianity. By avoiding 
all passions, including sex, the follower seeks to pass out of 
the cycle of continual rebirth to absorption into the god- 
head. This discipline includes brahmacharya, or celibacy, 
which is to be cultivated at the beginning of life (for the 
purposes of education and discipline) and at the end of life 
(for the purpose of finding peace). It is interesting to note 
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Figure 6 Buddhism encourages men to live celibate lives as monks. 
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that in between it is permissible to marry and raise a fam- 
ily, and thus this form of Hinduism makes active sexuality 
and asceticism possible in the same lifetime (Noss, 1963). 


Buddhism 

Buddhism developed out of Hinduism; it originated in the 
life and thought of Gautama (560-480 B.c.E.), the Bud- 
dha, and has been elaborated in many forms since then. 
There is little discussion of sex in the teachings of the 
Buddha; his way is generally ascetic and concentrates on 
the achievement of enlightenment and on escape from the 
suffering of the world. Two main traditions, Theravada 
and Mahayana, both found in contemporary Buddhism, 
differ greatly. The ethics of Theravada include the strict 
nonindulgence of the desires that bring joy; understand- 
ing, morals, and discipline are emphasized. The ethics of 
Mahayana are more active and directed toward love of 
others. Both encourage men to live celibate lives as monks 
(see Figure 6). Originally, Buddha sought a “middle way” 
of moderation between extreme asceticism and extreme 
hedonism (Maguire, 2001). Today, though, the situation 
is rather like that of medieval Christianity: The masses 
live ordinary—and usually married—lives while the monks 
cultivate ascetic wisdom. 


Tantric Buddhism, found particularly in Tibet and India, 
is a form of Buddhism that is of particular interest. It 
teaches that sexual union epitomizes the essential unity of 
all things by the joining of female energy (shakti) and male 
energy (shiva) (Lorius, 1999). In the context of honoring 
one’s partner and the relationship, sexual expression can 
therefore lead to spiritual enlightenment. This sexual mys- 
ticism is not common, but it is one of the various forms 
that Easterns religion may take (Parrinder, 1980). 


Human sexuality is heavily value laden. Thus it is the 
subject of strongly and emotionally held convictions and 
becomes the focal point of conflicts in society. There 
simply is no broad consensus on the norms of sexual 
behavior. This is clearly the case in contemporary Ameri- 
can society. The “sexual revolution” is perceived by some 
people as a threat to all they hold dear; not surprisingly, 
they respond with fear and anger. The backlash against 
the more liberal view of sexuality and the greater freedom 
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of sexual behavior that has come about in the last 50 
years has resulted in explosive public debate, organized 
attempts at legislating the Old Morality back into force, 
and a reassertion of a highly legalistic view of morality. 
The debate promises to continue for some time and to 
generate much heat. 

This debate over the limits, if any, of individual sexual 
freedom can be seen as a clash between the New Morality 
and the Old Morality. At the end of the chapter, we pro- 
pose a more helpful model. The Old Morality is, to a great 
extent, supported by people who believe that there exist 
clearly defined standards of right and wrong and that a 
society has the responsibility to insist that all its members 
conform to them. This view is termed moralism; it can be 
seen in proponents in the religious community who see 
the objective standard of morality as deriving from divine 
law. Opposed to this view are the proponents of pluralism, 
who see the question of public morality as being much 
more complex. Pluralists deny that standards of moral- 
ity are objective and unchanging, and they contend that 
truth is to be discovered in the clash of differing opinions 
and convictions. According to this view, society is wise to 
allow many points of view to be advocated and expressed 
(French, 2020). The conscience and rights of the individ- 
ual are to be stressed over society’s needs for order and 
uniformity. Pluralists are much less likely than moralists 
to appeal to either law or religion for the enforcement of 
their views, and they are more likely to allow freedom to 
individuals. The debate between moralist and pluralist has 
been going on for a very long time. It will not be settled 
any time soon. 

Debate about the meaning of “family” offers an illus- 
tration. The “pro-family” position is rooted in religious 
conservatism and makes strong attempts to influence 
legislation. Pro-family activists are in favor of an abso- 
lute constitutional ban on abortion, against any kind of 
legal tolerance of the cohabitation of unmarried people, 
and in favor of legal discrimina- 


Moralism: A religious or philosoph- 
ical attitude that emphasizes moral 
behavior, usually according to strict 
standards, as the highest goal of 
human life. Moralists tend to favor 
strict regulation of human conduct to 
help make people good. 

Pluralism: A philosophical or political 
attitude that affirms the value of many 
competing opinions and believes that 
the truth is discovered in the clash 

of diverse perspectives. Pluralists, 
therefore, believe in the maximum 
human freedom possible. 
Fornication: The term for sex 
between unmarried people and, more 
generally, all immoral sexual behavior. 
Adultery: Voluntary sexual inter- 
course by a married person with 
someone other than their spouse; 
thus betrayal of one’s marriage vows. 


tion against LGBs in such areas 
as housing, child custody, and 
employment. 

This position is essentially 
that of the New Religious Right, a 
coalition of conservative religious 
and political groups. Members of 
this movement, largely but not 
exclusively fundamentalist Protes- 
tants, argue that the New Moral- 
ity has sapped the moral vigor of 
U.S. society, leaving the country 
open to inner decay and divine 
judgment. Their efforts to enforce 
their religious convictions by leg- 
islation have created one of the 
most intense church-state contro- 
versies of the late 20th and early 


21st centuries (see the chapter “Sex and the Law”). Their 
position is odious to pluralists and to those who have 
benefited by the liberalization of laws and attitudes con- 
cerning sexuality. These people fight to keep what they 
consider to be gains, whereas pro-family and New Right 
activists seek to turn the clock back to what they perceive 
to have been a healthier and more moral time. Middle 
ground is hard to find. 

This conflict is even splintering many religious com- 
munities today. Liberal Jewish, Catholic, and Protestant 
groups, which have tended to accommodate at least some 
of the New Morality, have been under attack from por- 
tions of their own membership on such issues as abor- 
tion and homosexuality. Reports in the press of national 
gatherings of U.S. religious groups reveal a remarkable 
number of debates related to human sexuality, debates 
that parallel those in society at large. Here we illustrate 
this ferment by discussing the ethical issues posed by sex 
outside marriage, contraception, abortion, same-gender 
sexuality, and reproductive technologies. 


Sex Outside Marriage 

The religious tradition underlying Western ethics has 
almost always seen sexual intercourse as legitimate only 
in marriage. This view is rooted in an understanding of 
marriage as God’s will for most men and women, the 
way in which sin is avoided and children are cared for. 
Thus, the tradition has condemned both sex before mar- 
riage (fornication) and sex by people married to others 
(adultery). Today, this position continues to be held by 
theological conservatives among Jews, Protestants, and 
Roman Catholics. 

That said, in 2021 Pope Francis declared that sex out- 
side marriage is not the most serious sin (Ibbetson, 2021). 
He urged followers to focus, instead, on the serious sins of 
pride and hatred. 

Consistent with the Pope’s views, trends in society 
have caused many ethicists to reopen the question and to 
take less strict positions. Among these are the develop- 
ment of safe and reliable contraception, later age at first 
marriage, the fact that many people suffer the loneliness 
of divorce and widowhood, and scientific evidence indi- 
cating widespread sexual activity among adolescents. 
These ethicists are concerned that people be given more 
helpful guidance than “thou shalt not” and “just say no.” 
For them, the quality of the relationship is more import- 
ant ethically than its legal status. 

Criteria for judging the morality of nonmarital sexual 
acts could include the following (Countryman, 1994). 
First, is there a genuine respect for the personhood of all 
involved? Virtually all ethicists would agree that sexual 
exploitation of one person by another (whether married 
or not)—the use of other human beings merely for one’s 
pleasure—is wrong. Furthermore, most would require gen- 
uine affection and commitment from both parties, which 
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would be manifested in responsible behavior such as using 
precautions against unwanted pregnancies and STIs and 
being sensitive to each other’s needs. Finally, many ethi- 
cists would insist that moral sexual behavior must include 
genuine openness and honesty between the partners. 
Public and private institutions, in this view, should be 
involved in helping people to make good ethical choices 
about sexual behavior in a culture that tends to glorify and 
exploit sex (Lebacqz, 1987; Moore, 1987). 

Yet another approach holds that, particularly with 
young people, our ethical emphasis should be on sexual 
violence (Carmody, 2015). This approach holds that the 
most serious ethical issue is not whether unmarried ado- 
lescents engage in sex, it is whether they—or anyone else— 
coerce sex from another person. An education program 
using this framework has been developed in Australia and 
is called the Sex & Ethics Program (Carmody, 2015). It 
acknowledges young people as active decision makers and 
seeks to balance ethical consideration of sexual violence 
with the real pleasures of sex. 

Extramarital sex (adultery) has always been regarded 
as a grave matter. In the Hebrew Bible, the penalty for 
it was to be stoned to death; in the New Testament, it is 
the only grounds for divorce allowed by Jesus (Matthew 
6:21-22). With increased psychological awareness, adul- 
tery has been understood as a serious breach of trust by 
a spouse, as well as an act of unfaithfulness to God (a 
violation of religiously significant promises). Few con- 
temporary ethicists seek to modify this position, but 
many would argue for a less judgmental, more humane 
approach to those involved. In this view, people in extra- 
marital relationships should be helped to find the root 
causes of their infidelity and to move toward a reconcil- 
iation with their spouses based on forgiveness and love. 
This approach suggests that counseling is more helpful 
than condemnation. Above all, some argue, religious 
organizations need to assist people in establishing and 
maintaining good marriages based on mutual respect, 
communication, and commitment. 


Contraception 

Roman Catholicism opposes any “artificial” means of 
contraception; Jews and most Protestants favor responsi- 
ble family planning by married couples. Moreover, most 
ethicists would suggest that unmarried people who are 
sexually active ought to be using birth control. 

Those who oppose birth control for religious reasons 
see it as being contrary to the will of God, against the 
natural law, or both. Orthodox Judaism cites the biblical 
command to “be fruitful and multiply” (Genesis 1:26), 
not to be disobeyed in any way. Furthermore, some mem- 
bers of other Jewish communities warn that limiting 
family size threatens the future existence of the Jewish 
people, and they call for a return to the traditionally large 
Jewish family. 


In 1968, Pope Paul VI issued an 
encyclical, Humanae 
Vitae, in which he 
declared that birth 
control was "“intrin- 
sically wrong." That 
encyclical set church policy ever since. 

The encyclical continued the Church’s approval of 
“natural family planning,” that is, abstinence during fer- 
tile periods, popularly known as the “rhythm method” 
or “Vatican roulette.” Not all Catholics enthusiastically 
accepted Humanae Vitae, and the evidence indicates that 
many Catholic couples ignore these teachings and use 
contraceptives anyway. 

Those in the religious community who favor the use 
of contraceptives do so for a variety of reasons. Many 
express a concern that all children who are born should 
be “wanted,” and they see family planning as a means to 
this end. Others, emphasizing the dangers that overpop- 
ulation poses to the quality and future of human life, the 
need for a more equitable distribution and conservation of 
natural resources, and the needs of the emerging nations, 
call for family planning as a matter of justice. Another 
point of view regards the use of contraceptives as part of 
the responsible use of freedom. In this view, any couple 
who are unwilling or unready to assume the responsibility 
of children have a duty to use contraceptives. For these 
groups, the decision to use contraceptives is a highly indi- 
vidual one, and the government must allow each individ- 
ual the free exercise of their conscience (Curran, 1988). 
Others argue that Thomas Aquinas’s natural law, which 
was based on the science of the Middle Ages, should be 
updated to a natural law based on current biological and 
social science, which would lead to very different conclu- 
sions about contraception and many other issues, includ- 
ing homosexuality (Helminiak, 2001a, 2001b, 2004). 


Why is the Roman 
Catholic Church opposed 


to contraception? 


Abortion 

One of the most convulsive debates of our time continues 
to be waged over the issue of abortion. Pro-life and pro- 
choice activists are well organized and deeply convinced 
of the rightness of their positions. The conflict is a clash 
of religious belief, political conviction, and worldview in 
the realm of public policy. Well-sampled surveys show that 
Americans’ attitudes are divided, and yet there is a strong 
consensus (85%) that abortion should be legal under all or 
at least certain circumstances (Table 1). 

Two distinctions should be made at the outset. First, 
there is no consensus on the relation between abortion 
and contraception. For the Roman Catholic Church 
and others within the pro-life movement, the two are 
the same; indeed, many pro-life activists wish to ban all 
contraception except natural family planning (rhythm). 
In the other camp, there are some pro-choice advocates 
who also regard abortion as a variety of contraception—less 
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Figure 7 The controversy over abortion in the 
U.S. In response to the Supreme Court’s 2022 deci- 
sion in Dobbs, overturning Roe v. Wade, protests 
erupted in front of the Supreme Court and across 
the nation. (a) Pro-choice protesters. (6) Pro-life 
supporters. See the chapter Sex and the Law for 
more detail. 


(a) Matt Gush/Alamy Stock Photo; (b) Patsy Lynch/Alamy Stock 
Photo 


desirable, perhaps, but better than unwanted pregnancy. 
However, most centrist ethicists do distinguish between 
abortion and contraception, typically favoring the latter 
while raising ethical questions about the former. Second, 
a distinction is frequently made between therapeutic abor- 
tion and elective abortion. Therapeutic abortion is a ter- 
mination of pregnancy when the life or mental health of 
the woman is threatened or when there is trauma, such 
as in cases of rape or incest. Many ethical theorists are 
willing to endorse therapeutic abortion as the lesser of 
two evils but do not sanction elective abortion—that is, 
abortion whenever requested by a woman for any reason. 

The leadership of the antiabortion movement comes 
from the Roman Catholic Church, for which putting 
an end to abortion is a major policy goal. For many 


Table 1 Gallup Poll Findings on Americans’ 


Attitudes toward Abortion 


Percentage 


1975 1992 2022 


Abortion should be: 
Legal under any 


circumstances 21% 31% 35% 
Legal under only cer- 

tain circumstances 54 53 50 
Illegal under all 

circumstances 22) 14 iS 
No opinion 3 2 2 


Source: www.gallup.com 


Catholics, opposition to abortion is seen as part of an 
overall commitment to respect for life. The underlying 
principle of this position is that all life is a gift from God 
that human beings are not permitted to take. It is the 
position of the pro-life movement that human life begins 
at the moment of conception and that the fetus is, from 
that beginning, entitled to full rights and protections. The 
Roman Catholic position is shared by Orthodox Jews, 
Eastern Orthodox Christians, and many conservative, 
or fundamentalist, Protestants (see A Sexually Diverse 
World: Religious Position Statements on Abortion). An 
end to legalized abortion is at the top of the political 
agenda of many theologically conservative groups and 
has been a major issue in presidential and congressional 
elections and Supreme Court appointments for more 
than 50 years. 

Nonetheless, there has been some significant dissent 
from this position even within the Catholic Church. Pro- 
choice Catholics point out that for most of its history 
the Church accepted Aristotle’s teaching, reaffirmed 
by St. Thomas Aquinas, that “ensoulment,” that is, the 
entry into the fetus of its distinctively human soul, takes 
place roughly 3 months after conception (Maguire, 2001; 
Miller, 2014). Theoretically, this permits at least first-tri- 
mester abortion. The distinction between human life 
and human personhood is crucial here. A first trimester 
fetus, according to this distinction, is human and alive, 
but not yet a person. If it is not a person, it cannot be 
murdered. Though regularly denounced by the Vatican 
and the U.S. Church’s hierarchy, some Catholic ethicists 
insist that the Church’s position is not unchangeable and 
argue that the concerns and needs of women should be 
more carefully considered (Kolbenschlag, 1985; Magu- 
ire, 2001; Reuther, 1985). As shown in Table 2, reflecting 
the diversity of Catholic belief, 48 percent of U.S. Cath- 
olics believe that abortion should be legal in all or most 
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Table 2 Percentage of U.S. Adults in 
Religious Groups Who Say 


Abortion Should Be Legal in 
All or Most Cases 


Religious Affiliation % Saying Abortion 
Should Be Legal in 


All or Most Cases 


Unitarian Universalist 90 
Atheist 87 
Jewish 83 
Buddhist 82 
Episcopal Church VQ) 
United Church of Christ U2 
Hindu 68 
Presbyterian Church (USA) 65 
Evangelical Lutheran Church 

in America 65 
African Methodist 

Episcopal Church 64 
United Methodist Church 58 
Muslim 55 
Catholic 48 
Southern Baptist 

Convention 30 
Mormon 2 
Jehovah’s Witness 18 


Source: Masci (2018). 


cases; but in that same poll, 47 percent believe it should 
be illegal in all or most cases. 

The pro-choice position takes at least two forms: 
absolute and modified. The absolute position argues that 
pregnancy is solely the concern of a woman and that she 
should have the absolute right to control her own body 
and determine whether to carry a fetus to term. Ethically, 
this position is based on the conviction that the individual 
must be free and autonomous in all personal decisions. It 
is also inspired by feminism, which regards such auton- 
omy as necessary if women are to be truly equal to men. 
Feminists also observe that, historically, the rules about 
abortion were made by men, who do not become preg- 
nant, and thus are deeply suspect. Concerns for auton- 
omy and individualism have formed a significant part of 
Western ethics and American social theory for more than 
two centuries. 

For those who hold the modified pro-choice position— 
which includes most liberal Protestants and Jews—the 
issue is more complex and means balancing several goods 
against one another. They affirm that human life is good 
and ought to be preserved but also argue that the quality 
of life is important. They argue that a fetus may have a 
right to life, but ask if the child does not also have the 
right to be wanted and cared for. In high-risk situations, 


might not the danger to the well-being of a woman already 
alive take precedence over the well-being of an unborn 
fetus? Few in this camp regard abortion as a good thing, 
but most suggest that there may be many situations in 
which it is the least bad choice. Moreover, these ethicists 
tend to observe that there is diversity of opinion in society 
over the morality of abortion (as shown in Table 1), so 
the government ought to keep out and let the individual 
woman make up her own mind. 

The pro-life position is, as is typical with moralism, 
much more absolute and apparently simple, whereas the 
pluralist pro-choice position is complex. Both positions 
agree on the value and dignity of human personhood 
but are sharply divided on when personhood begins, 
how various conflicting interests are to be balanced, 
and how human life is best preserved and enhanced. 
Several factors ensure that the debate will continue for 
some time. Advances in neonatal medicine are pushing 
back the threshold of “viability” (the survival of prema- 
ture infants), which may affect the ethical acceptability 
of second-trimester abortions for some people (Callahan, 
1986). The politicalization of the issue will keep it in the 
public consciousness, and legal challenges will continue 
(see the chapter “Sex and the Law”). Certainly, the inten- 
sity is not likely to diminish, as it is a clash about life, 
law, freedom, and values, and few people are neutral on 
these issues. 


Same-Gender Sexuality 

Mirroring society as a whole, religious communities have 
been engaged in a vigorous debate on the subject of homo- 
sexuality. Until recently, the religious condemnation of 
homosexual acts, and even gay people, was unquestioned. 
However, many contemporary ethicists, and some reli- 
gious bodies, have started reexamining 
their attitudes toward homosexuality 
(Siker, 1994; White, 
2001). This change has 
occurred in part because 
some recent scholarship 
suggests that the traditional interpre- 
tation of the Bible passages on this topic is not accurate, 
and in part because the impact of social science has led 
many ethicists to question whether same-gender sexuality 
is truly abnormal and unnatural and therefore against the 
will of God. There are three positions, broadly speaking, 
on the issue: rejection, love the sinner but hate the sin, 
and full acceptance. 


What does the Bible say 
about homosexuality? 


Rejectionism 

According to the rejectionist position, it has generally been 
presumed that the Judeo-Christian tradition absolutely 
opposes any sexual acts between people of the same gen- 
der and regards those committing such acts as sinners, 
utterly condemned by God. Although there are few 


454 


CHAPTER 19 + ETHICS, RELIGION, AND SEXUALITY 


references in the Bible, all the explicit ones are negative, 
the most famous being the passage about the destruction 
of Sodom.® 

Rejectionists tend to rely on a literal reading of the 
Bible. They note that the Hebrew Bible calls male-male 
sex “an abomination” (Leviticus 18:22), and although 
Jesus made no comment on the subject, they read Paul’s 
statement in Romans (1:26-27) as an unambiguous con- 
demnation of homosexual acts. They allow, however, 
that Paul did not seem to have found homosexuality any 
worse than other sexual sins. The rejectionists also note 
that—in English translation—sodomy is included in lists of 
sins that include adultery and fornication (1 Corinthians 
6:9 and | Timothy 1:10). Insisting that the sin of Sodom 
(Genesis 19) was homosexuality, they also tend to see 
homosexuality wherever the Bible mentions Sodom. 

A thread of condemnation of same-gender sexuality 
does run through Christian history. Same-gender sexual- 
ity was not uncommon in the Mediterranean world of the 
early Church, and the Church condemned it as part of the 
immoral world in which it found itself. The Church saw it 
as a crime against nature that might bring down the wrath 
of God upon the whole community (Kosnick, 1977). In 
the Middle Ages, Thomas Aquinas stated that “unnatural 
vice .. . flouts nature by transgressing its basic principle 
of sexuality and is in this matter the gravest of sin” (1968 
ed., II-II, q. 154, a. 12). 

Many religious people continue to hold the rejection- 
ist position condemning homosexual acts and rejecting 
gay people unless they repent and become heterosexual. 
An example of this stance is a 2010 resolution of the 
Southern Baptist Convention, which stated, “[we] affirm 
the Bible’s declaration that homosexual behavior is intrin- 
sically disordered and sinful, and we also affirm the Bible’s 
promise of forgiveness . . . to all sinners who repent of sin.” 


Love the Sinner but Hate the Sin 

Some religious groups would modify the rejectionist posi- 
tion somewhat, through a distinction between homosexual 
orientation and behavior. In essence this stance regards 
a person’s sexual orientation—assuming that it cannot be 
changed—as morally neutral but rejects same-gender sex- 
ual behaviors. Thus an ethical gay person may be fully 
obedient to the will of God, as long as they remain absti- 
nent. This is the official position of the Roman Catholic 
Church, reiterated in a Vatican directive entitled “The Pas- 
toral Care of Homosexual Persons,” which states in part, 


Although the particular inclination of the homosexual 
person is not a sin, it is a more or less strong tendency 
ordered toward an intrinsic moral evil; and thus the incli- 
nation itself must be seen as an objective disorder. There- 
fore special concern and pastoral attention should be 


°Other relevant biblical passages include Leviticus 18:22 and 20:13; 
Genesis 19; Romans 1:26; and I Corinthians 6:9. 


directed toward those who have this condition, lest they 
be led to believe that the living out of this orientation in 
homosexual activity is a morally acceptable option. It is 
not. (Congregation for the Doctrine of the Faith, 1986, 
p. 379. This position was reiterated in 2003. Documents 
such as this can be found online at http://www.vatican.va/ 
roman_curia/congregations/cfaith/index.htm) 


As a result of this instruction, American bishops denied 
use of church facilities to most chapters of Dignity, an 
organization of lesbian and gay Catholics. Various Protes- 
tant groups have taken the same stance—that is, being gay 
per se may not be sinful, but homosexual acts are. 

In 2020, Pope Francis signaled a somewhat more 
tolerant approach, expressing support for civil unions 
of same-sex couples (Horowitz, 2020). Civil unions are 
legal marriages but not religious marriages. His statement 
touched off opposition from the Catholic hierarchy. 


Full Acceptance 

At the other end of the spectrum are those in the religious 
community who favor full acceptance of lesbian and gay 
people, usually basing this stance on a revisionist view 
of the Bible and church tradition. Some scholars argue 
that the apparent condemnation in the scriptures is not 
relevant to sexual orientation as we understand it today 
(Furnish, 1994). Some scholars go further and deny all 
condemnation. They note that the “abomination” of 
Leviticus 18:22 implied a ritual taboo, an impurity, not 
an ethical violation, and the offense was only male-male 
penetrative sex, not all same-sex acts (Boyarin, 1995; 
Olyan, 1994). Paul’s point in Romans (1:18-32), then, 
would be to dismiss concern over this male-male impu- 
rity, this atypical sexual behavior (the term unnatural is a 
mistranslation), for “nothing is unclean in itself” (14:14), 
and Christians of diverse stripes “who are many, are one” 
(12:5) (Countryman, 1988). Yale historian John Boswell’s 
detailed research into early and medieval Christianity led 
him to conclude that up until about the 13th century the 
Christian Church was relatively neutral toward homosex- 
uality and, when it did see same-gender sexual behavior 
as sinful, did not regard it as any worse than heterosex- 
ual transgressions (Boswell, 1980). Boswell found that 
a gay subculture flourished throughout this period, that 
it was known to the Church, that clergy and church offi- 
cials were often part of it, and that it was not infrequently 
tolerated by religious and civil authorities alike. This sort 
of historical research has led some theologians, such as 
Roman Catholic John McNeill and Anglican Norman 
Pittenger, to question whether the tradition has been 
understood properly and to conclude that sexual relation- 
ships that are characterized by mutual respect, concern, 
and commitment—by love in its fullest sense—are to be 
valued and affirmed, whatever the gender of the partners 
(McNeill, 1987; Pittenger, 1970). The revisionist view has 
been gaining adherents over time. 
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A Sexually Diverse World 


versus Pro-choice 


he following statements come from a variety of 
major religious organizations. They reflect the 
nature of the arguments and the rhetoric of the 
abortion debate. Consider these statements in relation to 


the Gallup poll (Table 1) that shows a wide diversity of 
opinion among the American public. 


Pro-Life Statements 


Among important issues involving the dignity of human 
life with which the Church is concerned, abortion neces- 
sarily plays a central role. Abortion, the direct killing of 
an innocent human being, is always gravely immoral (The 
Gospel of Life, no. 57); its victims are the most vulnerable 
and defenseless members of the human family. It is imper- 
ative that those who are called to serve the least among us 
give urgent attention and priority to this issue of justice. 
(United States Conference of Catholic Bishops, 2001) 


Our defence of the innocent unborn, for example, needs 
to be clear, firm and passionate, for at stake is the dignity 
of a human life, which is always sacred and demands love 
for each person, regardless of his or her stage of develop- 
ment. Equally sacred, however, are the lives of the poor, 
those already born, the destitute, the abandoned and 
the underprivileged, the vulnerable infirm and elderly 
exposed to covert euthanasia, the victims of human traf- 
ficking, new forms of slavery, and every form of rejection. 
(Pope Francis, 2018) 


As Orthodox Christians, we strongly affirm the value and 
sanctity of all human life, from the moment of conception 
to the final breath one takes. . . . To artificially terminate 
life is to transgress on that which is holy; it is unthinkable, 
a grave sin. (Jonah, Metropolitan of all America and Can- 
ada, 2010) 


The living but unborn are persons in the sight of God 
from the time of conception. Since abortion takes a 
human life, it is not a moral option except to prevent the 
death of another person, the mother. (Lutheran Church— 
Missouri Synod, 2009) 


Whereas, Biblical revelation clearly and consistently 
affirms that human life is formed by God in His image 
and is therefore worthy of honor and dignity (Genesis 


Religious Position Statements on Abortion: Pro-life 


1:27; 9:6) and. . . Whereas, an estimated fifty-seven mil- 
lion unborn babies have been aborted since the legaliza- 
tion of abortion in 1973 (Roe v. Wade). . . Be it resolved, 
that we reaffirm our repudiation of the genocide of legal- 
ized abortion in the United States and call on civil author- 
ities to enact laws that defend the lives of the unborn... . 
(Southern Baptist Convention, 2015) 


Pro-Choice Statements 


The United Church of Christ has affirmed and re-affirmed 
since 1971 that access to safe and legal abortion is consis- 
tent with a woman’s right to follow the dictates of her own 
faith and beliefs in determining when and if she should 
have children, and has supported comprehensive sexu- 
ality education as one measure to prevent unwanted or 
unplanned pregnancies. (United Church of Christ, 2004) 


Abortion is an extremely difficult choice faced by a 
woman. In all circumstances, it should be her decision 
whether or not to terminate a pregnancy, backed up by 
those whom she trusts (physician, therapist, partner, 
etc.). This decision should not be taken lightly (abortion 
should never be used for birth control purposes) and 
can have life-long ramifications. However, any decision 
should be left up to the woman within whose body the 
fetus is growing. (Union for Reform Judaism, 2004) 


Our belief in the sanctity of unborn human life makes us 
reluctant to approve abortion. But we are equally bound 
to respect the sacredness of the life and well-being of the 
mother, for whom devastating damage may result from an 
unacceptable pregnancy. In continuity with past Chris- 
tian teaching, we recognize tragic conflicts of life with 
life that may justify abortion, and in such cases we sup- 
port the legal option of abortion under proper medical 
procedures. We cannot affirm abortion as an acceptable 
means of birth control, and we unconditionally reject 
it as a means of gender selection. (United Methodist 
Church, 2000) 


We believe that legislation concerning abortions will not 
address the root of the problem. We therefore express 
our deep conviction that any proposed legislation on the 
part of national or state governments regarding abortions 
must take special care to see that individual conscience 
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is respected and that the responsibility of individuals to 
reach informed decisions in this matter is acknowledged 
and honored. .. . Women’s reproductive health and repro- 
ductive health procedures should be treated as all other 
medical procedures. . . . Equitable access to women’s 
health care, including women’s reproductive health care, is 
an integral part of a woman’s struggle to assert her dignity 
and worth as a human being (Episcopal Church, 2018). 


Judaism does not believe that personhood and human 
rights begin with conception. The premise that person- 
hood begins with conception is founded on a religious 
position which is not identical with Jewish tradition. 


Different religious bodies have moved toward accep- 
tance in varied ways. For example, in 2006 the Episcopal 
Church’s General Convention reaffirmed its “historical 
support of gay and lesbian persons as children of God and 
entitled to full civil rights.” The Episcopal Church stands, 
with many other religious groups, for full civil rights and 
liberties for LGB people. 

In 1963 a group of English Friends challenged tradi- 
tional thinking about sexuality, including homosexuality, 
in Toward a Quaker View of Sex. Since that time, Quakers 
and Unitarians have been notable for their acceptance not 
only of gay people but also of their sexual behavior, as 
long as it is conscientious. 

Within virtually all the mainline churches, gay cau- 
cuses and organizations have been formed in an effort to 
move fellow believers toward greater understanding and 
tolerance. A considerable number of lesbians and gays 
have simply left the established religious organizations 
and founded their own churches, synagogues, temples, 
and other groups, of which the largest is the Metropolitan 
Community Church (see Figure 9). On the other hand, 
many gay people reject all forms of religion as oppressive 
and invalid, making religion as controversial within the gay 
community as homosexuality is within religious bodies. 

Two issues in particular seem to provoke the most 
debate: ordination and gay marriage. Beginning in the 
1970s, most major American Protestant denominations 
debated the appropriateness of ordaining lesbians and 
gay men to the ministry. The debates were emotional 
and explosive, and nearly all resulted in legislation for- 
bidding ordination of gay persons. The debate in 2004 at 
the General Conference of the United Methodist Church 
was typical. In a highly charged atmosphere including 
demonstrations, the group voted, by a 2 to | margin, 
that “practicing homosexuals” cannot be ordained and 


Therefore, under special circumstances, Judaism chooses 
and requires abortion as an act which affirms and pro- 
tects the life, well being and health of the mother. To 
deny a Jewish woman and her family the ability to obtain 
a safe, legal abortion when so mandated by Jewish tra- 
dition, is to deprive Jews of their fundamental right of 
religious freedom. (United Synagogue of Conservative 
Judaism, 1989) 


Sources: www.pewforum.org; www.religiousinstitute.org 


that Methodist ministers may not bless same-sex unions 
(Bloom, 2004). At present, the Unitarian-Universalist 
Association, the United Church of Christ (Congrega- 
tionalists), the Evangelical Lutheran Church in America 
(ELCA), the Presbyterian Church, and both Reform and 
Conservative Jews are willing to ordain gay and lesbian 
people openly. And in 2003, the Episcopal Church, amid 
much controversy, approved the consecration as bishop of 
an openly gay priest (Davey, 2003). Otherwise, the lines 
are pretty clearly drawn in other religious groups. 

Many who favor full acceptance of LGBs have argued 
for formal recognition of same-gender marriages by reli- 
gious groups. At the same time, beginning around 2010, 
public opinion in the United States increasingly favored 
legalized gay marriage. A landmark occurred in 2015 
when the Supreme Court said that same-gender mar- 
riage was a legal right based on the Equal Protection 
Clause of the U.S. Constitution (see the chapter “Sex 
and the Law”). These enormous shifts in the culture at 
large were accompanied by corresponding changes in 
the views of many faith communities, while other groups 
held their ground in opposition to same-gender marriage. 
As of 2019, same-gender marriage was performed in 
the Unitarian Church, the United Church of Christ, the 
Presbyterian Church, the Episcopal Church, the ELCA 
Lutheran Church, and Reform and Conservative Jewish 
congregations. 


(iT | 
Technology and Sexual Ethics 
A major challenge to ethicists today is the rapid devel- 


opment of technologies that raise new moral issues 
before the old ones have been resolved. We have already 
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Figure 8 In this Durer painting, Lot and his family 
flee as the city of Sodom burns. In Genesis 19:4— 
11, God sends two angels to the city of Sodom to 
investigate its alleged immorality. Lot grants the 
angels hospitality, but his house is surrounded by a 
crowd of men demanding that he send the angels 
out, “that we may know them.” Lot offers his virgin 
daughters instead, but the men of Sodom insist, 
the angels strike them blind, and God destroys the 
city. This story has been understood to condemn all 
same-gender sexual acts. However, some modern 
scholars question this interpretation, noting that 

at most it condemns homosexual rape. Moreover, 
scholars point out that in other portions of the Bible 
and in Jewish history, the sin of Sodom is never 
seen as homosexuality but instead as general 
immorality and lack of hospitality, a serious offense 
in the ancient Near East (Helminiak, 2000). 


National Gallery of Art, Washington, D.C./SuperStock 


discussed several issues in which technology has played 
a major role. Although sex outside marriage is hardly a 
problem unique to our time, the availability of reliable 
birth control techniques has probably increased the inci- 
dence of premarital and extramarital sex. The fact that 
millions of people can enjoy vigorous sex lives without 
conceiving children unless they choose to has markedly 
changed the basic moral climate. 

The issue of abortion has also been intensified by the 
technological advances of the past few decades and will 


Figure 9 The Reverend Troy Perry founded the 
Universal Fellowship of Metropolitan Community 
Churches in 1968 as part of his coming out—the 
story of which is told in his book The Lord Is My 
Shepherd and He Knows I’m Gay. Today there are 
166 MCC congregations in 33 different countries 
(mcchurch.org). 


Rick Gerharter 


only get more complicated in the future. The developing 
medical science of neonatology means that fetuses are via- 
ble outside the uterus earlier and earlier. Some late-preg- 
nancy abortions produce a fetus that could be kept alive, 
confronting hospital staff with agonizing questions about 
what should be done in such cases. Traditional ethics sug- 
gest that such unwanted children be kept alive, yet this 
can be incredibly costly and the children often have seri- 
ous disabilities as a result of not having gestated for a full 
9 months. To deal with this issue, hospitals may limit, or 
even forbid, second-trimester abortions. 

Another complex of ethical issues arises out of the host 
of assisted reproductive technologies that enable people 
to conceive children without sexual intercourse (Green, 
2007). These include artificial insemination, either by 
husband or by donor (AJH or AID), in vitro fertilization 
(IVF), embryo transfer, and surrogate motherhood. 

For many ethicists these technologies can be tentatively 
approved, because they enable otherwise infertile people 
to have children with at least one partner’s genes (Strong, 
1997). Certainly, having children of one’s own has had a 
very high value for most people throughout history, and 
“barrenness” has been seen as a curse in most cultures. 
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These technologies bring with them a number of eth- 
ical problems, too; chief among them is that they involve 
“playing God.” That is, they give human beings control 
over things that are, it is argued, best left up to nature and 
raise serious problems of who will decide how they are 
to be used. It is also argued that separating conception 
from marital intercourse may confuse the parenthood of 
children and have a negative effect on the child and fam- 
ily. Another concern is the possibility of exploiting oth- 
ers, particularly in the case of surrogacy. Some ethicists 
fear that rich couples will “rent wombs” from low-income 
women. Many question the morality of conceiving and/ 
or carrying a child one never intends to raise. Others 
worry that AID and IVF will be used to select the sex of a 
child or predetermine other characteristics, ushering in a 
“Brave New World” that is profoundly unethical. 

Now that technologies such as in vitro fertilization are 
commonplace, new issues are emerging. Often more than 
one embryo is implanted, the goal being to maximize the 
chances of a successful pregnancy. The result in some 
cases is multiple births of six or more babies, born long 
before 9 months of gestation. One study of children born 
at 25 weeks of gestation or earlier—not necessarily as part 
of a multiple birth—found that 49 percent had a disability 
and 23 percent had a severe disability (Wood et al., 2000). 
Is it ethical to use procedures that pose such serious risks 
to the baby? 

Two religious communities have condemned most or 
all of these technologies, though on somewhat different 
grounds. Orthodox Judaism might permit the use of tech- 
niques that would allow an otherwise infertile couple to 
have a child if both egg and sperm come from the cou- 
ple—for example, in AIH or IVF with implantation in 
the wife’s uterus. Any technique involving a third party 
is condemned as being de facto adultery and confusing 
the parentage of the child (Green, 1984; Rosner, 1983). 
The Roman Catholic position was stated clearly in a 1987 
statement issued by the Vatican and continues to be reaf- 
firmed today. The statement admitted as an open moral 
question fertility techniques that remained within the 
woman’s body using her husband’s sperm not collected 
by masturbation. Otherwise, all techniques such as AID, 
IVF, and surrogacy were unequivocally condemned as an 
assault on the dignity of the embryo and on the sanctity of 
marriage as the only licit means of procreation (Congre- 
gation for the Doctrine of the Faith, 1987, 2008). 

A centrist position on new reproductive technologies 
might approve their use in many cases, such as AIH in 
which a married couple use their own egg and sperm and 
the woman’s uterus and simply accomplish fertilization 
and implantation by artificial means, perhaps because the 
wife’s fallopian tubes are blocked. 


Somatic cell nuclear transfer: A clon- | At the same time, this centrist posi- 


ing technique that involves substitut- 


ing genetic material from an adult’s 
cell for the nucleus of an egg. 


tion might forbid other practices, 
such as the use of a stranger for 
her egg and gestation with only the 


husband’s sperm contributed by the 
“parental” couple. One : 
question then would What are some ethical 

arguments surrounding 


be whether technolog- 
ical conception should 
be regulated according 
to the mother’s age. Rosanna Dalla 

Corte, a 62-year-old Italian woman, created headlines when 
she gave birth, having used an ovum donation because she 
was postmenopausal (Strong, 1997). She would be 80 at 
the time of her son’s high school graduation. 

The announcement, in 1997, that Scottish scien- 
tists had successfully cloned a sheep, Dolly, confronted 
the public with the possibility of human cloning and its 
ethical issues when most had thought that cloning was 
largely a science-fiction fantasy (see Figure 10). The tech- 
nique itself, called somatic cell nuclear transfer, involves 
substituting the genetic material from an adult’s cell for 
the nucleus in an egg (Shapiro, 1997). President Clinton 
swiftly asked the National Bioethics Advisory Commis- 
sion to report on the ethical and legal issues surrounding 
human cloning. The group considered a number of eth- 
ical perspectives (Shapiro, 1997). A child born through 


cloning? 


Figure 10 The successful cloning of Dolly, the 
sheep, was a technological breakthrough that also 
raised a series of ethical questions. 
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cloning might have a diminished sense of individuality 
and personal autonomy, being genetically identical, for 
example, to her mother. The practice might open the door 
to a eugenics movement in which many copies of genet- 
ically “desirable” individuals were created while others 
were not permitted to reproduce. Yet these concerns must 
be balanced against important principles such as the right 
to privacy and to personal freedom, as well as the need 
to pursue scientific research. The commission concluded 
that, at this time, it would be morally unacceptable for 
anyone to create a human child using somatic cell nuclear 
transfer cloning, in part because the evidence indicates 
that the technique, at this time, is not safe and could intro- 
duce serious, unknown risks to a fetus. At the same time, 
the commission concluded that various religious bodies 
held divergent views on cloning and that widespread pub- 
lic debate needed to occur in order to refine and reach 
consensus on these ethical issues. 

The newest development is therapeutic cloning, which 
refers to creating tissues or cells that are genetically iden- 
tical to those of a patient who needs them to treat any of 
a number of diseases (Pollack, 2004). Therapeutic clon- 
ing is therefore distinct from reproductive cloning to cre- 
ate another individual, like Dolly. As the cloned embryo 
develops, stem cells can be extracted from it, which hold 
great promise for treating various neurological diseases 
such as Alzheimer’s. In 2009 President Obama lifted the 
ban on stem-cell research in the United States, potentially 
opening the door to therapeutic cloning (Gilgoff, 2009). 
Such research is also permitted in the United Kingdom. 
Meanwhile, ethicists debate the morality of stem-cell 
research, which may involve the destruction of embryos. 
In response, scientists are developing methods for creat- 
ing stem cells from sources other than embryos, such as 
skin or hair (Baker, 2008; Hayashi et al., 2012). 

There is no way to stop the development of technol- 
ogy, or to slow its speed. Nonetheless, it is important 
to recognize that decisions about human life and repro- 
duction should not be made just on scientific grounds. 
By definition, they have the deepest moral implications, 
which must be adequately addressed if essential human 
values are to be preserved. 


Toward an Ethics of Human 
Sexuality 


The combined forces of the sexual revolution and the New 
Morality have attacked traditional sexual ethics as narrow 
and repressive. This accusation may be true, but it has not 
yet been proven to everyone’s satisfaction that the alterna- 
tives proposed are a real improvement over the Old Moral- 
ity. Whether the debate will be resolved, and how, remains 
to be seen. Some of the arguments and possibilities follow. 


The Old Morality tends to be 
ascetic and legalistic and, at its 
worst, reduces ethical behavior 
to following a series of rules. Its } 4 disease. 
asceticism may downgrade the 
goodness of human sexuality and 
negate the very real joys of physical pleasure. A healthy 
personality needs to integrate human physicality and 
affirm it, and the Old Morality may make this kind of 
self-acceptance more difficult. Furthermore, if morality 
is simply a matter of applying universal rules, there is no 
real choice and human freedom is undermined. In short, 
opponents of the Old Morality might argue, this approach 
diminishes the full nature of humanity and impoverishes 
human life. 

However, the traditional approach deserves a few kind 
words as well. For one thing, with the traditional morality 
people almost always know where they stand. Right and 
wrong and good and bad are clearly spelled out. More- 
over, asceticism bears witness to the fact that the human 
is more than merely the body. 

The New Morality, with its situational approach and 
tendencies toward hedonism, has its own share of pluses 
and minuses. It affirms quite positively the physical and 
sexual side of human nature as an integral part of the indi- 
vidual. This is helpful, but if it is pushed too far, it can 
leave people undisciplined and irresponsible. Situation 
ethics calls for an evaluation of every ethical decision on 
the basis of the concrete aspects of the people involved 
and the context of the decision. Its broad principles of 
love, respect, and interpersonal responsibility are sound, 
but it can be argued that situationism does not take suf- 
ficiently into account the problem of human selfishness. 
Dishonesty about our real motives may blind us to the 
actual effects of our actions, however sincere we profess 
to be. Furthermore, situationism is a much less certain 
guide than the older approach because so many situations 
are ambiguous. 

There is a middle ground between these two extremes. 
This approach would incorporate the need for principles 
(laws) as guidelines for actions, while insisting that guide- 
lines be grounded in the best of current understanding— 
medical, psychological, and sociological. The result would 
be an updated version of the long-standing Western tra- 
dition of natural law, but 21st-century, evidence-based 
research, not armchair philosophy, would specify the 
nature involved. Both scientific and religious concerns, 
both research and responsibility, would find a balanced 
integration and produce the consensus needed in a plu- 
ralistic society and a global community. This approach 
differs from the Old Morality by stating that ethical prin- 
ciples must be adjusted as technology and society change. 
This approach differs from the New Morality in holding 
that, even in human matters, some laws do apply: Life is 
not a free-for-all, and actions have their consequences, 
both for the individual and for others. Overall, ethics 


Therapeutic cloning: Creating tis- 
sues or cells that are genetically 
identical to those of a patient, to treat 
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or morality would mean that which best serves life and 
health, and human and planetary well-being. 

In the specific case of sexual ethics, such a mid- 
dle-ground approach would affirm the goodness of human 
sexuality, while insisting that sexual behavior needs to be 


responsible. That is, choices must be based on collective 
experience, reasoned understanding, and well-informed 
conscience. This approach would accept sexuality as a 
vital part of human experience, but not the sum total of 
what we humans are. 


Understanding the difference between questions 
that can be decided by religious belief versus 
those that can be decided by scientific data 


“Abortion is a sin and you will get seriously depressed if you have one.” This is the text in a brochure that activists 
hand to women entering an abortion clinic. As someone with excellent critical thinking skills, you want to evaluate 
the accuracy of each of those statements: (1) abortion is a sin; and (2) you will get seriously depressed if you have 
an abortion. 

In cases such as this, it is important to distinguish between questions that can be answered by science and those 
that can be answered only by religious belief. The statement, Abortion is a sin, is not something that can be evalu- 
ated by scientific data. Scientists cannot measure whether something is sinful. The statement can be evaluated with 
religious beliefs, though. If you are Jewish or Christian, you can evaluate it against what the Bible says, although 
the Bible does not say anything directly about abortion, so that answer has to be inferred from other teachings in 
the Bible. Alternatively, you could look to the teachings of your particular religious group. As we saw earlier in the 
chapter, not all Christian groups, for example, agree about the morality of abortion. 

The statement, You will get seriously depressed if you have an abortion, is another matter. It is a statement that 
can be evaluated against scientific data. Researchers can conduct long-term studies of women having abortions 
to see if they actually do get depressed. Researchers could add a control group of comparable women to see if 
depression rates among those who had abortions are higher than the rates for comparable women. The design 
could be improved in various ways until it provides a very strong answer to the question. As we saw in the chapter 
“Contraception and Abortion,” the scientific data do not support the assertion that having an abortion causes a 
woman to become depressed. 

For good critical thinking, it is important to distinguish between questions that can be answered with scientific 


data and those that cannot and are matters of religious faith. 


SUMMARY 


Basic Concepts 

It is important to study religion and ethics in conjunction 
with human sexuality because they frequently provide 
the framework within which people judge the rightness 
or wrongness of sexual activity. They influence the way 
members of a society regard sexuality, and they are there- 
fore powerful influences on behavior. Religion and ethics 
may be hedonistic (pleasure oriented) or ascetic (empha- 
sizing self-discipline). They may be legalistic (operating 
by rules) or situational (making decisions in concrete situ- 
ations, with few absolute rules). 


Sexuality in Great Ethical Traditions 

In the great ethical traditions, ancient Judaism had a posi- 
tive, though legalistic, view of sexuality. Christian sources 
are ambivalent about sexuality, with Jesus saying little on 
the subject, and with St. Paul, influenced by the immo- 
rality of Roman culture and his expectation of the end of 
the world, being somewhat negative. Later, Christianity 
became much more ascetic, as reflected in the writings of 
Augustine and Thomas Aquinas, who grounded Catholic 
moral theology in natural law. The Protestant Reforma- 
tion abolished clerical celibacy and opened the door to 
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greater individual freedom in ethics. Today, new biblical 
scholarship has led to a wide variety of positions on issues 
of sexual ethics. 

Humanistic ethics rejects external authority, replacing 
it with a person-centered approach to ethics. 


Sexuality in Other Major Religions 

In terms of its roots, Islam is closely related to Judaism 
and Christianity and sees the Hebrew Bible and the New 
Testament as sacred. Classic Islam values sexuality very 
positively, but there is great variation across contemporary 
Islamic nations in how these teachings are interpreted. 
Hinduism, rooted in India, recognizes four possible 
approaches to life, one of which is Kama, the pursuit of 
pleasure, including sexual pleasure. Buddhism developed 
out of Hinduism. One Buddhist tradition is ascetic and 
encourages some men to live celibate lives as monks, but 
other Buddhist traditions, such as Tantric Buddhism, are 
much more sex positive. 


Contemporary Issues in Sexual Ethics 

Ethical issues involving human sexuality have provoked 
lively debate. Although the Western ethical tradition 
Opposes sex outside marriage, some liberals are open 
to sex among the unmarried, under certain conditions. 


Contraception is opposed by Roman Catholicism on natu- 
ral-law grounds, but it is valued positively by other groups. 
Abortion provokes a very emotional argument, with posi- 
tions ranging from condemnation on the grounds that it 
is murder to a view that asserts the moral right of women 
to control their own bodies. Although the traditional view 
condemns homosexuality absolutely, there is some move- 
ment toward either approval of at least civil rights for gay 
people or a more complete acceptance. 


Technology and Sexual Ethics 

The rapid development of sex-related technologies poses 
challenges in sexual ethics. Some consider assisted repro- 
ductive technologies to be ethical because they enable 
people to conceive children, whereas others worry about 
issues such as wealthy people using surrogates and how 
many fertilized embryos should be implanted. 


Toward an Ethics of Human Sexuality 

A possible resolution of the conflict between the Old 
Morality and the New Morality involves an ethics of 
human sexuality, neither hedonistic nor rigidly ascetic, 
that takes seriously the historical tradition of ethical 
thinking while insisting that decisions take into account 
the specific situation. 
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1. Are people in the United States 
breaking the law by living together? 


2. What laws protect the rights of 
transgender people? 


3. What kinds of laws restrict a woman’s 
access to abortion? 


Read this chapter to find out. 
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S« although considered by many in our culture the quintessential private activity, is 
blanketed by a staggering number and variety of laws. Such a crazy quilt of state laws 
means that a perfectly legitimate sexual practice in one state may be a felony in another. By 
crossing a state boundary one may be stepping into a different moral universe.* 


*Richard Posner & Katherine Silbaugh. (1996). A guide to America’s sex laws. Chicago: University of Chicago Press. 


Every day, millions of people in the United States engage 
in sexual behaviors that are illegal. In many states or cit- 
ies, for example, having sex with a person who is married 
to someone else, viewing child pornography online, and 
paying for sex are crimes. In fact, numerous laws in the 
United States tell people, in effect, what they can do and 
how, where, and with whom they can do it. This chap- 
ter considers why such laws exist, what sorts of behav- 
iors are affected, how these laws are enforced, how they 
are changing, and what the future prospects for sex-law 
reform might be. 


SS eal, | 
Why Are There Sex Laws? 


Why are there laws regulating sexual conduct? This is a 
very modern question, for throughout most of Western 
history the regulation of sexual conduct was taken for 
granted. Sexual legislation is quite ancient, dating back 
certainly to the time of the Hebrew Bible (see the chapter 
“Ethics, Religion, and Sexuality”). Since then, in coun- 
tries where the Judeo-Christian tradition has been influ- 
ential, attempts to regulate morals have been the rule. 
Today many regard sex as a private matter, of concern 
only to those involved. However, historically it has been 
seen as a matter that very much affects society and there- 
fore is a fit subject for law. Most societies regulate sexual 
behavior, both by custom and by law. 

Certain kinds of sex laws are legitimate and necessary. 
Clearly people ought to be free from sexual assault and 
coercion and children should not be sexually exploited; 
individual rights and the interests of society are here 
in agreement. 

However, sex laws have also been designed for other 
purposes that may be open to debate. Historically, one 
rationale was to preserve the family as the principal unit 
of the social order by protecting its integrity from, for 
example, adultery or desertion of a spouse. Sex laws also 
seek to ensure that children have a supportive family by 
prohibiting conduct such as fornication, which is likely 
to result in out-of-wedlock births. Changing social condi- 
tions may call for revision of these statutes, but the princi- 
ples behind them are understandable. 


There is yet another realm of motivation behind sex 
laws that is problematic: the protection of society’s mor- 
als. The concern for public morality results in laws against 
nonprocreative sex, for reasons outlined in the chapter 
“Ethics, Religion, and Sexuality.” Thus there have been 
laws against homosexual acts, bestiality, and contracep- 
tion. Religious beliefs as to what is “unnatural,” “immoral,” 
or “sinful” have found expression in law, as it was often 
held that the government had a duty to uphold religion as 
a pillar of civilized society, using the law to make people 
good. The example of England is instructive because U.S. 
law derives so extensively from English law. Church and 
state in England have historically been seen as identical, 
and the state had an obligation to protect the interests of 
the church. A secular government not tied to the church, 
such as the United States, was unthinkable, and an individ- 
ual’s morals were a matter of public concern. 

In the United States, in contrast, the Constitution sep- 
arates church and state in order to prevent one religious 
group from imposing its beliefs on others. To the extent 
that today’s laws are derived from the Judeo-Christian (or 
any other) religious tradition, they violate this principle. 
Moreover, we have witnessed increasing heterogeneity of 
moral beliefs in recent decades. The religious right, for 
example, remains opposed to premarital sex, whereas most 
Americans see nothing wrong with it, and others advocate 
polyamory. Even if we accept the use of law to regulate 
morality, there is no longer—if there ever was—a consensus 
about which morals should be codified into law. 

It can be argued that another principal source of sex 
laws is sexism, which is deeply rooted in Western culture. 
One scholar has suggested that the history of the regula- 
tion of sexual activity could as well be called the history of 
the double standard. He went on to note, 


The law of marriage and the law controlling sexual expres- 
sion are really the same question looked at from different 
angles. Women have always been looked upon as the prop- 
erty of men—whether fathers or husbands. Marriage has 
frequently in history been a commercial transaction or a 
way in which the fabric of society could be maintained. 
The male insistence on chastity was simply an attempt to 
regulate social relations, to cement dynasties, to ensure the 
orderly succession of property 


(particularly teal prop erty) and Fornication: Sex between two 
to perpetuate male domination. unmarried people. 
(Parker, 1983, p. 190) 
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Rape: Nonconsensual oral, anal, or 
vaginal penetration, obtained by 
force, by threat of bodily harm, or 


when the victim is incapable of giving 
consent. 
Incest: Sexual activity between 
relatives. 


It is probably not coincidental that the movement for 
sex-law reform has gone hand in hand with the movement 
for the liberation of women. 

The American tradition of moralism in politics, the 
prudery of the Victorian period (during which much of 
the U.S. legal system came into being), and the zealous- 
ness of “moral entrepreneurs” have combined to provide 
the United States with an enormous amount of sexual leg- 
islation. This legislation reflects a great deal of conflict in 
our attitudes toward sex, which is perhaps unsurprising 
in such a pluralistic society. According to one authority, 
“The United States criminalizes more sexual conduct 
than other developed countries do and punishes the sex- 
ual conduct that it criminalizes in common with those 
countries more severely” (Posner, 1992, p. 78). 

The U.S. legal tradition assumes both the right of the 
state to enforce morals and a consensus in society as to 
which morals are to be enforced. However, some citizens 
have come to question the legitimacy of government inter- 
ference in what they regard as their private affairs. This 
tension has led to a widespread demand for a radical over- 
haul of laws that regulate sexual conduct. It all makes for 
a fascinating, if frustrating, field of study, for law has a 
way of reflecting the ambiguities and conflicts of society. 

The study of the interrelationship of sex and the law is 
in its infancy (Frank & Phillips, 2013). A related question 
that is only infrequently discussed is what rights regarding 
sex and sexuality should the individual have? This chapter 
considers these issues and more. 


What Kinds of Sex Laws 
Are There? 


Cataloging the laws pertaining to sexual conduct would be 
a difficult project. It is possible that no one really knows 
how many such laws there are, given the large number of 
jurisdictions in the U.S. legal system. When one consid- 
ers the range of federal law, state laws, municipal codes, 
county ordinances, and so on, the magnitude of the prob- 
lem becomes clear. In addition to criminal law, portions of 
civil law that may penalize certain sexual behaviors—such 
as licensing for professions, personnel rules for govern- 
ment employees, and immigration regulations—are also rel- 
evant. Furthermore, these laws are changing all the time, 
so any list would become obsolete before it went to press. 
Therefore, what is offered here is 
not so much a statistical summary 
of specific sex laws as a look at 
the kinds of laws that are, or have 
been, on the statute books. The 
subheadings, all of which contain 
the word crime, have been chosen 
intentionally, as a reminder that 


we are discussing legal offenses that can carry with them 
the penalty of going to jail, loss of reputation and family, 
monetary fines, or all of these. However quaint and amus- 
ing some of these laws may seem, they are a serious matter. 


Crimes of Exploitation and Force 

What kinds of sex laws make sense in a pluralistic society? 
Let us begin with those seeking to prevent the use of force 
or exploitation in sexual relations—chiefly laws against 
rape and sex with children. In the past several decades, 
there has been a movement toward seeing such crimes 
not so much as sex crimes but as crimes of violence and 
victimization, with laws being revised to accommodate 
this different understanding and to protect the victims 
(see the chapter “Sexual Coercion”). 

In 2012, the Federal Bureau of Investigation and the 
U.S. Justice Department adopted a revised definition of 
rape: “penetration, no matter how slight, of the vagina 
or anus with any body part or object, or oral penetration 
by the sex organ of another person, without the consent 
of the victim.” This revision brings the federal standard 
closer to the definition used in many states and cities, 
though there is still variation. A victim may be incapable 
of giving consent because of being unconscious, drunk, 
drugged, or other condition. Note the definition applies 
to all people. Many states have adopted laws criminaliz- 
ing sexual assault, which is a broader term than rape and 
includes nonpenetrative sex such as nonconsensual grop- 
ing. In this context, rape is typically considered first- or 
second-degree assault. 

Rape of a spouse is a crime in all 50 states and the Dis- 
trict of Columbia (National Center for Victims of Crime, 
2004). A number of states have extended these provisions 
to unmarried cohabitants. 

Laws that seek to prevent the sexual exploitation of 
children and adolescents are complicated by the issues of 
consent, coercion, and immaturity, all of which are rather 
difficult to define. All states have laws against statutory 
rape, or carnal knowledge of a juvenile. These laws pre- 
sume that all intercourse by an adult (normally one over 
17 or 18) with a person under a certain age is, by defi- 
nition, wrong because they cannot give genuine consent. 
The age of consent varies from state to state, ranging from 
16 to 18 (Find the data, 2015). Some states have laws that 
also include a reference to the difference in ages between 
the two people, on the assumption that there is a differ- 
ence in criminality between a 16-year-old girl having inter- 
course with her 18-year-old boyfriend or with a man in his 
thirties or forties. 

Child sexual abuse is generally covered under state 
laws against child abuse. Typically those laws define child 
abuse as harm or threatened harm of physical abuse, 
neglect, sexual abuse, sexual exploitation, or emotional 
injury against a child under the age of 18. 

Finally, every state includes laws against incest in its 
penal code. These laws prohibit sexual relations between 
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Figure 1 Many sex laws in the United States have had the goal of regulating behavior between consent- 
ing adults and upholding some people’s moral standards. Interracial marriage was illegal in Virginia and 
some other states until those laws were overturned in the Supreme Court case Loving v. Virgina (1967), 


portrayed in the movie Loving. 
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children and “biological parents, ancestors, or other sib- 
lings”; some also prohibit activity involving step- and adop- 
tive parents (Posner & Silbaugh, 1996). Most prosecutions 
are cases involving children and adult relatives. The nearly 
universal taboo against incest seems to have as its purpose 
the guarantee to children that the home will be a place 
where they can be free from sexual pressure. Incest laws 
also seek to prevent the genetic problems of inbreeding. 


Criminal Consensual Acts 

Although it is not difficult to see the logic of laws against 
force and exploitation of children and adolescents, many 
people are amazed to discover the number of sexual acts 
that are legally forbidden to consent- 
ing adults. These laws 
have been justified on 
the grounds of the pre- 
vention of illegitimacy, 
the preservation of the 
family, the promotion 
of public health, and the enforcement of morality (Bernard 
et al., 1985). There are a number of laws against fornication, 


cohabitation, and adultery. As of 
2020, fornication was still illegal 
in Mississippi and Idaho. As of 
2019, cohabitation was illegal in 
five states (Mollerus, 2019). These 
laws are rarely enforced, although 
they have been used in child cus- 
tody cases. 

Adultery, intercourse involving 
at least one person who is married 
to someone else, is a crime in 21 


Cohabitation: Unmarried people 
living together (with sexual relations 
assumed). 

Adultery: Voluntary sexual inter- 
course by a married person with 


someone other than the spouse; thus 
betrayal of one’s marriage vows. 
Sodomy: Originally “crimes against 
nature”; in contemporary laws, oral 
and anal intercourse. 


states (Rhode, 2016). It is grounds for divorce in almost 


every state. 


Besides specifying with whom one may have sex, laws 
have attempted to regulate what acts are permissible, even 
in the case of a legally married couple. 

In 1986, 24 states had laws prohibiting sodomy; in 
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some states, the law defined sodomy very broadly, as 
“crimes against nature” or “deviate sexual intercourse”; in 
other states, the law was very specific—for example, “con- 
tact between the penis and anus, the mouth and the penis, 
or the mouth and the vulva.” The U.S. Supreme Court, in 


466 


CHAPTER 20 + SEX AND THE LAW 


2003, ruled 6 to 3 that such laws are an unconstitutional 
invasion of privacy (Lawrence et al. y. Texas, 2003). This 
decision invalidated sodomy laws. The majority opinion 
included reference to a decision by the European Court 
of Human Rights supporting gay rights; this is an out- 
standing example of the impact of the burgeoning human 
rights—including sexual rights—movement (see A Sexually 
Diverse World: Universal Sexual Rights). 


Crimes against Good Taste 

Another broad category of sex offenses can be viewed as 
crimes against community standards of good taste and 
decency. In this area we find laws against exhibitionism, 
voyeurism, solicitation, disorderly conduct, being a public 
nuisance, and “general lewdness.” These statutes are by and 
large vague and punish acts that are offensive, or /ikely to be 
offensive, to someone. Consider public nudity. Forty states 
have laws prohibiting exhibitionism, intentional display of 
sexual parts of the body, especially genitals and female nip- 
ples. Most states exempt breast-feeding mothers from pros- 
ecution, but even today, women are sometimes arrested for 
doing so. In some jurisdictions simple nudity (e.g., skinny- 
dipping) is legal but nudity coupled with evidence of intent 
to shock or offend is prohibited. And what about NIP, 
nudity in protest? Many communities host a World Naked 
Bike Ride each year, but few communities arrest nude rid- 
ers (unless they do something to shock or offend). Many 
states have laws against engaging in sex in a public place. 
As discussed later, unequal enforcement of these laws, their 
vagueness, and the difference between what is offensive and 
what is actually criminal make these statutes suspect. 


Crimes against Reproduction 

The Judeo-Christian tradition considered behaviors that 
interfered with reproduction to be sins. English common 
law criminalized these behaviors, including homosexual- 
ity, sodomy, and birth control. (Conception was impossi- 
ble with these behaviors.) 

For decades, laws included a ban on the giving of infor- 
mation concerning contraception. Until 1973 abortion was 
prohibited or severely limited in many jurisdictions, and 
contraception was prohibited in some. These laws are clear 
examples of the enshrinement in the statute books of the 
values of another day. They arise 


Exhibitionism: Showing one’s gen- 
itals in a public place, to passersby; 
indecent exposure. 

Voyeurism: Secretly watching people 
who are nude or having sex. 


Prostitution: The exchange of sex 
for money or other payment such as 
drugs. 

Obscenity: That which is offensive to 
decency or modesty, or calculated to 
arouse sexual excitement or lust. 


from an understanding of reproduc- 
tion as the only legitimate purpose 
of sex and a belief in the necessity 
of vigorous propagation of the spe- 
cies. Such laws were overturned by 
Supreme Court action, but continu- 
ing agitation, at least in the case of 
abortion and some forms of contra- 
ception, ensures that public debate 
will endure for some time. 


Criminal Commercial Sex 

The law has deemed it illegal to make money from sex, 
at least in certain circumstances. It is not illegal to sell 
products with subtle promises of sexual fulfillment, but it 
is illegal to provide such fulfillment, either in direct form 
(i.e., prostitution) or on paper or electronically, as in por- 
nography. We treat both in greater detail later; first, how- 
ever, let us examine the kinds of laws on these subjects. 

Prostitution is the exchange of sex for money or other 
payment such as drugs. Except in Nevada, where five 
counties allow it, prostitution is illegal in every jurisdic- 
tion in the United States, though it is legal in many other 
countries. In most states, prostitution is a misdemeanor, 
punishable by a fine or jail sentence. The law also forbids 
activities related to it, such as solicitation, pandering 
(pimping, procuring), renting premises for prostitution, 
and enticing minors into prostitution. These activities 
are felonies in most states. Laws against vagrancy and loi- 
tering are also used against prostitutes. Many state laws 
provide the same penalty for patronizing a prostitute as 
for prostitution. However, clients are rarely charged. By 
one estimate, only 10 percent of the 100,000 prostitution- 
related arrests per year are of clients (Prostitutes Educa- 
tion Network, 1998). 

As we discussed in the chapter “Sex for Sale,” prosti- 
tution occurs in several venues that vary in their visibility 
and therefore in the risk of arrest, the role of third parties, 
and the effects of the activity on the worker’s well-being. If 
we think somewhat more broadly, there are other forms of 
sexualized contact or interaction that involve money and 
sex, including strippers and exotic dancers, performers in 
live sex shows, and camgirls. These activities generally do 
not fall under the purview of laws regulating prostitution, 
although they may be considered violations of laws regard- 
ing public nudity, public lewdness, or obscenity. Even 
more broadly, consider the person who is being “kept,” 
that is, in a relationship where another person provides 
financial resources or support in exchange for continu- 
ing emotional or sexual intimacy (Padawer, 2009). Sugar 
Babies have an arrangement with a Sugar Daddy. Isn’t this 
prostitution? Apparently not; no one has been arrested 
for participating in it. The broad range of relationships 
involving the exchange of money and sex, and the narrow 
range of arrests for prostitution, suggest that some fine 
distinctions are being drawn here (Zelizer, 2006). One 
distinction involves the narrowness versus breadth of 
the relationship: Is the exchange only of money for sex- 
ual contact (prostitution), or is it an exchange involving 
money, sex, intimacy, and companionship (being kept)? 
The other dimension involves duration: Is it a 20-minute, 
1-hour, 1-night event, or does it endure for weeks, months, 
or years? 

Obscenity is discussed in more detail in a later section. 
Suffice it to say here that in most jurisdictions it is a crime 
to sell material or to present a play, film, or other live 
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nother basis for sex-law reform is the concept of 


Universal Sexual Rights 
universal sexual rights. Adoption of such princi- 
ples would provide a foundation for revising laws 


in every country so that they recognize individual free- 
dom and dignity while protecting the rights of others. A 
statement of these rights was adopted at the 14th World 
Congress of Sexology, in Hong Kong in 1999, and was 
subsequently adopted by the World Health Organization. 


Sexuality is an integral part of the personality of every 
human being. Its full development depends upon the sat- 
isfaction of basic human needs such as the desire for con- 
tact, intimacy, emotional expression, pleasure, tenderness 
and love. 


Sexuality is constructed through the interaction between 
the individual and social structures. Full development of 
sexuality is essential for individual, interpersonal, and soci- 
etal well-being. Sexual rights are universal human rights 
based on the inherent freedom, dignity, and equality of all 
human beings. Since health is a fundamental human right, 
so must sexual health be a basic human right. 


The list of specific rights was revised and expanded by 
the World Association of Sexual Health in 2014. To ensure 
that human beings and societies develop healthy sexuality, 
these rights must be recognized, promoted, respected, 
and defended by all societies through all means. 


1. The right to equality and non-discrimination. Every- 
one is entitled to enjoy all sexual rights set forth in 
this Declaration without distinction of any kind 
such as race, ethnicity, color, sex, language, religion, 
political or other opinion, national or social origin, 
place of residence, property, birth, disability, age, 
nationality, marital and family status, sexual orien- 
tation, gender identity and expression, health status, 
economic and social situation, and other status. 


2. The right to life, liberty, and security of the person. 
Everyone has the right to life, liberty, and security 
that cannot be arbitrarily threatened, limited, or taken 
away for reasons related to sexuality. These include: 
sexual orientation, consensual sexual behavior and 
practices, gender identity and expression, or because 
of accessing or providing services related to sexual 
and reproductive health. 

3. The right to autonomy and bodily integrity. Everyone 
has the right to control and decide freely on matters 


related to their sexuality and their body. This includes 
the choice of sexual behaviors, practices, partners, 
and relationships with due regard to the rights of oth- 
ers. Free and informed decision making requires free 
and informed consent prior to any sexually related 
testing, interventions, therapies, surgeries, or research. 


. The right to be free from torture and cruel, inhuman, 


or degrading treatment or punishment. Everyone 
shall be free from torture and cruel, inhuman, or 
degrading treatment or punishment related to sexu- 
ality, including: harmful traditional practices; forced 
sterilization, contraception, or abortion; and other 
forms of torture, cruel, inhuman, or degrading treat- 
ment perpetrated for reasons related to someone’s 
sex, gender, sexual orientation, gender identity and 
expression, and bodily diversity. 


. The right to be free from all forms of violence and 


coercion. Everyone shall be free from sexuality- 
related violence and coercion, including: rape, sexual 
abuse, sexual harassment, bullying, sexual exploita- 
tion and slavery, trafficking for purposes of sexual 
exploitation, virginity testing, and violence commit- 
ted because of real or perceived sexual practices, sex- 
ual orientation, gender identity and expression, and 
bodily diversity. 


. The right to privacy. Everyone has the right to privacy 


related to sexuality, sexual life, and choices regarding 
their own body and consensual sexual relations and 
practices without arbitrary interference and intru- 
sion. This includes the right to control the disclosure 
of sexuality-related personal information to others. 


. The right to the highest attainable standard of 


health, including sexual health; with the possibility of 
pleasurable, satisfying, and safe sexual experiences. 
Everyone has the right to the highest attainable 
level of health and well-being in relation to sexuality, 
including the possibility of pleasurable, satisfying, 
and safe sexual experiences. This requires the avail- 
ability, accessibility, acceptability of quality health 
services, and access to the conditions that influence 
and determine health including sexual health. 


. The right to enjoy the benefits of scientific progress 


and its application. Everyone has the right to enjoy 
the benefits of scientific progress and its applica- 
tions in relation to sexuality and sexual health. 
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9. The right to information. Everyone shall have 
access to scientifically accurate and understandable 
information related to sexuality, sexual health, and 
sexual rights through diverse sources. Such informa- 
tion should not be arbitrarily censored, withheld, or 
intentionally misrepresented. 


10. The right to education and the right to comprehen- 
sive sexuality education. Everyone has the right to 
education and comprehensive sexuality education. 
Comprehensive sexuality education must be age 
appropriate, scientifically accurate, culturally compe- 
tent, and grounded in human rights, gender equality, 
and a positive approach to sexuality and pleasure. 


11. The right to enter, form, and dissolve marriage and 
other similar types of relationships based on equality 
and full and free consent. Everyone has the right to 
choose whether or not to marry and to enter freely 
and with full and free consent into marriage, part- 
nership, or other similar relationships. All persons 
are entitled to equal rights entering into, during, 
and at dissolution of marriage, partnership and 
other similar relationships, without discrimination 
and exclusion of any kind. This right includes equal 
entitlements to social welfare and other benefits 
regardless of the form of such relationships. 


12. The right to decide whether to have children, the 
number and spacing of children, and to have the 
information and the means to do so. Everyone has 
the right to decide whether to have children and the 
number and spacing of children. To exercise this 
right requires access to the conditions that influ- 
ence and determine health and well-being, including 
sexual and reproductive health services related to 
pregnancy, contraception, fertility, pregnancy termi- 
nation, and adoption. 


performance that is “obscene.” That much is fairly sim- 
ple. The real problem comes in deciding what exactly is 
obscene and how that will be determined without doing 
violence to the First Amendment’s guarantee of freedom 
of speech. So far, no satisfactory answer has been found. 
Obscenity laws seem to have two goals. First, they attempt 
to prevent the corruption of morals by materials that 
incite sexual thoughts and desires. Second, they attempt 
to ensure that no one will profit by the production and 
distribution of such materials. Whether either can be 
done, or is worth doing, is a question that we take up later 
in this chapter. 


13. The right to the freedom of thought, opinion, and 
expression. Everyone has the right to freedom 
of thought, opinion, and expression regarding 
sexuality and has the right to express their own 
sexuality through, for example, appearance, commu- 
nication, and behavior, with due respect to the rights 
of others. 


14. The right to freedom of association and peaceful 
assembly. Everyone has the right to peacefully orga- 
nize, associate, assemble, demonstrate, and advo- 
cate including about sexuality, sexual health, and 
sexual rights. 

15. The right to participation in public and political life. 
Everyone is entitled to an environment that enables 
active, free, and meaningful participation in and 
contribution to the civil, economic, social, cultural, 
political, and other aspects of human life at local, 
national, regional, and international levels. In par- 
ticular, all persons are entitled to participate in the 
development and implementation of policies that 
determine their welfare, including their sexuality 
and sexual health. 


16. The right to access to justice, remedies, and redress. 
Everyone has the right to access to justice, reme- 
dies, and redress for violations of their sexual rights. 
This requires effective, adequate, accessible, and 
appropriate educative, legislative, judicial, and other 
measures. Remedies include redress through restitu- 
tion, compensation, rehabilitation, satisfaction, and 
guarantee of non-repetition. 


Source: World Association of Sexual Health, 2014. 
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——>EEE>EEEEEEEE——E———SESSEE sss 
Discriminatory Laws Related to 
Sexuality 


Sexual Orientation and Gender Identity 

Gay, lesbian, bisexual, and transgender (LGBT) peo- 
ple face discrimination based on a range of local, state, 
and federal laws and regulations, although the discrim- 
inatory practices and the regulations they are based on 
are under attack. One matter was settled in a 2020 US. 
Supreme Court decision that surprised many in view of 
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Figure 2. The oldest profession. A streetwalker 
solicits a potential customer. 


Sean Murphy/The Image Bank/Getty Images 


the increasing conservatism of the Court. The case was 
Bostock v. Clayton and involved employees of several orga- 
nizations who had been fired for 
being gay or transgen- 
der. The Court ruled 
that an employer who 
fires an employee sim- 
ply for being gay or 
transgender violates Title VII, which 
makes it unlawful for employers to discriminate on the 
basis of sex. In this decision, the Court extended Title VII 


What laws protect the 
rights of transgender 
people? 


to mean discrimination on the basis of sexual orientation 
or gender, including transgender status. 

For years, gays and lesbians had an ambiguous sta- 
tus with regard to service in the military; they could be 
refused entry and dismissed from service. The U.S. Con- 
gress enacted the “Don’t Ask, Don’t Tell Repeal Act of 
2010,” allowing gays and lesbians to serve openly in the 
military. The law required that the president and military 
leaders certify that the military was ready to implement 
the law, and in September 2011 they did so. Most analysts 
agree that the transition went smoothly and that much of 
the discrimination has ended. 


Same-Sex Marriage 

In the United States, until 2015, one of the clearest areas 
of legal discrimination against sexual minorities was the 
denial of the right to marry. The first U.S. state began 
performing gay marriages in 2004, and, by 2015, 37 states 
had legalized it, but that left 13 states in which it was ille- 
gal, and most of those states did not recognize a legal gay 
marriage performed in another state. 

The right to marry legally is a big deal. It allows a 
couple to formally recognize their commitment to each 
other, so it is important psychologically and socially. But 
beyond that there are many other issues. For example, 
many employers give insurance benefits to an employee 
and their spouse. Heterosexual couples had that right, 
but without same-sex marriage (marriage equality) LGB 
couples did not. Inheritance rights are another example. 
If one member of a married couple dies, their estate passes 
pretty easily to their spouse. If the couple aren’t mar- 
ried because they are not allowed to marry, inheritance 
becomes legally complicated and perhaps is even barred. 
Legal parenthood is also affected by whether the couple 
are married, and children faced discrimination because of 
the lack of legal recognition of their parents’ marriage. 

Various cases made their ways through the courts, but 
the U.S. Supreme Court wasn’t quite ready to make a defini- 
tive ruling. For example, in the 2013 case of Hollingsworth v. 
Perry, the court evaded the issue by ruling on a technicality. 

Meanwhile, Americans’ attitudes toward gay marriage 
were shifting in major ways. As shown in Table 1, even in 


Table 1. Americans’ Increasing Support for Gay Marriage 


Percent Who Agree or Agree Strongly 


GSS Cohort 2006 2008 2010 2012 2014 2016 
2006 37, 37 41 
2010 48 55 55 Sie) 


Source: Armenia & Troia (2017), based on General Social Survey data; 2016 data added by JSH. 


Note: The question was “Homosexuals should be allowed to marry,” rated on a scale from strongly disagree to strongly agree. The design is longitudinal so, for 
example, the 2006 cohort was a sample of people who responded in 2006, again in 2008, and again in 2010. 
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nation’s foremost organization devoted to protect- 
ing people’s civil liberties as guaranteed in the U.S. 
Constitution. Here are some legal issues faced by transgen- 
der people, and the current status of these issues as ana- 
lyzed by the ACLU. 


ce he American Civil Liberties Union (ACLU) is the 


Discrimination in employment, housing, and schools. 
A number of states have passed laws that prohibit dis- 
crimination against transgender people in matters such 
as housing (e.g., renting an apartment) and employ- 
ment. Title VII of the Civil Rights Act of 1964 prohibits 
discrimination on the basis of sex. In a 2020 decision, 
the Supreme Court ruled that Title VII applies to trans- 
gender people. That decision, however, refers only to 
employment and leaves open matters such as housing. 


Name change and identity documents. Legally, the 
best way to change one’s name is to file a petition in 
court. This is a pretty routine matter, as long as the 
judge is convinced that the goal of the name change 
is not something like avoiding debts. Once there is a 
court-ordered name change, the name and gender on 
the driver’s license can generally be changed. With the 
new popularity of voter ID laws, this could mean the 
difference between being able to vote and not. Chang- 
ing the name and gender on one’s birth certificate can 


the brief span of 8 years, from 2006 to 2014, support for 
gay marriage went from 37 percent to 55 percent (Armenia 
& Troia, 2017). At that point, same-sex marriage was 
supported by a majority of Americans. 

The breakthrough came in the 2015 U.S. Supreme 
Court case Obergefell et al. v. Hodges. The case bundled 
together four cases from states that banned same-sex 
marriage. The ruling stated that the fundamental right to 
marry was guaranteed to same-sex couples, and that all 
50 states must license gay marriages (Figure 3). The legal 
basis for the ruling was the Equal Protection Clause in the 
Fourteenth Amendment of the U.S. Constitution; equal 
protection is discussed in more detail in the section of this 
chapter on Principles in Sex-Law Reform. 

Proponents of same-sex marriage prefer to call the 
principle marriage equality. That is, it is not a question of 
whether gays have a right to marriage, it is a question of 
whether all people have an equal right to marry, and the 
U.S. Supreme Court affirmed that right. 


Legal Issues for Transgender Persons 


be trickier. Some states, for example, require proof of 
surgical treatment to do so. 


Family issues. Is a marriage still valid if one person goes 
through gender transition? Generally, the marriage is 
still valid unless there is a divorce. Beyond that, though, 
things can get complicated in matters such as parenting. 
An interesting case example is given in the Critical Think- 
ing box at the end of this chapter. Sometimes gender tran- 
sition can be used against a person in a custody battle. 


Health care issues. An important one here is insurance 
coverage for trans-related health care such as hor- 
mones and gender-affirming surgeries. Medicare has 
been back and forth about whether it will cover these 
costs, so I won’t state its current policy because it may 
have changed by the time you read this. Medicaid cov- 
erage varies by state, and some states have Medicaid 
rules that provide coverage for hormone therapy and, 
in some cases, surgery. Some private insurance plans 
provide such coverage and others don’t. 


Hate crimes. Since 2009, the federal hate crimes law has 
covered hate crimes based on a person’s gender identity. 


Source: ACLU (2015). 


Figure 3. The U.S. White House was illuminated 
in rainbow colors to commemorate the Supreme 
Court’s landmark decision in June 2015 paving the 
way for legal gay marriage across the country. 


Drew Angerer/Bloomberg/Getty Images 
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Sex-Law Enforcement 


From the foregoing, it is clear that the law has intruded 
into areas readers may well have thought were their own 
business. We can now ask, How are sex laws enforced? 
The answer is simple: with great inconsistency. 

This inconsistency leads to serious abuses and to 
demands for radical reform of sex laws. A summary of 
the arguments for reform is presented in the next sec- 
tion. First, however, it should be noted that as long as the 
laws are on the books, the threat of prosecution, or even 
of arrest, can exact a great penalty from the “offender.” 
Loss of job, reputation, friendship, family, and so on can 
and does in some cases result from the sporadic enforce- 
ment of sex laws. For people engaging in the prohibited 
acts, the threat of blackmail is ever present. Of course, for 
those convicted on “morals charges,” the situation is even 
worse. Whether individuals should be subjected to such 
punishments for private acts is questionable. 

Second, the uneven enforcement of sex laws may 
have a very bad effect on law enforcement in general. It 
invites arbitrary and unfair behavior and abuse of author- 
ity by police and prosecutors. With regard to commercial 
sex workers, arrest practices seem highly discriminatory. 
Arrests are much more likely if the sex worker is a woman, 
a person of color, an immigrant, and/or poor (Benoit et al., 
2019). Another serious abuse is entrapment, in which an 
undercover police agent, posing, for example, as a potential 
client, solicits the commission of a crime. Because a sex- 
ual act between consenting parties means that there is no 
one to report the act to the authorities, undercover agents 
must create the crime in order to achieve an arrest for it. 
There is great diversity in the practices officers use, but 
they may involve the officer dressing or being undressed 
and being fondled or masturbated before making the arrest 
(Eifling, 2015). Such entrapment hardly leads to respect 
for the law. Moreover, the knowledge that sex laws are vio- 
lated with impunity creates a general disrespect for the law, 
particularly among those who know that they are, strictly 
speaking, “criminals” under it. If nothing else, the failure 
of Prohibition ought to demonstrate that outlawing activ- 
ities of which a substantial proportion of the population 
approves is bad public policy. It may well be said that more 
violations of the public good result from the enforcement 
of sex laws than from the acts they seek to prevent. Keep- 
ing this in mind, let us turn to the principles for reform. 


| 
Principles in Sex-Law Reform 


Several important legal principles have been used and 
continue to be used to bring about changes to sex laws: 
the right to privacy, equal protection, victimless crimes, 
and freedom of speech. 


Efforts at Sex-Law Reform 

Following a thorough review of legal practices in the United 
States, the American Law Institute’s Model Penal Code 
recommended decriminalization of many kinds of sexual 
behavior previously outlawed. Under the section dealing 
with sexual offenses, it includes as reasonable for the law 
to regulate only rape, deviate sexual intercourse by force 
or imposition, corruption and seduction of minors, sexual 
assault, and indecent exposure (American Law Institute, 
1962, Article 213). With the notable exception of commer- 
cial sex work, which it still makes illegal, the American 
Law Institute adheres to the principle that private sexual 
behavior between consenting adults is not really the law’s 
business. The recommendation of the Model Penal Code 
has been followed by nearly half the states. 

Although there are exceptions, a state is more likely 
to reform its sex laws as part of a complete overhaul of 
its criminal code than to make specific repeal of such 
laws. The reason for this is political and is grounded in the 
distinction between legalization and decriminalization. 
If legislators “legalize” unconventional sexual practices, 
that is, remove the laws against them, people are likely to 
become upset and accuse the state of “condoning” them. 
It is therefore important to note that what is advocated is 
decriminalization; that is, ceasing to define certain acts 
as criminal or removing the penalties attached to them. 
Decriminalization is morally neutral; it neither approves 
nor disapproves. Notice that other laws governing assault, 
theft, and so on would remain on the books and can be 
used to protect the public. 


Right to Privacy 
A legal principle that has been very important in sex-law 
reform is the right to privacy. This has come into play 
chiefly in attacks on sex laws through the courts. Interest- 
ingly enough, although the right to privacy is invoked in 
connection with an amazing variety of matters—criminal 
records, credit bureaus and banks, school records, medical 
information, government files, wiretapping, and the 1974 
amendment to the Freedom of Information Act (known as 
the Privacy Act), to name a few—the definitive articulation 
of the constitutional principle came in a sex-related case. 
Before 1965, contraception was illegal in many states, 
and it was illegal for physicians to prescribe contraception. 
In 1965 the Supreme Court decided the case of 
Griswold y. Connecticut, invalidating a state law under which 
a physician was prosecuted for providing a married couple 
with information and medical advice concerning contra- 
ception. Justice William Douglas stated flatly that “we deal 
with a right of privacy older than the Bill of Rights, older 
than our political parties, older than our school system” 
(Griswold y. Connecticut, 1965, 
p. 486). The problem the justices 
faced was finding the specific pro- 
visions of the Constitution that 


to define it as a crime. 


Decriminalization: Removing an act 


from those prohibited by law, ceasing 
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guaranteed this right. As it turns out, the right to privacy is 
not stated explicitly in the Bill of Rights, but the Court con- 
cluded that it was strongly implied as a right. In invalidating 
the Connecticut law, the Court defined a right to privacy 
that was, in this instance, abridged when a married couple 
was denied access to information on contraception. 

While the decision in the Griswold case declared 
the marriage bed an area of privacy, in the 1972 case of 
Eisenstadt y. Baird, the Court invalidated a Massachusetts 
law forbidding the dissemination of contraception infor- 
mation to the unmarried. In doing so the Court stated 
that “if the right of privacy means anything, it is the right 
of the individual, married or single, to be free from unwar- 
ranted governmental intrusion into matters as fundamen- 
tally affecting a person as the decision whether to bear or 
beget a child” (Eisenstadt v. Baird, 1972). 

The right to privacy was invoked by the Court in 1973 
in one of its most powerful and controversial cases, Roe v. 
Wade, which invalidated laws prohibiting abortion. Suing 
under the assumed name of Jane Roe, a Texas resident 
argued that her state’s law against abortion denied her a 
constitutional right. The Court agreed that “the right of 
personal privacy includes the abortion decision” (Roe y. 
Wade, 1973, p. 113). However, it held that such a right 
is not absolute and that the state has certain legitimate 
interests that it may preserve through law, such as the pro- 
tection of a viable fetus. Nonetheless, the Court declared 
that a fetus is not a person and therefore is not entitled 
to constitutional protection. The effect of the Roe case, 
and of related litigation, was to invalidate most state laws 
against abortion. The Court limited second- and third- 
trimester abortions to reasons of maternal health but 
made a woman’s right to a first-trimester abortion nearly 
absolute. However, the 2022 decision in Dobbs v. Jackson 
Women's Health Organization changed the shape of abor- 
tion laws, as discussed later in this chapter. 

The Supreme Court further extended the right to privacy 
in Lawrence y. Texas (2003). The case involved the arrest, 
under Texas law, of two men engaged in sex in the privacy of 
their own bedroom. The court invalidated the Texas law and 
other similar ones on the ground that they violate individu- 
als’ right to privacy. This is the strongest statement yet with 
regard to the protected nature of consensual sexual conduct 
in one’s home. 

What about consensual polygamy? Two television 
programs, Big Love (broadcast from 2006 to 2011), and 
the reality series Sister Wives (broadcast from 2010 to 
2013), created widespread awareness of polygamy (mar- 
rying more than one spouse) in the United States. There 
are more than 25 enclaves in the United States, most of 
them in Utah, where po/ygyny (one man marrying several 
women) is practiced and accepted despite laws prohibit- 
ing the practice. In addition to adherents to the Mormon 
religion, members of some Muslim groups and other sects 
practice polygamy in the United States. 


The stars of Sister Wives (in reality, a polygynous fam- 
ily) challenged the laws in the state of Utah prohibiting 
polygamy, stating they are unconstitutional. In December 
2013, a federal judge ruled that the state law prohibiting 
cohabitation, which is used to prosecute multi-partner fam- 
ilies in Utah, is unconstitutional, that it violates the right to 
privacy (Brown et al. v. Buhman, 2013). The judge cited the 
Supreme Court decision in Lawrence y. Texas. At the same 
time, he ruled that a law prohibiting the granting of multi- 
ple marriage licenses to the same person is constitutional. 

Even vibrators and dildos have been part of the legal 
action. In the case of Williams v. Pryor (Alabama) (CV-98- 
$1938-NE), a U.S. District Court ruled unconstitutional 
the Alabama law that prohibited distribution of “any 
device . . . for the stimulation of human genitals.” The 
court stated that the plaintiffs had shown that “the right 
of sexual privacy” protected the use of such devices. 
In Reliable Consultants, Inc. v. Ronnie Earl, the 5th Circuit 
U.S. Court of Appeals ruled that a Texas statute prohib- 
iting the promotion or sale of sexual devices violated the 
Fourteenth Amendment and was unconstitutional (U.S. 
Ct. App., 5th Circuit, 06-51067, 2008). 


Equal Protection 

Another important legal principle is the right to equal 
protection of the law (Figure 4). This right is guaranteed 
by the U.S. Constitution, in the Fourteenth Amendment 
(and also the Fifth Amendment). The Fourteenth Amend- 
ment was passed shortly after the Civil War, with the goal 
of guaranteeing citizenship rights to people who had been 
enslaved, but its guarantees of equal legal protection to 
all has strong ramifications today. If law or government 
action results in disadvantage to some group, it is most 
likely a violation of equal protection and can therefore be 
challenged in court. 

Challenges to laws or policies that discriminate against 
gays, lesbians, commercial sex workers, and other groups 
distinguished by sexual conduct have been based on this 
principle. 

As noted earlier, the equal protection clause was the 
basis for the Supreme Court legalizing same-sex marriage 
in the 2015 case of Obergefell v. Hodges. 

As it turns out, the crucial case banning discrimina- 
tion against LGBT individuals, Bostock v. Clayton County, 
discussed earlier, was decided on the basis of Title VII's 
banning of discrimination on the basis of sex, not on the 
equal protection clause. 


Victimless Crimes 

In the past five decades, much legislative change has 
taken place involving the principle of victimless crimes—a 
concept that has broad applicability beyond sexual behav- 
ior. The argument is that when an act does no legal harm 
to anyone or does not provide a demonstrable victim, it 
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Figure 4 Demonstrations seeking an end to violence against sex workers and 
increased legal and civil rights are happening all over the world. This Sex Workers Vigil 
and Protest March through Soho in London, England, took place on December 17, 
2014. 


Guy Corbishley/Alamy Stock Photo 


cannot reasonably be defined as a crime. The thrust of 
the argument has been well articulated by Norval Morris, 
the former dean of the University of Chicago Law School: 


Most of our legislation concerning drunkenness, narcot- 
ics, gambling and sexual behavior is wholly misguided. It 
is based on an exaggerated conception of the capacity of 
the criminal law to influence men [sic] and, ironically, 
on a simultaneous belief in the limited capacity of men 
to govern themselves. We incur enormous collateral costs 
for that exaggeration and we overload our criminal justice 
system to a degree that renders it grossly defective where 
we really need protection—from violence and depreda- 
tions on our property. But in attempting to remedy this sit- 
uation, we should not substitute a mindless “legalization” 
of what we now proscribe as crime. Instead, regulatory 
programs, backed up by criminal sanctions, must take 
the place of our present unenforceable, crime-breeding 
and corrupting prohibitions. (1973, p. 11) 


The victimless-crime argument should appeal to the 
public’s sense of privacy and to its wallets. Crimes in 
which there is no readily identifiable victim account for 
over half the cases handled by U.S. courts. If the court 
dockets could be cleared and law enforcement officers 
reassigned, protection against violent crimes would be 
rendered more efficient and less expensive. 


The application of this principle to some of the issues 
discussed earlier should be clear. A sexual act performed 
by consenting adults produces no legal harm, and neither 
of the participants is a victim. The only conceivable end 
served by criminalizing such an act is the protection of 
“public morals,” which, in a society with diverse values, 
seems like a questionable goal. 

An analysis of worldwide trends in sex-law reform 
found that between 1985 and 2005 many countries 
repealed or contracted the scope of laws regulating adul- 
tery and sodomy (Frank et al., 2010). In contrast, during 
the same time period, many countries expanded the 
scope of rape/sexual assault and child sex abuse laws. The 
researchers suggest that nations are moving away from the 
institutional view that law should protect the family and 
encourage procreation, toward an individualistic view that 
encourages consensual sexual activity but prohibits harm 
to a person. In this sense, the victimless crime perspective 
is having a major impact around the world. 

The most common reference to the decriminalization 
of victimless acts is with respect to prostitution. Police 
efforts at curbing the “oldest profession” seem to be inef- 
fective, open to corruption and questionable practices, and 
tremendously expensive. Because it’s usually the worker, 
and not the customer, who is prosecuted, there seems to 
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be a clear pattern of discrimination against women that 
violates the constitutional principle of equal protection. 
Finally, as all manner of adult consensual behavior comes 
to be decriminalized, the legitimacy of distinguishing 
between commercial and noncommercial consensual sex 
has been questioned. 

The question becomes, Which legal policies are best 
for everyone involved, but especially for the sex worker? 
Two different approaches are possible and have been 
implemented in different countries around the world 
(Benoit et al., 2019). Underlying Approach I, the gender 
inequality approach, is the assumption that prostitution 
legitimizes the sexual exploitation of women by men. It 
is assumed that all women sex workers are the victims of 
sex trafficking and that no woman voluntarily engages 
in sex work. With this assumption, the right thing to do 
is enact laws that strongly restrict prostitution. Sweden 
has operated under this assumption and has passed strict 
laws with the goal of eradicating prostitution. One of 
those laws is the Sex Purchase Act, which imposes fines 
or even imprisonment for buying sexual services. In the 
United States, some jurisdictions have established “John 
schools,” where sex buyers are rehabilitated so that they 
won't want to buy sex anymore. 

Underlying Approach 2, the social inequality approach, is 
the assumption that prostitution is fundamentally a prob- 
lem of social inequality along the lines of gender, but also 
race and social class (Benoit et al., 2019). It is assumed 
that prostitution can be a legitimate occupational choice, 
especially for those with little access to well-paying jobs. 
Advocates for this approach note that women are not the 
only sex workers; men and transgender people are as well, 
and they face most of the same problems as female sex 
workers. There is recognition that some people voluntarily 
decide to engage in prostitution, but there is a substantial 
risk of exploitation as well. With this approach, it is best 
to legalize or partially legalize prostitution and treat it as 
a legitimate occupation. Sex workers then have rights as 
workers, including the right to workplace safety. Legaliza- 
tion should reduce stigma for sex workers. The legalization 
approach allows the government to regulate sex work—for 
example, by requiring routine testing for STIs or requiring 
that brothels be licensed. The Netherlands and Germany 
are examples of countries that use this approach. 

Researchers were able to take advantage of a natural 
experiment to test some of the hypotheses about the bene- 
fits of decriminalizing prostitution (Cunningham & Shah, 
2018). A Rhode Island district court judge decriminalized 
indoor prostitution in 2003. It was criminalized again in 
2009. The intervening 6 years can tell us something about 
the effects of decriminalization. The decriminalization 
increased the size of the indoor prostitution market and 
decreased prices (the authors are economists, so they 
would think of something like that). Most important, 
from a sexual health perspective, the incidence of gonor- 
rhea decreased by more than 40 percent in the state of 


Rhode Island. This finding supports the argument that 
the legalization of prostitution would result in decreasing 
the spread of STIs. 

As we noted in the chapter “Sex for Sale,” some work- 
ers, such as those involved in sex trafficking, are forced 
to engage in sexual activity and may have no opportunity 
to escape from it. Some workers are forced by a pimp or 
madam, or perhaps by physical abuse, to stay “in the life.” 
Some young men and women enter commercial sex work 
because they have few other marketable skills and are 
lured by the promise of a big income. These cases sug- 
gest that there is a continuum of consent, ranging from 
coercion through lack of options to more or less voluntary 
participation. This continuum probably characterizes not 
only workers who sell sexual gratification but also those 
employed in the porn industry. At what point does such 
activity become consensual? As a result, some scholars 
object to lumping all of these together into one category. 
Calling them all “sex work” may divert attention from 
the harm being done to those “workers” who are being 
exploited and suffer sexual harassment and rape on a 
daily basis (Farley, 2006). 


Freedom of Speech 

Among the most controversial topics in the area of sexual 
regulation is obscenity and pornography. A substantial 
portion of the U.S. populace (33 percent in 2014 accord- 
ing to the General Social Survey) finds pornography 
offensive and wishes it suppressed. Many others do not 
share this view and find any form of censorship outra- 
geous and unconstitutional. Antivice crusaders consider 
“smut” dangerous to the average citizen. Legislators are 
peppered with demands that something be done, and the 
courts have labored unsuccessfully for years to balance 
the First Amendment right of freedom of speech with the 
desire of some to outlaw, or at least regulate, pornography. 

To begin with, we have a problem of definition. Here 
it is helpful to distinguish between pornography as a popu- 
lar term and obscenity as a legal concept. In general usage 
today, pornography refers to literature, art, films, speech, 
and so on that are intended to be sexually arousing, or pre- 
sumed to be arousing. Pornography may be soft-core (sugges- 
tive) or hard-core, which usually means it involves an explicit 
depiction of some sort of sexual activity and genitalia. Por- 
nography, as such, has never been illegal, but obscenity is. 
The word obscene refers to that which is foul, disgusting, or 
lewd, and it is used as a legal term for that which is offensive 
to the authorities or to society (Wilson, 1973). 

Obscenity has been a legal issue ever since the 
Supreme Court decided the Roth case in 1957. In it the 
Court explicitly stated that obscenity was not protected 
by the First Amendment—which guarantees freedom of 
speech and the press and which, by long-recognized exten- 
sions, includes films, pictures, literature, and other forms 
of artistic expression. However, it also ruled that not all 


PRINCIPLES IN SEX-LAW REFORM 


475 


sexual expression is obscene, defining obscenity as mate- 
rial “which deals with sex in a manner appealing to pruri- 
ent interest” (Roth v. United States, 1957). The Roth 
decision evoked much controversy, both from those who 
thought the Court had opened the floodgates of pornog- 
raphy and from civil libertarians who found the definition 
too restrictive. The Court continued to try to refine the 
test for obscenity. However, none of these tests was per- 
suasive to more than five members of the Court, much 
less to the public at large.! 

The current standard definition of obscenity by the 
Supreme Court came in the 1973 case of Miller v. California. 
Chief Justice Burger and the four justices concurring with 
him proposed the following definition: 


(a) whether “the average person, applying contemporary 
community standards,” would find that the work, taken 
as a whole, appeals to the prurient interest, (b) whether 
the work depicts or describes, in a patently offensive way, 
sexual conduct specifically defined by the applicable 
state law, and (c) whether the work, taken as a whole, 
lacks serious literary, artistic, political or scientific value. 
(Miller v. California, 1973, p. 24) 


The goals of this decision seem to be to define as 
obscenity “hard-core pornography” in the popular sense, 
to require from state statutes precise descriptions of what 
is to be outlawed, and to give governments more power 
to regulate it. The notable problem with the Miller test, 
at least for civil libertarians, is the “contemporary com- 
munity standards” provision. This allows the local com- 
munity to determine what is obscene, rather than using 
national norms, making it impossible to predict what a 
given jury in a particular town might find obscene. 

One important factor that has affected the law on por- 
nography is the extent to which legislators, law-enforcement 
officers, and courts believe that it causes harm to the 
general population. For evidence, they have often turned 
to social science and found a mixture of data and con- 
clusions. The Commission on Pornography appointed by 
Attorney General Edwin Meese, in its 1986 Final Report, 
seemed to approve several strategies for combating por- 
nography (U.S. Department of Justice, 1986). 

The least controversial of these strategies is concerned 
with the problem of child pornography, depictions of sex- 
ual activities involving children, even when real children 
are not used. In the 1982 case of New York v. Ferber, the 
U.S. Supreme Court ruled unanimously that child por- 
nography, whether or not it is obscene under the prevail- 
ing legal standards, is not protected by the Constitution. 
This decision gave states broader latitude in legislation, 
based on the government’s obligation to protect children 


'The frustration of defining obscenity was perhaps best expressed 
by Justice Potter Stewart in Jacobellis v. Ohio (1964): “I shall not 
further attempt to define [hard-core pornography], and perhaps I 
could not ever succeed in intelligibly doing so. But I know it when I 
see it” (378 U.S. 197). 


from abuse (Shewaga, 1983). The Court required states 
to be precise about whether they were prohibiting the 
production, processing, or distribution of child pornogra- 
phy, and to develop clear definitions of what was to be 
outlawed. This has proved difficult, but efforts continue. 
Another approach to the problem is to make tougher and 
more precise laws against child sexual abuse, without 
which “kiddie porn” could not be made. This approach 
would criminalize the very production of such material 
and sidestep the more complicated constitutional issue of 
distribution and sale (Shouvlin, 1981). 

In regard to prosecution, a U.S. Department of Justice 
report found that, from 2003 to 2013, a total of 37,000 
suspects were investigated and prosecuted at the federal 
level under the broad category of commercial sexual 
exploitation of children (Adams & Flynn, 2017). Among 
those cases, 10 percent were for the production of child 
pornography, 72 percent were for the possession or dis- 
tribution of child porn, and 18 percent were for child sex 
trafficking. Therefore, the great majority of cases were 
about possession or distribution. 

A more fruitful approach for those who oppose pornog- 
raphy has been the attempt to regulate, or eliminate, its 
sale through zoning (Figure 5). In an effort to keep adult 
movie theaters out of the community, the city of Renton, 
Washington, passed an ordinance forbidding adult film 
theaters within 1,000 feet of any residential zone, single- 
or multiple-family dwelling, church, park, or school. Citing 
precedents and a municipality’s right to prevent crime and 
protect property values, the Supreme Court upheld the 
Renton ordinance in 1986. Such zoning laws are content 
neutral and thus can avoid First Amendment issues. 


ADULT) MO) 
TOYS) & LIN! 


Figure 5 Cities around the United States are 
using zoning laws to force adult businesses such as 
this one out of main shopping areas. The result is 
to push these stores into lower-income or marginal 
neighborhoods. Note that to preserve shoppers’ 
anonymity, Hanky Panky thoughtfully provides “Pri- 
vate car park and entrance at rear.” 


Mark Richardson/Alamy Stock Photo 


476 


CHAPTER 20 + SEX AND THE LAW 


The use of restrictive zoning as a legal strategy has 
expanded to other areas of criminal activity involving sex. 
In the past 25 years, it has increasingly been used in an 
effort to protect children against sex offenders. More than 
20 states and hundreds of cities have laws prohibiting 
sex offenders from living near (for example, within 1,000 
feet) churches, schools, playgrounds, day care centers, or 
residences with children. There is heated debate on the 
effectiveness of these laws. In jurisdictions where they 
have been enacted, there is no evidence that these laws 
have reduced the number of offenses against children or 
victims. In some cities, the result has been to render larger 
numbers of offenders homeless. Parole officers say that 
such laws make their job harder. In San Francisco, simi- 
lar laws were enacted against massage parlors, as part of 
an effort to “crack down” on prostitution. In 1997, before 
enactment, most licensed parlors were in the downtown 
or in business districts; in 2005, parlors were spread all 
over the city, many in residential neighborhoods (Bern- 
stein, 2007). Such displacement of commercial sex activ- 
ity is a common response to efforts to “crack down” 
(Weitzer, 2010). 

The Supreme Court has not abandoned the Miller 
“community standards” test, but it seems likely that 
attempts will continue to be made to reduce or eliminate 
the availability of what some see as harmful pornogra- 
phy. The complexity of the legal issues and the continuing 
debate over what is appropriate for Americans to read and 
view will undoubtedly keep the matter of pornography, 
obscenity, and erotica controversial for some time to come. 

Owners of adult businesses are fighting back. In Ohio, 
prior to the election in 2006, many adult establishments 
handed out voter registration forms and encouraged 
patrons to register and vote. Adult-oriented businesses in 
Las Vegas have formed their own Chamber of Commerce; 
like their traditional sibling, the Chamber lobbies against 
laws that would harm members’ businesses. ACE, Associ- 
ation of Club Executives, is the trade association for strip 
clubs in the United States. ACE sponsors an initiative 
called COAST (Club Operators Against Sex Trafficking), 
in which industry professionals are trained by law enforce- 
ment to detect sex trafficking and take action against it. 

Contemporary controversy about pornography is cen- 
tered on the Internet. I described in the chapter “Sex for 
Sale” the various sex-oriented goods and services available 
online to anyone with a computer and Internet access. In 
the past, a potential user of X-rated books, photographs, 
or videos had to purchase them through a retail store 
or a mail-order firm. These businesses could, at least in 
theory, control who purchased these items. Specifically, 
they could require proof of age, thereby preventing minors 
from gaining access to such material. No one serves as 
a gatekeeper and controls access to these items on the 
Internet. 

Existing laws governing the production, distribution, 
sale, and possession of child porn apply to the Internet, 


and some law-enforcement agencies do in fact seek out 
and arrest offenders. Adult websites require users to click 
on a statement certifying that they are 18 or older in order 
to gain access, but there is no practical way to enforce this 
restriction. Once the user gains access, many adult web- 
sites provide free viewing of X-rated photos, videos, and 
stories; users may download the photographs and videos 
and print the stories. In response to this situation, in 1996 
the U.S. Congress passed the Communications Decency 
Act, which made it illegal to distribute via the Internet 
“indecent material” a child could access. Several groups 
immediately challenged the constitutionality of the act, 
claiming that it violated individuals’ First Amendment 
rights. The U.S. Supreme Court declared the law uncon- 
stitutional in 1997. In 1998, Congress passed the more 
narrowly written Child Online Protection Act. After sev- 
eral lawsuits, the Supreme Court ruled this act unconstitu- 
tional, in Ashcroft v. American Civil Liberties Union in 2004. 


Reproductive Rights 

An even more convulsive controversy is about abortion. 
Although the Supreme Court’s decision in the Roe case 
was quite clear, it was under continuous attack since it was 
handed down in 1973. Opposition comes from a broad 
coalition of antiabortion groups that call themselves pro- 
life and include the Roman Catholic Church, evangelical 
Protestants, various “New Right” organizations, and the 
Republican Party. The controversy has been carried on in 
elections, in the courts, in state legislatures, and in Con- 
gress. The pro-life movement is well organized and well 
financed and has proved to be an effective lobbying force, 
instrumental in the defeat of a number of legislators who 
have not supported the antiabortion cause. Those seeking 
to preserve the right of women to legal abortions, who 
call themselves pro-choice, have also organized and been 
effective. Beginning in the 1980s and continuing to the 
present, the pro-life movement has used six basic strate- 
gies to eliminate or reduce abortions: (1) funding restric- 
tions; (2) procedural requirements, including parental 
consent, third-party notification, “education,” and clinical 
restrictions; (3) the Human Life Amendment; (4) a ban 
on partial birth abortions (the “federal” abortion ban); 
(5) disruptive action against abortion providers; and (6) 
crisis pregnancy centers. In addition, they engaged in a 
systematic effort to pack the Supreme Court with conser- 
vative justices who would overturn Roe, as discussed in a 
later section. 


Funding Restrictions 

The most notable example of funding restrictions is the 
Hyde Amendment, originally proposed by (former) U.S. 
Congressman Henry Hyde (no relation to the author of 
this text). This is a rider to appropriations bills forbid- 
ding the expenditure of any federal money for abortions 
under most circumstances. Originally passed in 1976, it 
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has been passed again every year and has been expanded 
from Medicaid to other government insurance programs 
(Adashi & Occhiogross, 2017). One result is that poor 
women have been denied this means of paying for abor- 
tions. Various states have introduced similar restrictions 
on state money that has been used to cover the gap in 
federal funding for abortions. Another strategy involves 
regulations in Title X of the Public Health Act denying 
funds to organizations, such as family planning agencies, 
that make referrals for abortions and granting funds to 
organizations that oppose abortions (Paul & Klassel, 
1987). In 2013, the House attempted to make the Hyde 
Amendment permanent legislation when it passed the No 
Taxpayer Funding for Abortion Act by a vote of 227 to 188. 
The bill did not advance in the Senate. 


Procedural Requirements 

The second strategy to make abortion more difficult to 
obtain has been to restrict abortion by enacting various 
procedural requirements for obtaining or performing an 
abortion. The earliest such efforts required parental con- 
sent for a minor to have an abortion or notification of the 
husband of a married woman seeking an abortion. In the 
1992 case of Planned Parenthood y. Casey (2004), the 
Supreme Court ruled that states could require parental 
consent for unmarried girls under 18 seeking abortions. 
However, it struck down the requirement that married 
women must notify their husbands. In 2018, 38 states 
required parental consent or notification. (For a complete 
listing, see plannedparenthood.org.) These requirements 
are opposed by the American Medical Association, the 
American Academy of Pediatrics, the American Academy 
of Obstetrics and Gynecology, and other groups. 

What are the effects of these restrictions? A review of 
the literature identified 29 studies of the impact of paren- 
tal notification laws on a variety of outcomes (Dennis et 
al., 2009). “The clearest documented impact of parental 
involvement laws is an increase in the number of minors 
traveling outside their home states to obtain abortion ser- 
vices.” A number of studies reported a decline in abortion 
rates among adolescents under 18 in states that enacted 
such laws, but most of these studies did not measure the 
number of minors who left the state to obtain abortions. 
Several studies reported no impact on pregnancy rates 
among minors. 

Another effort to restrict abortion by making it more 
difficult or unpleasant is to require women seeking an 
abortion be given certain information—for example, that 
they be informed about fetal development or the medical 
or psychological consequences of abortion. Some laws 
along these lines specify information that is propaganda 
with little scientific basis or is just plain false. In the 1992 
Planned Parenthood y. Casey decision, the Supreme Court 
upheld Pennsylvania’s requirement that women seeking 
abortion be informed about fetal development during the 
three trimesters of pregnancy and the possible viability of 


fetuses during the third trimester. A review of the mate- 
rials used in 22 states, often written by state health 
department employees, finds that the information is often 
outdated, biased, or both. In some cases the information 
is patently wrong—for example, claims that receiving an 
abortion is linked to breast cancer, or that it is followed 
by adverse outcomes such as depression (Richardson & 
Nash, 2006). We reviewed the evidence in the chapter 
“Contraception and Abortion” showing no adverse men- 
tal health outcomes associated with receiving an abortion. 

Another tactic is to require a woman seeking an abor- 
tion to have an ultrasound test and view the resulting 
images. The woman may be required to pay for the test. 
As of 2022, six states require an abortion provider to per- 
form an ultrasound and show and describe the image to 
the patient; 11 states mandate an ultrasound, with the pro- 
vider offering the patient the opportunity to view it (Gutt- 
macher Institute, 2022). 

Another review examined studies of the impact of 
mandatory counseling and waiting period laws (Joyce et 
al., 2009). Again, the clearest impact is an increase in the 
number of women who go out of state to obtain services, 
and an increase in the proportion of second-trimester 
abortions, which are not as safe. Laws that allow manda- 
tory counseling to be delivered by the Internet, telephone, 
or mail appear to impose less cost on patients. 

The most recent procedural requirement enacted into 
law is that physicians performing abortions must have admit- 
ting privileges in a nearby hospital. Clinic physicians who 
have requested privileges in some local hospitals have 
been denied them; this is especially likely in hospitals con- 
trolled by health care organizations affiliated with various 
conservative religious denominations. Closely related is 
the requirement that the clinic meet standards applied to 
hospitals, including width of hallways and number of park- 
ing spaces. Both are justified by supporters as being in the 
interest of the health and safety of the mother. Numerous 
professional organizations dispute the claim; first-trimes- 
ter abortions are among the safest surgical procedures per- 
formed in the United States (Guttmacher Institute, 2014). 

A major Supreme Court case, Whole Woman's Health y. 
Hellerstedt (2016), ruled on the constitutionality of these 
kinds of restrictions. The case concerned a 2013 Texas law 
mandating that (1) abortion providers must have admitting 
privileges at a hospital within 30 miles; and (2) abortion 
clinics had to meet the standards of ambulatory surgical 
centers, including a lot of equipment that is irrelevant 
to performing abortions. Meeting the second regulation 
would be expensive, driving up the cost of abortions. The 
number of abortion clinics in Texas declined from 42 to 19. 
Texas is a large state, so the result was that women might 
have to travel very long distances to get to a clinic, which, 
of course, is exactly what the pro-life legislators wanted. A 
group of plaintiffs including Whole Woman’s Health chal- 
lenged the law in court. That case eventually went to the 
Supreme Court, which ruled in favor of the plaintiffs. In 
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particular, the Court struck down the admitting privileges 
rule and the costly upgrades of facilities. The reasoning 
was that this legislation constituted obstacles to women’s 
right to an abortion and placed an “undue burden” on 
women seeking abortion. Significantly, the decision reaf- 
firmed women’s constitutional right to abortion. 

Researchers analyzed the relationship between restric- 
tions adopted by states and state-level statistics on num- 
ber of abortions performed and number of providers 
(Jones & Jerman, 2014). Although declines in the rate of 
abortions performed by physicians were noted from 2008 
to 2011, there was no evidence that these declines were 
related to the restrictions. States that did not pass restric- 
tions experienced similar declines in rates. 

In summary, then, Roe v. Wade (1973) decriminalized 
abortion and said that states could not restrict access to 
first-trimester abortion. Two decisions have since chipped 
away at Roe v. Wade, without overturning it completely. In 
Webster v. Reproductive Health Services (1989) the Court 
said that states could restrict abortion in some ways, 
namely, by forbidding it in state-owned hospitals and by 
banning abortion of viable fetuses. In Planned Parenthood 
v. Casey (1992) the Court again upheld a state law plac- 
ing restrictions on abortion, involving parental consent, 
information, and a waiting period. However, requiring a 
woman to notify her husband was going too far, according 
to the decision, which said the laws could not place an 
undue burden on women seeking an abortion. 

Pro-life forces clearly shifted their emphasis to the pas- 
sage of state laws placing procedural requirements on the 
provision of abortion in the hope of preventing abortion. 
The evidence suggests that so far these restrictions have 
not had a major impact on abortion rates in the United 
States, although they may have an adverse impact on cer- 
tain categories of women, particularly poor women, who 
cannot afford to travel long distances to a dwindling num- 
ber of abortion clinics. 


Human Life Amendment 

A third strategy used by opponents of abortion has been 
to champion the Human Life Amendment to the Consti- 
tution, which would prohibit all abortions. This amend- 
ment or similar legislation has been 
introduced repeatedly 
What kinds of laws in Congress _ since 


restrict a woman’s 1983, but no serious 
access to abortion? effort has been made 


to bring it to a vote 
(Wilcox et al., 1998). This bill is now 
referred to as the “Personhood” Amendment. Person- 
hood USA, an advocacy group, is working to introduce 
the amendment in every state (Pesta, 2012). 


Bans on Abortion 
A fourth strategy to reduce access to abortion is to ban— 
legally prohibit—various types of abortion. The earliest 


effort was to ban so-called partial birth abortions, or other 
broadly defined procedures. Partial birth abortion is not a 
recognized medical procedure; some bills banning it have 
not included a description of what is being banned, and 
others provide only a vague description. The bills’ lack of 
specificity raises the concern that the backers’ intent is 
to have the law enacted, then use it to challenge a broad 
range of procedures. Between 1995 and 2004, 31 states 
enacted laws that prohibit partial birth abortion proce- 
dures (American Civil Liberties Union, 2004). The acces- 
sion of George W. Bush to the presidency in 2001 and the 
Republican control of Congress enabled the passage of 
a federal ban on partial birth abortion in 2003. In 2007, 
the Supreme Court ruled in a 5 to 4 decision to uphold 
the federal law banning partial birth abortion (Gonzales v. 
Carhart et al., 2007). 

Extreme state bans on abortion were upheld in a 2022 
Supreme Court decision in the case of Dobbs y. Jackson 
Women’s Health Organization, which is discussed in a later 
section. 


Disruptive Actions 

A fifth strategy adopted by pro-life activists involves dis- 
ruption, such as picketing and engaging in acts of civil dis- 
obedience outside abortion clinics, Planned Parenthood 
facilities, or the homes of physicians who perform abortions 
(Figure 6). Some individuals, including members of Defen- 
sive Action and the Army of God, have engaged in arson 
and bombings of clinics where abortions are performed. 
The Army of God has published a handbook on how to 
conduct violent protests. In response to these incidents, 
in 1994 the U.S. Congress passed the Freedom of Access 
to Clinic Entrances Act. This law makes it a federal crime 
to use violence or the threat of violence to interfere with 
access to a reproductive services provider. In October 1995, 
the Supreme Court ruled that the act is constitutional. 


Figure 6 Funeral held for a university police 
officer killed during a shooting at a Planned Parent- 
hood clinic. 


Stacie Scott-Pool/Getty Images 
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In 2020, despite the global pandemic of COVID-19, 
violence against abortion providers in the United States 
increased (National Abortion Federation, 2021). This 
included five cases of arson, 54 cases of assault and 
battery, 200 death threats, and 24,600 instances of hate 
email or Internet harassment. 


Crisis Pregnancy Centers 
So-called crisis pregnancy centers have sprung up in most 
cities around the United States. Typically run by conserva- 
tive Christian nonprofits, these centers advertise on bill- 
boards with phrases such as “Pregnant and scared? Call us 
at (800) xxx-xxx.” They therefore attract women who are 
pregnant but in a difficult situation, who might be consider- 
ing abortion. The goal of these centers is to counsel women 
against having an abortion, using various persuasive tech- 
niques. Sometimes they provide medical services such as 
pregnancy testing. The problem is that they often give false 
information, asserting, for example, that abortion is dan- 
gerous to one’s mental health or physical health, or that 
condoms are ineffective (e.g., Bryant & Levi, 2012; Swart- 
zendruber et al., 2019). Moreover, they do not give women 
information about the full range of options available to 
them. At worst, a woman might easily think she is going 
to an abortion clinic, when in fact it is quite the opposite. 
Concerned about this situation, the California legisla- 
ture passed the Reproductive FACT Act in 2015. It required 
any licensed health care facility that provided pregnancy 
services to post a notice that stated “California has public 
programs that provide immediate free or low-cost access 
to comprehensive family planning services (including all 
FDA-approved methods of contraception), prenatal care, 
and abortion for eligible women.” The California legisla- 
ture wanted women to know about all of their options. As 
you can imagine, the crisis pregnancy centers were furi- 
ous, and their national organization, National Institute of 
Family and Life Advocates (NIFLA), filed a lawsuit chal- 
lenging the California law on the grounds that it violated 
their First Amendment rights to free speech, in the sense 
that it was “compelled speech.” Lower courts sided with 
the state of California, and NIFLA continued to appeal. 
The case eventually made its way to the Supreme Court. 
In National Institute of Family and Life Advocates v. Becerra 
(2018) the court ruled, 5 to 4, in favor of NIFLA. (It was a 
little more complicated than that, but I won’t drag you into 
the details.) Essentially, the ruling said that crisis preg- 
nancy centers are free to say whatever they want, including 
false information, and that states may not require them to 
provide accurate, alternative information. 


Dobbs v. Jackson Women’s Health Organization 
The presidency of Donald Trump (2017-2021) created 
a major opportunity for pro-life forces to overturn Roe 
y. Wade. Before the end of his term, Trump was able to 
appoint three new justices to the Supreme Court: Neil 
Gorsuch, Brett Kavanaugh, and Amy Coney Barrett, all of 


them conservatives on the issue of abortion. During that 
same period, a number of states passed restrictive abor- 
tion laws that were inconsistent with Roe v. Wade, hop- 
ing that challenges to the laws would make it to the U.S. 
Supreme Court, their laws would be upheld by the conser- 
vative court, and Roe v. Wade would be overturned. Most 
notable of these state laws is the Mississippi law, passed 
in 2019, that prohibits abortion after 15 weeks gestation, 
with exceptions only for a medical emergency or severe 
fetal abnormality. No exceptions are allowed in cases of 
pregnancy resulting from rape or incest. 

The Mississippi law was indeed challenged and made 
it to the Supreme Court in the case Dobbs v. Jackson Wom- 
en's Health Organization. The Court’s decision, handed 
down in 2022, upheld the Mississippi law and overturned 
Roe y. Wade. As a result of this ruling, state legislatures 
may outlaw abortion or, alternatively, state legislatures 
may pass laws that protect abortion rights. 

The essential argument made by the Court in over- 
turning Roe was that the right to abortion is not stated 
anywhere in the Constitution and therefore the Roe deci- 
sion was not legitimate. However, some legal scholars 
disagree (Goodwin, 2022). One of the arguments against 
Dobbs holds that the Fourteenth and, especially, the Thir- 
teenth Amendment to the Constitution do indeed guar- 
antee reproductive rights. Here’s the background. Forced 
reproduction by enslaved Black women was essential in 
supporting slavery. The children born to enslaved Black 
women—sometimes as a result of rape by a White master— 
were themselves slaves belonging to the master, thereby 
increasing his wealth. The Thirteenth and Fourteenth 
Amendments, passed shortly after the Civil War, sought 
to undue the evils of slavery and give complete rights of 
citizenship to the formerly enslaved people. The Thir- 
teenth Amendment banned slavery and gave Congress the 
power to pass laws abolishing other practices closely asso- 
ciated with slavery. If forced reproduction was an integral 
part of slavery, then Congress has the power to pass a law 
banning forced reproduction, and that law could not be 
overturned by the U.S. Supreme Court. 

The dissenting justices, who disagreed with the major- 
ity decision, argued that the ruling curtails women’s rights 
and their status as free and equal citizens. The dissenting 
justices noted that the Fourteenth Amendment affirms 
freedom for each person, but women do not have liberty 
if they have no reproductive rights. The dissenting justices 
also warned that other freedoms could be under attack 
next, including contraception and same-sex marriage. 

These battles are likely to continue for the next decade 
or more. For the time being, states have been given permis- 
sion to restrict abortion or, alternatively, to keep it legal. 


Summary 

In summary, a variety of tactics have been used, each of 
which has succeeded in placing some additional restric- 
tions on a woman’s right to an abortion. Laws have been 
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passed requiring third-party involvement—parents, hus- 
bands; major medical associations and many other groups 
oppose these provisions. Laws have been enacted requir- 
ing tests, which are usually unnecessary and drive up the 
cost, and the provision of information that is often false 
and in one state has been ruled unconstitutional. Federal 
legislation bans “partial birth abortion,” which is poorly 
defined and not a recognized medical procedure. Most 
recently, in the Dobbs decision, the Supreme Court ruled 
that there is no constitutional right to abortion, leaving it 
to states to pass laws criminalizing or legalizing abortion. 


Race, Social Class, and Sex Laws 

Although the Constitution promises equal protection to 
people of all races, in practice people of color and low- 
income people are often at a disadvantage, and this is no 
less true in the area of sexuality than elsewhere. Here we 


consider abortion as an example (Nsiah-Jefferson, 1989; 
Roberts, 1993). 

Little information exists on the abortion or reproduc- 
tion-related needs of women of color. Until 1990, abor- 
tion statistics were published for only two categories of 
U.S. women: White and Black. Data are now available 
on Hispanic women, but not on American Indian or 
Asian American women, who are lumped together as 
“other.” Given the different cultural heritages of these 
ethnic groups, abortion undoubtedly has different mean- 
ings for women in these groups, yet we lack data on the 
specifics. 

Although for decades White women have had some 
control over their reproduction, for many women of color 
this is a new step. They may be wary because of the his- 
tory of negative experiences of women of color in this 
area, such as the experimental work on the introduction 
of the birth control pill, which was done with poor women 


States with Restrictive or Supportive Abortion Laws 


Extremely restrictive: The state bans 
abortion completely 


[E{] Very restrictive: The state has multiple restrictions 
and bans abortion early in pregnancy 


Restrictive: The state has multiple restrictions 
and bans abortion later in pregnancy 


[-] Some restrictions/protections: The state either 
has a few restrictions or protections, or has a 
combination of restrictive and protective policies 


= 


oz 
\\ 


Protective: The state has some protective 
policies (policies that protect the right to abortion) 


Very protective: The state has most of the 
protective policies 


SN Most protective: The state has all or almost 
all of the protective policies 


Figure 7 State laws on abortion as of 2022, following the U.S. Supreme Court decision overturning Roe v. 
Wade. Restrictions may include mandatory counseling, waiting periods, or a requirement that abortions be 
performed in a hospital. Protections may include legislation that allows abortion throughout pregnancy with 
no government interference, or permitting abortion prior to the viability of the fetus or to protect the life or 


health of the mother. 


Source: Guttmacher Institute, 2022 
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Prohibited altogether 
[J To save the woman’s life 
(_] To preserve health 


Broad social or economic 
grounds 


On request (gestational limits vary) 


Figure 8 Abortion laws beyond the United States. Note that abortion is available on request (gestational 
limits vary) in a large number of countries including Canada, Australia, and most of Europe. At the other end 
of the spectrum, abortion is completely prohibited in some Latin American and African nations. The U.S. is 
shown in lavender because it does not have a national policy; restrictions vary by state. 


Source: Center for Reproductive Rights 


in Puerto Rico. Therefore, women of color need far more 
access to information and education, and it is critical that 
this information be sensitive to their cultural heritage. 

Women of color are more likely to have abortions than 
White womenare. Ofreported abortions in 2019, 34 percent 
were for White women (who make up 69 percent of the 
population of women), 38 percent were for Black women 
(12 percent of the population), and 21 percent were for His- 
panic women (19 percent of the population) (Kortsmith 
et al., 2021). Moreover, compared with White women 
(6.5 percent), a higher percentage of Black women 
(7.8 percent) obtain abortions after the first trimes- 
ter. Therefore, laws that ban abortion after 15 weeks or 
some earlier time have a disproportionate impact on 
Black women. 

The Hyde Amendment, which prohibits the use 
of federal Medicaid funds to pay for abortions for low- 
income women, is a key factor in this difference. Half of 
all pregnancies in the United States are unintended, and 
40 percent of these are terminated by abortion. The rate 
of unintended pregnancy among women with incomes 
below the poverty line is 4 times the rate among women 
with the highest incomes (Wright & Katz, 2006). Women 
of color, who are disproportionately represented in 
the low-income group, must often spend a good deal of 


time raising the funds for an abortion because Medicaid 
denied them, and this process of raising funds delays the 
abortion until the second trimester. 

In some cases, women of color may have significantly 
less access to abortion (Nsiah-Jefferson, 1989). For exam- 
ple, American Indian women living on reservations are 
denied federal funding for abortions, and, to make mat- 
ters worse, no Indian Health Service clinics or hospitals 
may perform abortions even when paid for with private 
funds. American Indian women can therefore be literally 
hundreds of miles away from access to an abortion. 

The number of abortion providers in the United States 
has been slowly declining since 1982. Eighty-nine percent 
of counties in the United States have no known provider, 
and 38 percent of women of reproductive age live in these 
counties (Jones & Jerman, 2014). This means that, for 
millions of women, access to an abortion requires travel 
to another city, county, or state. Poor women, who are 
disproportionately women of color, are less likely to be 
able to afford such travel. 

Abortion is only one example of ways in which peo- 
ple of color are disadvantaged under the present system 
of sex laws. This example illustrates clearly that efforts 
at sex-law reform need to include a consideration of the 
laws’ impact on people of color (Figure 9). 
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Figure 9 Itis important that women of color have 
the same access to abortion as middle-class White 
women. 


2004 Lisa Quinones/Black Star/Newscom 


———— SSE 
Sex and the Law in the Future 


Nothing seems riskier than to try to predict with any 
degree of confidence how society’s views of sex, and the 
laws that express those views, will develop and change. 
Thus any look ahead is at best a guess about what might 
happen, based on what has happened. Unforeseen events 
have a way of upsetting our calculations and introducing 
new variables into the mix. 


Sex-Law Reform and Backlash 

In the 2014 edition of this textbook, I stated that the 
movement toward more permissive sex laws, rooted in 
the civil rights movement, the sexual revolution, and 
feminism, had achieved virtually all the gains they were 
likely to make for some time. Then, in 2015, in Obergefell 
vy. Hodges, the Supreme Court legalized gay marriage, and 
we had marriage equality, upending the prediction. But 
in 2017 Donald Trump became president and appointed 
three conservative justices to the Supreme Court, leading 
to the possibility of a backlash against the liberalization of 
sex laws. I am not even going to try to predict what might 
happen over the next 5 to 10 years. Instead, I consider one 
issue that is in need of more careful legal thought: assisted 
reproductive technologies. 


The Legal Challenge of Assisted 
Reproductive Technologies 

Very complex legal questions are being raised by the pro- 
liferation of techniques enabling previously infertile peo- 
ple, and others, to have children. These include artificial 
insemination, in vitro fertilization (IVF), surrogate moth- 
erhood, and various kinds of embryo fertilization and 
transfer (see the chapter “Pregnancy and Childbirth”). 


There are few state laws on the subject. There are, 
however, in all jurisdictions, laws prohibiting trafficking 
in children (“baby buying”); some argue that these laws 
prohibit surrogacy. 

The only federal law that regulates the infertility indus- 
try is the Fertility Clinic Success Rate and Certification 
Act (1992). It requires that clinics report their success 
rates to the CDC. 

The American Bar Association (2008, updated 2019) 
has created a Model Act, but no states have adopted it 
yet. The Model Act addresses multiple issues, including 
informed consent for all involved, privacy and confiden- 
tiality, embryo transfer and disposition of gametes and 
embryos, the child of assisted reproduction, surrogacy, and 
payment to donors and gestational and genetic surrogates. 

A fundamental difficulty is that these technologies 
bring a very public quality to what has always been one 
of the most private of all human activities, the concep- 
tion of children. Some of them involve a third party—as a 
donor of sperm, egg, embryo, or uterus—in what had been 
a matter solely between a man and a woman. Even the 
nomenclature is complicated. In this section I adopt the 
convention of designating as parent(s) the person(s) who 
rear the child and accept legal responsibility for them. 
Those who provide some necessary aspect of the process 
I call donors, or in the special case of women in whose 
uteruses embryos are implanted, surrogates. 

Perhaps the foremost question is whether there is a 
fundamental right to reproduce (Panitch, 2015; Quigley, 
2010). If there is, it is hard to argue against the use of an 
appropriate technique to achieve that end, including third- 
party participation, or what some call collaborative concep- 
tion. On the other hand, if there is no such fundamental 
right, it may be reasonable to limit or even prohibit the 
use of such technology. There is a well-established right 
not to conceive under the right to privacy. A Washing- 
ton State appeals court, in a case involving custody of 
pre-embryos, ruled that there is no right to procreate, but 
there is a right not to procreate. 

Closely related is the question of the legal status of an 
embryo because in several of these techniques fertiliza- 
tion and conception take place outside the uterus. Is the 
embryo a person (Mohamed, 2018)? Those who assert that 
life begins at conception would accord full personhood and 
legal rights to the embryo from the first cell division. Some 
states have enacted laws aimed at protecting embryos. For 
example, a Louisiana law specifies that an embryo, even 
outside anyone’s body, is a person and shall not intention- 
ally be destroyed (Andrews, 1989). At the other extreme 
are those who regard an embryo merely as tissue, to be 
disposed of at will. This view puts no limits on reproduc- 
tive technologies. A moderate view sees the embryo as less 
than a person but more than mere tissue and argues that 
it should be treated with the respect due potential human 
life. This view would seem to lead to some regulation of 
reproductive technology short of prohibiting it. 
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Figure 10 The law has not yet dealt adequately with the consequences of assisted 
reproductive technologies, as this cartoon indicates. 


2015, Signe Wilkinson. Reprinted by permission of Cartoonists & Writers Syndicate. 


A crucial issue is who owns or controls the embryo? 
(Casolo et al., 2019). With procedures such as vitro fertil- 
ization (IVF), ZIFT (zygote intra-fallopian transfer), and 
ICSI (intra-cytoplasmic sperm injection), embryos are 
created outside a human body. Some are implanted, but 
many are not. Let’s assume, for the sake of simplicity, that 
the prospective parents are a wife and a husband. What 
happens if they divorce? Who controls the unused frozen 
embryos? What happens if the ex-wife wants to implant 
additional embryos but the ex-husband is against it? The 
American Bar Association’s recommendation (2019) is to 
use a binding agreement, executed before the creation of 
any embryos, that specifies exactly what will happen to 
the embryos in the event of a divorce, death of one of the 
partners, or other unexpected circumstances. 

Another complex set of issues concerns the determina- 
tion of parentage (Casolo et al., 2019). What happens if, 
for example, a surrogate gives birth to a baby under con- 
tract with a husband and wife, and the surrogate refuses 
to give up the baby, asserting that it is hers? The sperm 
might have come from the husband and the egg from the 
wife, but the surrogate did the gestating and gave birth. In 
one of these situations, there are, potentially, five people 
who could claim to be a parent: the egg donor, the sperm 
donor, the donor of the uterus used for gestation, and 
the couple who intend to rear the child (see Figure 10). 
Here there actually is federal legislation in the United 
States, called the Uniform Parentage Act (UPA, 1973, 
updated 2017). It deals with lots of issues, one of them 
being assisted reproductive technology (ART). The UPA 
states that a donor is not the parent of a child resulting 
from ART. However, a person who consents to assisted 
reproduction with a woman with the intent of being the 
parent of the child is a parent of the resulting child. You 


can see how complicated the situation quickly becomes. 
The 2017 update of the UPA recognizes same-gender cou- 
ples as parents. 

Determination of parentage is also crucial in determin- 
ing inheritance rights (Casolo et al., 2019). What should 
happen, for example, if a child is born from a frozen 
embryo 10 years after the father, who provided the sperm, 
has died and left a substantial estate? State laws are begin- 
ning to piece together some of the complex regulations 
that should apply. Determination of parentage is also 
crucial if the child has a serious birth defect that will be 
costly to parents and may require extraordinary amounts 
of care for the child. 

Surrogacy contracts are yet another serious issue (Casolo 
et al., 2019). These contracts are between an individual who 
provides her uterus and agrees to give up the baby after 
birth, with intended parents who agree to raise the child. 
Typically, these contracts specify that the intended parents 
will pay all medical bills and other costs associated with the 
pregnancy, and in some contracts the surrogate receives 
additional compensation. Currently surrogacy contracts 
are regulated by a crazy quilt of state laws; some of them 
(e.g., Indiana, Michigan) criminalize surrogacy, some (e.g., 
California), recognize and enforce surrogacy contracts, 
and some states have no laws on the matter. 

Moreover, some are concerned that surrogacy may 
lead to the exploitation of low-income women, who will 
“rent” their wombs because they need the money, despite 
the possible psychological stresses and health risks of sur- 
rogate motherhood (Feldman, 2018). 

The legal situation with assisted reproduction, then, is 
a kind of Wild West, with an absence of responsible reg- 
ulation in many states. Perhaps the best resolution would 
be for all states to pass the ABA’s Model Act. 
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ale Re), 
Using evidence to evaluate legal issues 


In this chapter, I have summarized a wide variety of laws that attempt to regulate sexual conduct, and numerous 
constitutional and legal issues related to these laws. Most laws regulating sexuality are state or local laws, which 
means that you as a citizen have the opportunity to influence these laws and sometimes vote on them, or on the 
lawmakers who vote for them. As a citizen, you can make your views known by writing to your legislator or speak- 
ing up at a hearing on a law. Millions of dollars are often spent in advertising to influence your views. You need all 
of your critical thinking skills to evaluate the information and reach a reasoned decision based on evidence rather 
than emotion. 

We can distinguish between legal evidence and scientific evidence, both of which are relevant when evaluating 
legal issues. Legal evidence includes the U.S. Constitution, state and local laws, and decisions by courts such as the 
U.S. Supreme Court, federal courts, and state courts. Scientific evidence, in contrast, encompasses data collected 
by scientists, with findings that can be replicated and may even have been meta-analyzed. 

Transgender rights are at the forefront of legal work today. The Transgender Law Center is a national organiza- 
tion that works for civil rights for trans people (https://transgenderlawcenter.org/). The following is an interesting 
case in which they participated. 


In Conover y. Conover, in the state of Maryland, Michael (a transgender man) and Brittany Conover separated one 
year after Brittany gave birth to their son, Jaxon. They were married as a same-sex couple a few months after Jaxon 
was born. When filing for divorce, Brittany said that she was Jaxon’s only legal parent because Michael was not legally 
male and also because Jaxon had not been born during the marriage. The courts ruled in Brittany’s favor and held 
that Michael was not a legal parent of Jaxon. Michael appealed to the Maryland Court of Appeals. The opposition 
lawyer filed a brief that contained offensive material about transgender parents and argued that trans people are unfit 
to be parents because their children will suffer from being called names and shunned. The Transgender Law Center 
filed a brief supporting Michael and rebutting the anti-trans arguments made by Brittany’s lawyer. You can read more 
at https://transgenderlawcenter.org/legal/family-law. The court found in favor of Michael. 


What are the legal issues in this case? That is, what kind of legal evidence is relevant? What are the scientific 
issues in this case? What kind of scientific evidence is relevant? Answer these questions before you proceed. 

One fundamental legal issue is whether trans people have the same rights as everyone else. Do they have equal 
rights, in this case to be a parent? As it happened, Maryland had enacted legislation in 2014, the Fairness for all 
Marylanders Act, that prohibits discrimination on the basis of gender identity in areas such as employment and 
housing. Moreover, a number of federal court rulings have established that U.S. civil rights laws prohibit discrimi- 
nation against transgender people. 

Brittany’s lawyer also made an argument that should be decided by scientific evidence: Do children with a 
transgender parent suffer because of teasing and rejection by peers? Research on transgender topics in psychology 
is so new that we don’t have many studies on children with a transgender parent, but the situation is quite similar to 
the one of children with LGB parents. This research, discussed in the chapter “Sexual Orientation: Gay, Straight, 
or Bi?” shows that, contrary to many people’s intuitions, children with LGB parents fare as well psychologically 
as children of straight parents. It seems likely that this is true of children of trans parents, but we need the data. 

To think critically about legal issues, it is important to distinguish between legal evidence and scientific evidence. 


SUMMARY 
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Why Are There Sex Laws? 

Laws to protect adults from coercion, children from sex- 
ual exploitation, and the public from offensive behavior 
are justifiable. However, many laws against sexual con- 
duct originated in a desire to promote public morality and 
perpetuate sexism, and it is hard to justify them. 


What Kinds of Sex Laws Are There? 

The laws governing sexual conduct include laws against 
crimes of exploitation and force (such as rape, carnal 
knowledge of a juvenile, and child molestation), against 
various consensual acts (such as fornication and adul- 
tery), against offending public taste (exhibitionism, voy- 
eurism, solicitation, disorderly conduct, lewdness, and the 
like), against behaviors involved in reproduction (contra- 
ception and abortion), and against criminal commercial 
sex (notably prostitution and obscenity). These laws are 
often capriciously enforced, and this unequal enforce- 
ment has high social costs that may require reform. 


Discriminatory Laws Related to 
Sexuality 

Gay, lesbian, bisexual, and transgender people have been 
subjected to discrimination for decades. Some laws and 
government policies encourage or allow discriminatory 
practices. To counteract these practices, some states and 
municipalities have enacted laws prohibiting discrimination 
in housing and employment. The Supreme Court has ruled 
that the federal ban on sex discrimination (Title VII of the 
Civil Rights Act) applies to transgender people, at least in 
regard to employment. A related issue is the controversy 
over same-sex marriage. The U.S. Supreme Court resolved 
the issue in 2015 in a decision that same-sex couples have 


a legal right to marry, and that every state must recognize 
same-sex marriages performed in other states. 


Principles in Sex-Law Reform 

Certain principles can be applied in the reform of restric- 
tive sex laws. The American Model Penal Code included 
proposals to decriminalize consensual sexual behavior. 
The legal principle that has accounted for much court 
action to reform laws against contraception and abortion 
is the right to privacy. The constitutional principle of equal 
protection has been used to combat discrimination against 
groups identified by their sexual orientation, including 
gays and lesbians. Legislators have been influenced by the 
movement for the decriminalization of victimless crimes; 
recently, however, critics have challenged the argument 
that no one is harmed by prostitution or adultery. The issue 
of pornography and obscenity, which includes such prob- 
lems as definition, conflicting societal values, and actual 
demonstration of effects, generally involves First Amend- 
ment rights to freedom of speech. The latest controversy 
is over the availability of X-rated goods and services on the 
Internet. In 2022 the Supreme Court declared that there 
was no constitutional right to abortion, thereby allowing 
states to pass laws restricting or even banning abortion. 


Sex and the Law in the Future 

Sex-law reform moved more slowly in the 1990s and early 
21st century than it did in the previous decades, and there 
are signs of a conservative backlash, yet in 2015 same-sex 
marriage was legalized in the United States. In the future, 
the law will need to balance individual rights and the pub- 
lic interest when it comes to issues such as assisted repro- 
ductive technologies. 
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Curious? 


1. Why don’t all parents provide sex 
education for their kids? 

2. What kinds of sex education 

programs work? 


Read this epilogue to find out. 
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As we look to the future, a top priority for society has to 
be comprehensive sexuality education. If you have stud- 
ied this textbook, you should be prepared to be a good 
sexuality educator for your own children. You should also 
be a well-informed citizen who can make thoughtful deci- 
sions about sexuality education. Sexuality education, of 
course, can occur in many settings: home, school, church, 
mosque, temple, or synagogue, youth programs, relation- 
ships, or via information found on the Internet. 


In the Home, in the School, or 
Somewhere Else? 


When parents of children and teenagers get together to 
urge their school system to adopt a sexuality education 
curriculum, sometimes some citizens of the community 
raise a protest. They might say that sexuality education 
promotes promiscuity, teenage pregnancy, or AIDS, and 
they are sure that it should take place only in the home 
(or possibly the church), but certainly not in the schools. 

What these citizens overlook is the realistic alternative 
to sexuality education in the schools, which is education by 
peers and the media. The percentage of high schools offer- 
ing education about, for example, contraception, declined 
sharply from 2000 to 2014 (Guttmacher Institute, 2017). 
Table 1 shows the percentage of adolescents who reported 
receiving “a lot” of information about sex from their par- 
ents, peers, and the media (Bleakley et al., 2018). Only 
about one-third of adolescents report receiving a lot of 
information from parents. Peers and the media are major 
sources of information. Note, too, that the media provide 
relatively little information about condoms and hormonal 
birth control. And, as noted in the chapter “Sexuality and 
the Life Cycle: Childhood and Adolescence,” the media 
seldom portray sexual risk or responsibility. In this study, 
learning from parents was positively associated with con- 
dom use (Bleakley et al., 2018). 


Surveys consistently find that a large majority of adults 
in the United States and Canada favor sexuality education 
in the schools. For example, a survey of a large sample of 
U.S. parents of children aged 9 to 21 years found that 75 
percent thought sex education in middle school was very 
important, and 86 percent thought that sex education in 
high school was very important (Kantor & Levitz, 2017). 
Only 3 percent thought that sex education should not be 
taught at all. Regarding topics to be taught, more than 
90 percent thought that puberty, abstinence, and STDs 
should be taught in middle school, and more than 80 per- 
cent thought that birth control should be taught in middle 
school. For high school, all of the percentages were above 
90, and even for the more controversial topic of sexual 
orientation, 85 percent believe that it should be taught. 
Despite this high level of public support, a minority con- 
tinue to try to push sexuality education out of the schools 
(Fields & Tolman, 2006). 

You may be surprised to learn that most adults favor 
sexuality education in the schools. The media regularly 
publicize controversies, cases in which parents are pro- 
testing sexuality education in the schools. There are three 
things to keep in mind about such cases. First, they are 
rare. The vast majority of schools with sexuality educa- 
tion programs have not experienced such conflict (Kaiser 
Family Foundation, 2004b). Second, the protestors are 
usually in a small minority. Third, 
the controversy is 
often not over whether JAW aeleyn ware) | Mest ean 
OCRIKONCM- Mace Provide sex education 
gram but over the use (MsLmUttlalstelsss 
of a particular curricu- 
lum, book, or video. A review of 546 
controversies between 1993 and 2013 found that in the 
1990s, conflicts often involved abstinence-only programs, 
elementary school programs, and whether programs 
should be required. Since 2001, controversies have shifted 
increasingly to comprehensive programs and to issues 
involving school policies and programs as they relate to 
LGBTQ students (Rosen & Conklin, 2014). 


Table 1 Sources of Adolescents’ Information about Sex (percentage of adolescents 


saying “a lot of information”) 


Source (%) 


Topic Parents Peers Media 
Sex BS 28 24 
Condoms 35 Oi, 18 
Hormonal birth control 34 25 16 
Romantic relationships 35 34 26 


Source: Bleakley et al. (2018). 
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Sexuality education in the schools is not “instead 
of” education in the home. In a Kaiser Family Founda- 
tion survey, 88 percent of the parents of seventh- and 
eighth-graders and 80 percent of the parents of ninth- 
through twelfth-graders agreed that having a program in 
the school makes it easier to talk to their children about 
sexual issues (Kaiser Family Foundation, 2004a). 

What parents need is training! Interventions with par- 
ents have been developed that give them accurate infor- 
mation about sexuality, and communication techniques to 
use with their child. A meta-analysis of studies evaluating 
these interventions (against a control group) with parents 
of adolescents found that the programs were successful 
at improving parent-child sexual communication and 
increasing adolescents’ condom use, although they were 
not successful at delaying sexual activity (Widman et al., 
2019). Programs were more successful if they involved 
both parents and the adolescent, and if 10 hours or more 
of programming were provided. 

Another type of intervention is triadic in that involves 
the adolescent, a parent, and a health care professional 
(Guilamo-Ramos et al., 2021). These interventions, such 
as Families Talking Together Clinic and Familias Uni- 
das, are administered through pediatricians’ offices. The 
parent and adolescent receive one training session at the 
clinic and are sent home with materials such as a family 
workbook. Evaluations of these programs indicate that 
they are effective at reducing condomless sex and reduc- 
ing STIs (Guilamo-Ramos et al., 2021). 


—SSSSESESSS___ SS =e) 
What to Teach at Different Ages 


Sexuality education is not something that can be carried 
out in one week during fifth grade. Like teaching math, 
it is a process that must begin when children are young. 
They should learn simple concepts first, progressing to 
more difficult ones as they grow older. What is taught at 
any particular age depends on the child’s sexual behavior 
(see the chapter “Sexuality and the Life Cycle: Childhood 
and Adolescence”), sexual knowledge, and sexual inter- 
ests at that age. This section concentrates on theories and 
research that provide information on the last two points. 


Children’s Sexual Knowledge 

A few researchers have investigated what children know 
about sex and reproduction at various ages. For example, 
children begin to develop an understanding of pregnancy 
and birth at a very early age. Very young children may 
believe that a baby has always existed: that it existed some- 
where else before it got inside the mother. The following 
dialogue demonstrates this: 


(How did the baby happen to be in your Mommy’s 
tummy?) It just grows inside. (How did it get there?) It’s 


there all the time. Mommy doesn’t have to do anything. 
She waits until she feels it. (You said that the baby wasn’t 
in there when you were there.) Yeah, then he was in the 
other place... in America. (In America?) Yeah, in some- 
body else’s tummy. (Bernstein & Cowan, 1975, p. 86) 


By age 7 or 8, children have a more sophisticated 
understanding of reproduction. They may know that three 
things are involved in making a baby: a social relation- 
ship between two people, such as love or marriage; sexual 
intercourse; and the union of sperm and egg. At age 12, 
some children can give a good physiological explanation 
of reproduction that includes the idea that the embryo 
begins its biological existence at the moment of concep- 
tion and is the product of genetic material from both par- 
ents. As one preteen explained, 


The sperm encounters one ovum, and one sperm breaks 
into the ovum which produces, the sperm makes like a 
cell, and the cell separates and divides. And so it’s divid- 
ing, and the ovum goes through a tube and embeds itself 
in the wall of the, I think it’s the fetus of the woman. (Ber- 
nstein & Cowan, 1975, p. 89) 


These findings have important implications for sexual- 
ity education. Educators need to be aware of the level of 
children’s understanding and should not inundate them 
with information inappropriate for their age. Instead, the 
educator should attempt to clarify misunderstandings in 
the child’s beliefs. For example, if a child believes a baby 
has always existed, the educator might say, “To make a 
baby, you need two grown-ups: a man and a woman.” 

Probably the most comprehensive study of children’s 
sexual knowledge was conducted by Ronald and Juliette 
Goldman (1982), who did a massive cross-cultural study 
of children’s understanding of sexual matters. From their 
results, they concluded that American children are sexual 
illiterates! The Goldmans did face-to-face interviews with 
children aged 5, 7, 9, 11, 13, and 15 in four cultures: Aus- 
tralia, England, North America, and Sweden. The Swedish 
sample is particularly interesting because there is compul- 
sory sexuality education for all children in Swedish schools, 
beginning at age 8. The Goldmans questioned children only 
about sexual concepts, not about their own sexual behavior. 

A comparison of the results from the North American 
children with those from children in the other three cul- 
tures led the Goldmans to conclude that American children 
are strikingly lacking in sexual information. Some of the 
results are shown in Table 2. Notice, for example, that only 
23 percent of North American 9-year-olds, but 60 percent of 
Australian 9-year-olds, knew the genital differences between 
newborn baby boys and girls. The Swedish children were 
consistently more knowledgeable than the American chil- 
dren, indicating the positive effects of sexuality education. 

Some of the children’s responses can only be classified as 
amusing. In response to the question “How can anyone know 
a newborn baby is a boy or a girl?” an 11-year-old English boy 
said, “If it’s got a penis or not. If it has it’s a boy. Girls have a 
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Table 2 Responses of 9-Year-Olds in Four Cultures in the Goldman Study 


Percentage of Correct Answers Among 


Concept Australians British North Americans Swedish 
Knowing physical sex differences of newborn babies 60 85 23 40 
Knowing correct terms for the genitals 50 38} 20 —* 
Knowing length of gestation is 8 to 10 months 45 22. 30 67 
Knowing that one purpose of coitus is enjoyment 6 10 4 60 
Knowing the meaning of the term “uterus” (0) 0 (0) 23 


*Owing to the difficulties of translating from the Swedish language, this percentage is not available. 


Source: Goldman & Goldman (1982), pp. 197, 213, 240, 263, 354. 


virginia.” And in all cultures there seems to be a lot of confu- 
sion about contraception. Here are some responses: 


The pill goes down the stomach and dissolves the baby 
and it goes out in the bowels. You should take three pills a 
day. (American boy, 7 years old) 


If you don’t want to start one, you don’t get married. 
There’s no other way. (English girl, 7 years old) 


The tubes are tied, the vocal cords. (Australian girl, 
15 years old) 


If the Goldmans’ conclusion is right, that American chil- 
dren are sexual illiterates, the remedy seems to be a massive 
program of sexuality education in the United States. 

In another study, the sexual knowledge of preschool 
children in the United States was assessed by interview- 
ing 2- to 6-year-olds (Volbert, 2000). The results indicated 
that sexual knowledge evolves during the preschool years. 
At age 2, children can identify the sex of others, and use 
slang to refer to genitals. At age 3, children explain gen- 
der differences using cultural characteristics (clothing, 
earings). At age 5, children explain gender identity based 
on genital differences; and at age 6, children have some 
knowledge of vaginal or cesarean birth. 

Another, more recent study replicated parts of the 
Goldmans’ research (Caron & Ahlgrim, 2012). Children 
from the United States still lagged behind in knowledge 
compared with their peers from other nations. A few chil- 
dren in the sample demonstrated much greater knowledge 
than others; they were from Sweden and the Netherlands. 

An analysis of questions e-mailed to a reproductive 
health website found that 23 percent involved miscon- 
ceptions about reproduction (Wynn et al., 2009). The 
authors suggest that poor sex education and confusing 
media messages are two causes. 


Children’s Sexual Interests 

Children’s knowledge of and interest in sex are reflected 
in the questions they ask. At age 5, kids may be asking 
where babies come from. At age 9, a child may ask about 


sexual behaviors, as for instance, “What’s oral sex?” Such 
questions are often stimulated by hearing the term in con- 
versation or in the media. A 10-year-old may be interested 
in bodily processes and ask, “What’s a period?” By age 
11, many children are asking questions related to puberty, 
such as, “When will I get breasts?” or “When will I grow 
taller?” Such questions typically reflect an awareness that 
other youth are experiencing such growth. At age 13 or 
14, many youth have specific questions about sexual activ- 
ity. One boy asked, “Do girls move a lot when they have 
sex?” (Blake, 2004). It is important that the sexuality edu- 
cation curriculum for a particular age group addresses the 
questions of that age group rather than questions mem- 
bers of that age group haven’t thought of yet or questions 
they thought about but answered long ago. 

High school students agree that sexuality education 
should begin in early elementary school and progress 
from the simple to the complex (Future of Sex Education 
Initiative, 2020). They believe that the ideal class should 
cover a wide range of topics, including reproduction, 
pregnancy, abortion, birth control options, disease pre- 
vention, sexual violence, relationships and gender roles, 
and values. They would like all these topics presented by 
eighth grade. 


aay 
The Curriculum 


The term sexuality education has been used to refer to a 
wide variety of programs. At one end of the continuum 
are programs that involve showing children one or two 
videos and distributing some brochures. At the other end 
are well-developed curricula that include lectures, books, 
videos, and classroom discussion presented over 4 to 6 
weeks. We focus on the more substantial programs. They 
can be grouped into three categories: abstinence-only pro- 
grams, HIV/AIDS risk reduction, and comprehensive sex- 
uality education. 
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Abstinence-only programs: Educa- 
tional programs that promote sexual 


abstinence as the sole means of pre- 
venting pregnancy and exposure to 
sexually transmitted diseases. 


Abstinence-Only Programs 

Abstinence-only programs developed out of opposition 
to sexuality education in the schools. The concerns led to 
passage by the U.S. Congress of the Adolescent Family 
Life Act in 1981; the AFLA limited the use of federal funds 
to abstinence-only programs, programs that “promoted sex- 
ual abstinence as the sole means of preventing pregnancy 
and exposure to sexually transmitted diseases” (Wilcox & 
Wyatt, 1997, p. 4). By 2018, more than $2 billion in federal 
funds had been spent on abstinence-only programs (Boyer, 
2018). In 1994 Congress attempted to mandate that all sex- 
uality education in the United States be abstinence-only; 
this effort failed because at least four federal laws prohibit 
the federal government from prescribing local curricular 
standards (Advocates for Youth, 2004a). 

There are a number of well-developed abstinence-only 
curricula. The most widely known is Sex Respect, which 
represents a politically conservative approach to sexuality 
education. Federally funded, it is targeted at middle-school 
students. The major goal of this curriculum is to teach that 
abstinence is the only approach that is moral and safe. The 
curriculum uses cartoons and other attention-grabbing 
techniques. There are catchy slogans for children to chant 
in class, such as 


Don't be a louse, wait for your spouse! 
Do the right thing, wait for the ring! 
Pet your dog, not your date! 


Students take a “chastity pledge,” and the curriculum 
includes a chart of physical intimacy in which a prolonged 
kiss is characterized as the “beginning of danger.” The 
curriculum teaches that condoms can be the road to ruin 
because many fail, resulting in pregnancy. 

Sex Respect throws in a lot of gender-role stereotypes as 
well, characterizing boys as “sexual aggressors” and girls 
as “virginity protectors.” It presents the two-parent, hetero- 
sexual couple as “the sole model of a healthy, real family.” 

In fairness to Sex Respect, it may have some good 
points in that it teaches students skills in resisting peer 
pressure. On the other hand, it includes a lot of “facts” 
that are actually false (for example, it says that condoms 
frequently fail, but they actually have a very low failure 
rate—see Table 2 in the chapter “Contraception and Abor- 
tion”), and it seems out of touch with today’s teenagers. 
The widespread adoption of this curriculum points out 
how important it is for parents to examine the sexuality 
education materials being presented to their children. 

How effective are these curricula? Researchers who 
assessed the content of Sex Respect concluded that it 
omits a number of important topics, including sexual anat- 
omy (!), sexual physiology, sexual 
response, contraception, and abor- 
tion (Goodson & Edmundson, 
1994). As a result of their wide- 
spread use, there have been many 
evaluations of this program’s effects 


on student attitudes and behavior. A review of 52 evalua- 
tions concluded that “none of the best studies [by method- 
ological criteria] found positive changes .. . in age of onset 
of sexual activity, rates of sexual activity, pregnancies, or 
STIs” (Wilcox & Wyatt, 1997, p. 13). A review of published 
randomized controlled trials (the “gold standard”) of pro- 
grams in high schools identified 16 such projects (Bennett 
& Assefi, 2005). The conclusion was the same: abstinence- 
only education was ineffective. 

The federal Office of Adolescent Health reviewed 
the evidence for effectiveness of 36 Teen Pregnancy Pre- 
vention Programs (Office of Adolescent Health, n.d.; 
Goesling et al., 2015). The evaluation considered seven 
outcomes that such programs should achieve. The best of 
the abstinence-only programs show evidence of achieving 
only two of the seven, whereas there is evidence that the 
best of the comprehensive programs achieve four of them. 

In fact, data indicate that an emphasis on abstinence- 
only curricula is associated with higher teen pregnancy 
rates (Stanger-Hall & Hall, 2011). The United States 
has the highest teen pregnancy rate of all the developed 
nations; abstinence-only sex education may be one reason. 

In May 2015, a California judge ruled that the use of 
an abstinence-only-until-marriage curriculum violated 
state laws on the grounds of medical inaccuracy and 
bias. The ruling against the Clovis Unified School district 
resulted from a 5-year campaign by parents to halt the use 
of a program that provided misinformation about HIV/ 
AIDS and did not mention condoms and contraceptives. 
The ruling illustrates the power of parental involvement in 
sex education in the schools (American Academy of Pediat- 
rics et al. v. Clovis Unified School District, 2015). 


The Politics of Sexuality Education 

Many educators, social scientists, relevant professional 
organizations, and citizens have concluded that abstinence- 
only programs do not work and that the hundreds of mil- 
lions of dollars being spent on them 
are a gross misuse of 
federal, state, and local JAWHEL dale ive) BS 


WtMECEs sem caucation programs 
work? 


Civil Liberties Union 
petitioned Congress in March 2004 
to oppose new funding for such pro- 
grams. The American Psychological Association adopted 
a resolution in 2004 opposing reliance on such pro- 
grams to provide sexuality education to youth. The Bush 
administration ignored these requests and the scientific 
and other evidence on which they are based. One White 
House insider, when asked how the president could ask 
for an additional $33 million for abstinence-only sexuality 
education when it is clear that it doesn’t work, replied, 
“Values trump data” (Wingert, 2002). 

The 2008 national elections changed the compo- 
sition of Congress, resulting in less support for absti- 
nence-only programs. Recognizing that they don’t work, 
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A Sampling from a Comprehensive Sexuality 
Education Curriculum 


nered to form the Future of Sex Education Initia- 
tive (FoSE). The resulting curricular guidelines 
were published in 2020 (Future of Sex Education Initia- 
tive, 2020). 
The guidelines identify seven key topics that should be 
taught: 


S| IECUS, Advocates for Youth, and Answer part- 


. Anatomy and physiology 

. Puberty and adolescent sexual development 
. Gender identity and expression 

. Sexual orientation and identity 

. Sexual health 


. Consent and healthy relationships 


NY Dn PW NY 


. Interpersonal violence 


These topics are considered essential content and 
skills for K-12 sexuality education. 

We noted earlier that education should be geared to 
the developing child’s interests and ability to compre- 
hend. The guidelines define four grade levels and specify 
the learning outcomes to be achieved by the end of each. 


Level 1: By the end of second grade (K-2) 

Level 2: By the end of fifth grade (grades 3-5) 
Level 3: By the end of eighth grade (grades 6-8) 
Level 4: By the end of twelfth grade (grades 9-12) 


The following is a sampling of the Core Concepts 
(Standard 1) identified by the guidelines to be learned at 
each level. 


Key Topic 1: Anatomy and Physiology 
By the end of second grade. List medically accurate names 
for body parts, including the genitals. 

By the end of fifth grade. Recall the human reproductive 
systems, including the external and internal body parts 
and their functions, and that there are natural variations 
in human bodies. 

By the end of eighth grade. Describe human reproduc- 
tive systems, including external and internal body parts 
and their functions. 


By the end of tenth grade. Explain the human reproduc- 
tive and sexual systems. 

By the end of twelfth grade. Describe the human sex- 
ual response cycle, including the role of hormones and 
pleasure. 


Key Topic 4: Sexual Orientation and 
Identity 
By the end of fifth grade. Define sexual orientation, dif- 
ferentiate between sexual orientation and gender identity. 
By the end of eighth grade. Define sexual identity 
and explain a range of identities related to sexual orien- 
tation (e.g., heterosexual, bisexual, lesbian, gay, queer, 
two-spirit). 
By the end of tenth grade. Differentiate between sexual 
orientation, sexual behavior, and sexual identity. 


Key Topic 5: Sexual Health 
By the end of second grade. Define reproduction and explain 
that all living things may have the capacity to reproduce. 

By the end of fifth grade. Explain the range of ways 
pregnancy can occur (sexual intercourse, IVF, etc.). 
Define STDs, including HIV. 

By the end of eighth grade. Explain there are many 
methods of short- and long-term contraception that 
are safe and effective and describe how to access them. 
Describe pregnancy testing. Discuss current biomedical 
approaches to prevent STDs. 

By the end of tenth grade. Compare and contrast the 
advantages and disadvantages of contraceptive and dis- 
ease prevention methods (e.g., abstinence, condoms, 
emergency contraception). Define reproductive justice. 

By the end of twelfth grade. Evaluate the benefits of bio- 
medical approaches to prevent STDs (e.g., vaccines) and 
HIV (e.g., PrEP) 

The guidelines provide equally detailed outcomes for 
the other four key topics. There are also outcomes iden- 
tified for each of the seven other standards in relation to 
each key topic. Clearly the guidelines are very comprehen- 
sive. The document includes a list of sources of printed 
materials, activities, and other aids for teachers to use to 
achieve these objectives. 
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President Obama and congressional leaders called for 
an end to all funding for them. An appropriations bill 
passed by the House in 2009 terminated funding and 
allocated $114 million for effective, evidence-based 
Teen Pregnancy Prevention programs (SIECUS, 
2009). The TPP initiative, administered by the Office 
of Adolescent Health, was funded at $105 million. 
As part of the health care reform package (Affordable 
Care Act, also known as Obamacare) passed by Con- 
gress in 2010, the Title V Abstinence Only program 
was reauthorized and provided $50 million per year for 
these ineffective programs. Title V is administered by the 
Administration for Children, Youth, and Families. 

Congress has continued to fund abstinence-only pro- 
grams by providing funds to states for that purpose, as evi- 
dence (reviewed above) has continued to mount that these 
programs are not effective (Santelli et al., 2017). In 2015, 
Congress allocated $75 million per year for the Personal 
Responsibility Education Program (PREP), which funds 
comprehensive, medically accurate sex education pro- 
grams. However, it also extended the funding for abstinence- 
only at the same funding level, $75 million per year 
(SIECUS, 2015). These actions contrast sharply with 
public desires for comprehensive sex education in the 
schools. A poll of U.S. adults found that 66 percent sup- 
ported providing information about birth control, includ- 
ing 59 percent of Republicans (Klein, 2015). 

The latest twist is that the producers of abstinence-only 
programs, apparently realizing they have gotten a bad 
reputation, have rebranded them (Boyer, 2018). They 
are now called sexual risk avoidance programs, but they 
still teach abstinence and don’t teach contraception and 
other crucial information. This new term is now used in 
federal legislation, which has funded the programs enthu- 
siastically since 2017, with the Trump presidency and 
conservatives in control of Congress. In 2022, during the 
Biden administration, the Administration for Children, 
Youth, and Families, allocated $9 million for sexual risk 
avoidance programs, a considerable decrease from previ- 
ous years. Funding for the two programs that underwrite 
evidence-based, comprehensive education remain strong: 
Teen Pregnancy Prevention ($101 million) and Personal 
Responsibility Education Program ($44 million). 


HIV/AIDS Risk Education 
In the 1990s the focus of sexuality education shifted from 
pregnancy prevention to AIDS and other STI prevention. 
HIV instruction may be presented alone, or in combina- 
tion with either abstinence-only or comprehensive sexual- 
ity education programs. 

Programs of this type are often sharply focused on dis- 
ease prevention. They have a variety of goals, including 
challenging myths about AIDS and other STIs, encouraging 


delay of sexual intercourse, and supporting condom use or 
abstinence from unprotected intercourse. These programs 
are usually short, lasting as few as five class periods. 

A review of the effectiveness of these programs 
found that they improved knowledge significantly (Kim 
et al., 1997). In addition, many studies reported positive 
changes in respondents’ intention to use condoms. 

As noted earlier, 98 percent of U.S. parents believe 
that the topic of STDs should be taught in high school 
(Kantor & Levitz, 2017). 


Comprehensive, Theoretically 

Based Programs 

The alternative to abstinence-only education is 
comprehensive sexuality education, which refers to pro- 
grams that provide scientifically accurate, comprehensive 
information about sexuality, including anatomy, contra- 
ception, STIs, and the use of condoms. It teaches that 
sexuality is a normal, healthy part of life, and it teaches 
interpersonal and communication skills. A number of 
programs are comprehensive and are explicitly based on 
social science theories of health promotion, including 
the Health Belief Model, social inoculation theory, and 
social learning theory. The curriculum described in the 
box “A Sampling from a Comprehensive Sexuality Educa- 
tion Curriculum” is of this type. These programs include 
discussion of the social pressures to engage in sex and pro- 
vide ways to resist these influences (based on inoculation 
theory). Social learning theory emphasizes the impor- 
tance of practicing new skills, so these curricula include 
rehearsal and role-playing activities. 

In light of the high levels of teenage pregnancy, and 
the sharp increases in rates of STIs among people 15 to 
24 years of age, it is imperative that we identify sexuality 
education programs that are effective in reducing risky 
sexual behavior. At the request of the U.S. Centers for 
Disease Control and Prevention, a number of researchers 
undertook a thorough review of the research on the effec- 
tiveness of school-based programs (Kirby et al., 1994). 
They identified six characteristics that, according to the 
scientific evidence, are associated with delaying the initia- 
tion of intercourse, reducing the frequency of intercourse, 
reducing the number of sexual partners, and increasing 
the use of condoms and other contraceptives. In general, 
these are characteristic of the comprehensive programs. 

Effective programs focus on reducing risk-taking behay- 
ior. Such programs have a small number of specific goals. 
They do not emphasize general issues such as gender 
equality and dating. 

Effective programs are based on theories of social learn- 
ing. Programs that utilize theory in designing the curric- 
ulum are more effective than nontheoretical programs. 
The theories suggest that, to be effective, the program 
must increase knowledge, elicit or increase motivation to 
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protect oneself, demonstrate that specific behaviors will 
protect the person, and teach the person how to use those 
behaviors effectively. 

Effective programs teach through experiential activities 
that personalize the messages. Such programs avoid lectures 
and videos; instead, they use small group discussions, sim- 
ulation and games, role playing, rehearsal, and similar edu- 
cational techniques. Some of these programs rely on peer 
educators. 

Effective programs address media and other social influ- 
ences that encourage sexual risk-taking behaviors. Some 
programs look at how the media use sex to sell products. 
All the effective programs analyze the “lines” that young 
people use to try to get someone else to engage in sex, and 
teach ways of responding to these approaches. 

Effective programs reinforce clear and appropriate values. 
These programs are not value-free. They emphasize the 
values of postponing sex and avoiding unprotected sex 
and high-risk partners. The values and norms must be 
tailored to the target population. Different programs are 
needed for middle school students, for White middle-class 
high school students, and for high school students 
of color. 

Effective programs enhance communication skills. Such 
programs provide models of good communication and 
opportunities for practice and skill rehearsal. 

A review of the impact of 55 curriculum-based pro- 
grams found that two-thirds of the programs that empha- 
size condoms, contraceptives, and abstinence had positive 
effects. Many delay sexual initiation, reduce sexual activ- 
ity, and increase condom or contraceptive use (Kirby & 
Laris, 2009). 

Effective sexuality education is cost effective. A school- 
based program that prevents HIV infection, STIs, and 
unintended pregnancy among high school students can 
save money. Data from sexually active high school stu- 
dents in California and Texas found that the program 
Safer Choices resulted in a 15 percent increase in con- 
dom use and an 11 percent increase in the use of other 
contraceptives. Using a statistical model, researchers then 
estimated that the program prevented 0.12 cases of HIV 
infection, 24 cases of chlamydia, 2.8 cases of gonorrhea, 
5.9 cases of pelvic inflammatory disease, and 18 pregnan- 
cies. The researchers concluded that the program saved 
$2.65 in medical and social costs for every dollar spent on 
the program (Wang et al., 2000). 


| 
The Teacher 
Suppose you have decided to start a program of sexual- 


ity education and have found a curriculum that is consis- 
tent with your objectives. Wherever the program is to be 


carried out—in the home, the school, the place of worship, 
or someplace else—the next resource you need is a teacher. 
There are two essential qualifications: The person must be 
educated about sexuality, and they must be comfortable 
interacting with your learners about sexual topics. 

A good teacher is also a good listener who can assess 
what the learner knows from the questions asked and who 
can understand what a child really wants to know when 
they ask a question. As one joke had it, little Billy ran 
into the kitchen one day after kindergarten and asked his 
mother where he had come from; she gritted her teeth, real- 
ized the time had come, and proceeded with a 15-minute 
discussion of intercourse, conception, and_ birth, 
blushing the whole time. Billy listened, but at the end he 
appeared somewhat confused and walked away shaking 
his head, saying, “That’s funny. Jimmy says he came from 
Illinois.” 

In an effort to assess what is being taught, middle and 
high school instructors of health and sexuality education 
classes were surveyed (Rhodes et al., 2013). Instructors 
were given a list of 13 topics and asked to indicate which 
ones they taught. More than 89,000 responded, 72 percent 
of them middle school teachers. Professionally prepared 
educators (those with a health education or public health 
major or minor) were significantly more likely to teach 
seven of the topics than teachers without such prepara- 
tion. Not surprisingly, teaching a class devoted to health 
education was associated with broader coverage than in 
classes where health was combined with other topics. 
Finally, practice-based instruction, which involves the stu- 
dent in various activities and is considered more effective, 
was more often reported by instructors of classes devoted 
to health education. 

Data indicate that at least one-third of the teachers 
responsible for sexuality education in the United States 
received no preservice or in-service training in this area. 
The Future of Sexuality Education Initiative (2018) has 
developed National Teacher Preparation Standards, 
which address seven areas: 


1. Professional Disposition—Teacher candidates demon- 
strate comfort with, commitment to, and self-efficacy 
in teaching sexuality education. 


2. Diversity and Equity—Teacher candidates show respect 
for individual, family, and cultural characteristics that 
may influence student learning about sexuality. 


3. Content Knowledge—Teacher candidates have accu- 
rate knowledge of the biological, emotional, and social 
aspects of human sexuality and the laws relating to sex- 
uality and youth. 


4. Legal and Professional Ethics—Teacher candidates 
make decisions based on applicable federal, state, and 
local laws, regulations, and policies, as well as profes- 
sional ethics. 
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5. Planning—Teacher candidates plan age- and devel- 
opmentally appropriate sexuality education that is 
aligned with standards, policies, and laws and reflects 
the diversity of the community. 


6. Implementation—Teacher candidates use a variety of 
effective strategies to teach sexuality education. 


7. Assessment—Teacher candidates implement effective 
strategies to assess student knowledge, attitudes, and 
skills in order to improve sexuality education instruction. 


Implementation of these standards in the training of 
health and sexuality educators in colleges and universities 
and in preservice education programs would result in sub- 
stantial improvement in the quality of sexuality education 
in schools and other formal settings. 


————EEEeEeE———————————————— Ss 
Condom Availability 


One visible conflict has been over whether condoms 
should be distributed by high schools to students. No one 
knows how many schools in the United States are distrib- 
uting condoms. In some schools condoms are available 
through the school nurse. In others, a teacher, the prin- 
cipal, or other employee may distribute them. In some 
schools, clinics providing health care services dispense 
birth control, including condoms. 

Data indicate support for the distribution of condoms 
in the schools. Fifty-five percent of Americans believe it is 
appropriate for schools to distribute condoms to students 
(SIECUS, 2004a). The American Academy of Pediatrics 
supports the use of condoms by adolescents to prevent 
pregnancy and STIs and endorses their distribution in 
schools (Committee on Adolescence, 2013). 

The most visible opposition to condom distribution 
programs is by the Roman Catholic Church. Church offi- 
cials oppose such programs because of their religion’s ban 
on all artificial forms of contraception. Others oppose 
such programs on the grounds that they will encourage 
sexual intercourse outside of marriage. As one critic put it, 


Instead of amoral, secular humanistic sex education and 
condom distribution in the schools, families, churches, 
schools, social organizations, and the business community 
must re-emphasize the teaching, learning, and practice of 
virtues like courtesy, kindness, honesty, decency, moral 
courage, integrity, justice, fair play, self-respect, respect for 
others, and the Golden Rule. (Gow, 1994, p. 184) 


In January 1996, the U.S. Supreme Court rejected a 
challenge to a condom distribution program in the Fal- 
mouth, Massachusetts, public schools. 

Although opponents of condom availability programs 
argue that they will promote rampant promiscuity among 
students, research indicates that the programs are asso- 
ciated with either no effect on sexual behavior (in some 


studies) or reductions in sexual activity (in other studies). 
A comprehensive review of research evaluating condom 
availability programs indicated that they increased con- 
dom use among sexually active students, and no studies 
found an increase in sexual activity (Wang et al., 2018). 


—EEEEESEEeE>EeEE>E>EE>EL_~_ LSA 
Race and Sexuality Education 


Much of the discussion in this chapter has assumed 
that the participants in a sexuality education program 
are homogeneous, that they are all from the same cul- 
ture. In some situations that assumption is valid, but in 
other settings the learners may be from diverse cultural 
backgrounds. 

Cultures vary in a number of ways that are directly 
related to the success or failure of a sexuality education 
program. Cultural differences exist in sexual practices; 
some of these were discussed in the chapters “Sexuality 
in Perspective” and “Sexuality and the Life Cycle: Child- 
hood and Adolescence.” The acceptability of explicit 
sexual language or of particular types of language, such 
as street slang, varies from one culture to another. Cul- 
tures vary in the meaning they attach to sexuality. White, 
Euro-American cultures have emphasized sex for the pur- 
pose of reproduction and thus tend to regard vaginal inter- 
course as the norm (see the chapter “Ethics, Religion, 
and Sexuality”). Other cultures place greater emphasis on 
the pleasure that can be derived from sexual expression. 
Finally, cultures vary in the definition of, and the roles 
expected within, the family. 

Of necessity, sexuality education programs rely on lan- 
guage. Street slang might enhance rapport with Black urban 
youth but deeply offend Latinx. Curriculum development 
and teachers base their programs on assumptions about the 
prevalence of specific sexual practices, such as vaginal and 
anal intercourse. They implicitly or explicitly identify some 
practices as desirable, as for example condom use. They 
reflect assumptions about the purposes of sexual activity; 
for instance, abstinence-based programs assume that sexual 
intercourse is meaningful only within marriage. 

If sexuality education is to be successful, it must 
reflect, or at least accept, the cultures of the participants. 
The educator must assess the audience, the intended mes- 
sages, and the context, then target the program accord- 
ingly (Burnes, 2017). Educators must recognize their own 
sexual culture, learn about the sexual culture(s) of the 
students, and be aware of the power differences between 
groups in our society. In the classroom they should use 
this knowledge to enhance the effectiveness of the pre- 
sentation. The use of communication styles and media 
common to the cultures of the participants—for example, 
certain rap songs that appeal to young urban African 
Americans—can be a valuable tool. 
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It is important that the program not advocate beliefs 
and practices that are incompatible with participants’ 
culture. In recent years, opposition to school-based pro- 
grams has expanded from evangelical Christian groups to 
include people from BIPOC cultures. In Ontario, Canada, 
one leader of the opposition to proposed changes in the 
province’s curriculum was a Muslim immigrant (Zim- 
merman, 2015). He opposed the curriculum because it 
recognizes sexual relationships outside of marriage. The 
opposition has also attracted support from Chinese Cana- 
dian and Filipino Canadians. Thus, global migration pat- 
terns may curtail school-based sex education programs 
unless they can be tailored to a variety of cultures. 

One attempt to develop a curriculum for African 
American adolescents is the Let the Circle Be Unbroken: 
Rites of Passage program (Okwumabua et al., 1998, 2014). 
This program is based on the premise that a successful 
transition into adolescence requires preparation and cel- 
ebration. It is presented to 10- to 14-year-olds, lasts 4 to 6 
months, and involves youth, parents, and friends. Staff are 
specially trained during an “orientation phase.” During 
the “passage phase,” there are weekly programs lasting 60 
to 90 minutes; these programs focus on preparation for 


adult roles, including how to make sexual decisions and 
deciding on appropriate behavior. The last 4 weeks make 
up the “culminating phase,” in which everyone plans for 
the final celebration, the rite de passage. Programs like 
this one respond to the call for sexuality education that 
incorporates the family and community context in which 
our sexuality is grounded. 

Other research has investigated the effectiveness of a 
variety of sexual health interventions with adolescents of 
color. In one meta-analysis, sexual health interventions 
with Black adolescents (compared with a control condi- 
tion) had positive effects on abstinence and condom use, 
but no effect on pregnancy or contracting an STI (Evans 
et al., 2020b). In another meta-analysis, sexual health pro- 
grams for Latinx adolescents improved abstinence, con- 
dom use, and sexual knowledge and reduced the number of 
sex partners (Evans et al., 2020c). Moreover, for some out- 
comes, culturally tailored interventions produced greater 
effects than interventions that were not culturally tailored. 

As we increasingly recognize diversity within the 
United States and around the world, the creation of cul- 
turally tailored effective sexuality education programs 
should be an important priority. 
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Abortion The termination of a pregnancy. 


Acceptance and commitment therapy Psychotherapy that builds on a 
CBT approach by helping clients gain distance from their negative 
emotions and thoughts and, instead, use mindfulness and other prac- 
tices to accept these thoughts and feelings. Clients can then identify 
their values to help them commit to making changes in their behav- 
ior, even in the face of challenging emotions and thoughts. 
Abstinence-only programs Educational programs that promote absti- 
nence as the sole means of preventing pregnancy and exposure to 
sexually transmitted diseases. 

Acculturation The process of incorporating the beliefs and customs 
of a new culture. 

Acquired erectile disorder Cases of erectile disorder in which the 
man at one time was able to have satisfactory erections but can no 
longer do so. 

Acquired sexual disorder A sexual disorder that develops after a 
period of normal functioning. 

Activating effects of hormones Effects of sex hormones in adulthood, 
resulting in the activation of behaviors, especially sexual behaviors 
and aggressive behaviors. 

Adrenal glands Endocrine glands located just above the kidneys; in 
females they are major producers of androgens. 

Adrenarche In childhood, the maturation of the adrenal glands, 
resulting in increased secretion of androgens. 

Adultery Voluntary sexual intercourse by a husband or wife with some- 
one other than one’s spouse; thus betrayal of one’s marriage vows. 
AIDS (acquired immune deficiency syndrome) A sexually transmitted 
disease that destroys the body’s natural immunity to infection so that 
the person is susceptible to and may die from a disease such as cer- 
tain pneumonias or cancers. 

Amenorrhea The absence of menstruation. 


Amniocentesis A test done to determine whether a fetus has birth 
defects; done by inserting a fine tube into the woman’s abdomen in 
order to obtain a sample of amniotic fluid. 

Amniotic fluid The watery fluid surrounding a developing fetus in 
the uterus. 

Anal intercourse Insertion of the penis into the partner’s anus. 


Analogous organs Organs in the male and female that have similar 
functions. 
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Androgen-insensitivity syndrome (AIS) A genetic condition in which 
the body is unresponsive to androgens so that a genetic male may be 
born with a female-appearing body. 


Androgens A group of sex hormones, one of which is testosterone. 
Anilingus Mouth stimulation of the partner’s anus. 


Antigay prejudice Negative attitudes and behaviors toward gays and 
lesbians. 


Anti-trans prejudice Negative attitudes and behaviors toward trans 
individuals. 


Aphrodisiac A substance that increases sexual desire. 


Artificial insemination A procedure in which sperm are placed into the 
female reproductive system by means other than sexual intercourse. 


Asceticism An approach to life emphasizing self-discipline and 
impulse control. 


Asexuality A lack of sexual attraction. 

Asphyxiophilia The practice of inducing in oneself a state of oxygen 
deficiency in order to create sexual arousal or to enhance excitement 
and orgasm; also called erotic asphyxiation. 

Asymptomatic Having no symptoms. 

Attachment A psychological bond that forms between an infant and 
the mother, father, or other caregiver. 

Autoeroticism Sexual self-stimulation; for example, masturbation. 
AZT A drug used to treat HIV-infected persons; also called ZDV. 


Bartholin glands Two tiny glands located on either side of the vagi- 
nal entrance. 

Basal body temperature (BBT) method A type of rhythm method of 
birth control in which the woman determines when she ovulates by 
keeping track of her temperature. 


Behavior modification A set of operant conditioning techniques used 
to modify human behavior. 

Behavior therapy A system of therapy based on learning theory, in 
which the focus is on the problem behavior and how it can be mod- 
ified or changed. 

Bibliotherapy The use of a self-help book to treat a disorder. 


Bisexual A person whose sexual orientation is toward both men and 
women. 
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Bondage and discipline The use of physical or psychological restraint 
to enforce servitude, from which both participants derive sensual 
pleasure. 

Braxton-Hicks contractions Contractions of the uterus during preg- 
nancy that are not part of labor. 


Brothel A house of prostitution where prostitutes and customers 
meet for sexual activity. 


Calendar method A type of rhythm method of birth control in which 
the woman determines when she ovulates by keeping a calendar 
record of the length of her menstrual cycles. 

Call girl The most expensive and exclusive category of sex worker. 


Camgirls Women who sell erotic services using webcam technology, 
usually through a public chat room. 


Candida A form of vaginitis causing a thick, white discharge; also 
called moniliasis or yeast infection. 


Causal inference Reaching the conclusion that one factor actually 
causes or influences an outcome. 


Celibacy Remaining unmarried. 


Cervical mucus method A type of rhythm method of birth control 
in which the woman determines when she ovulates by checking her 
cervical mucus. 


Cervix The lower part of the uterus, which goes to the vagina. 
Cesarean section (C-section) A method of delivering a baby surgi- 
cally by an incision in the abdomen. 

Chancre A painless, ulcerlike lesion with a hard, raised edge that is 
a symptom of syphilis. 

Child pornography Pictures or videos of sexual acts involving chil- 
dren under the age of 18. 

Chlamydia An organism causing a sexually transmitted disease. The 
symptoms in males are a thin, clear discharge and mild pain on uri- 
nation; females are frequently asymptomatic. 


Chorionic villus sampling (CVS) A technique for prenatal diagnosis 
of birth defects, involving taking a sample of cells from the chorionic 
villus and analyzing them. 

Circumcision Surgical removal of the foreskin of the penis. 


Cisgender A person whose birth-assigned gender and gender identity 
match, e.g., a person born with female genitals whose identity is female. 


Classical conditioning The learning process in which a previously neu- 
tral stimulus (conditioned stimulus) is repeatedly paired with an uncon- 
ditioned stimulus that reflexively elicits an unconditioned response. 
Eventually the conditioned stimulus itself will evoke the response. 
Clitoral orgasm Freud’s term for orgasm in females resulting from 
stimulation of the clitoris. 

Clitoris A highly sensitive sexual organ; the glans is in front of the vag- 
inal entrance, and the rest of the clitoris extends deeper into the body. 
Cognitive behavior therapy A form of therapy that combines behav- 
ior therapy and restructuring of negative thought patterns. 

Cognitive interference Negative thoughts that distract a person from 
focusing on the erotic experience. 

Cohabitation Unmarried people living together (with sexual rela- 
tions assumed). 

Coitus Sexual intercourse; insertion of the penis into the vagina. 
Collectivistic cultures Cultures that emphasize interdependence and 
connections among people; the group is more important than the 
individual. 

Colostrum A watery substance that is secreted from the breasts at 
the end of pregnancy and during the first few days after delivery. 
Comprehensive sexuality education Programs that provide scientifi- 
cally accurate, comprehensive information about sexuality, including 
anatomy, contraception, STIs, and the use of condoms. 


Combination birth control pills Birth control pills that contain a 
combination of estrogen and progestin (progesterone). 

Coming out The process of acknowledging to oneself, and then to 
others, that one is gay or lesbian. 

Companionate love A feeling of deep attachment and commitment 
to a person with whom one has an intimate relationship. 


Compulsive sexual behavior (CSB) A disorder in which the individ- 
ual experiences intense sexually arousing fantasies, urges, and associ- 
ated sexual behaviors that are out of control and interfere with daily 
functioning. 


Computer-assisted self-interview (CASI) A method of data collec- 
tion in which the respondent fills out questionnaires on a computer. 
Headphones and a soundtrack reading the questions can be added 
for young children or poor readers. 


Congenital adrenal hyperplasia (CAH) A condition in which a 
genetic female produces excessive levels of androgens prenatally and 
therefore has male-appearing genitals at birth. 

Congenital syphilis A syphilis infection in a newborn baby resulting 
from transmission from an infected mother. 


Content analysis A set of procedures used to make valid inferences 
about text. 


Convenience sample A sample chosen in a haphazard manner relative 
to the population of interest. Not a random or probability sample. 
Conversion or reparative therapy Any one of a number of treatments 
designed to turn LGBs into heterosexuals. 


Coprophilia Deriving sexual satisfaction from contact with feces. 
Corpora cavernosa Two spongy bodies running the length of the top 
of the penis. 

Corpus luteum The mass of cells of the follicle remaining after ovula- 
tion; it secretes progesterone. 

Corpus spongiosum A spongy body running the length of the under- 
side of the penis. 

Correlation A number that measures the relationship between two 
variables. 


Correlational study A study in which the researcher does not manip- 
ulate variables but rather studies naturally occurring relationships 
(correlations) among variables. 


Cost-benefit approach An approach to analyzing the ethics of a 
research study based on weighing the costs of the research (the partic- 
ipants’ time, the stress to participants, and so on) against the benefits 
of the research (gaining knowledge about human sexuality). 
Cowper’s glands Glands that secrete a clear alkaline fluid into the 
male’s urethra. 


Critical race theory A theoretical framework that can be used to 
examine the ways in which race and racism have an impact on social 
structures and institutions. 


Cryptorchidism Undescended testes; the condition in which the 
testes do not descend to the scrotum as they should during prenatal 
development. 

Culture The part of the environment created by humans, including 
the set of meanings that a group adopts; these meanings facilitate 
social coordination and clarify where boundaries between groups lie. 


Cunnilingus Mouth stimulation of the female genitals. 


Cyberaffair A romantic or sexual relationship initiated by online 
contact and maintained primarily via online communication. 


Decriminalization Removing an act from those prohibited by law, 
ceasing to define it as a crime. 

Delayed ejaculation A sexual disorder in which the man cannot have 
an orgasm, even though he is highly aroused and has had a great deal 
of sexual stimulation; also called male orgasmic disorder. 
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Diaphragm A cap-shaped rubber contraceptive device that fits 
inside the vagina over the cervix. 

Differential susceptibility to media effects model A theoretical model 
from communications theory that specifies who chooses to view cer- 
tain media (e.g., pornography), how the viewing has its effects, and 
who is especially susceptible to the effects. 

Differential susceptibility model A theory that some people are more 
susceptible than others to certain types of media (e.g., violent media). 


Dilation An opening up of the cervix during labor; also called dilatation. 
Dildo A rubber or plastic cylinder, often shaped like a penis. 

Direct observation A behavioral measure in which the scientist 
directly observes the behavior being studied. 

Discrepancy of sexual desire A sexual disorder in which the partners 
have considerably different levels of sexual desire. 

Diversity science An approach that considers how people create 
group differences, interpret those differences, and maintain the 
group differences over time; it also suggests better research methods, 
especially when the topic is race. 

Disorders of sex development (DSD) A medical term for intersex 
conditions. 


Documenting Giving specific examples of the issue being discussed. 
Dominance and submission The use of power consensually given to 
control the sexual stimulation and behavior of the other person. 
Drag queen A gay man who dresses flamboyantly in women’s clothing. 
Dual control model A model that holds that sexual response is con- 
trolled both by sexual excitation and by sexual inhibition. 

Dualism A religious or philosophical belief that body and spirit are 
separate and opposed to each other and that the goal of life is to free 
the spirit from the bondage of the body; thus a depreciation of the 
material world and the physical aspect of humanity. 

Dysmenorrhea Painful menstruation. 

Dyspareunia Painful intercourse. 


Ectopic pregnancy A pregnancy in which the fertilized egg implants 
somewhere other than the uterus e.g., the fallopian tubes. 

Edema Excessive fluid retention and swelling. 

Editing Censoring or not saying things that would be deliberately 
hurtful to your partner or that are irrelevant. 

Effacement A thinning out of the cervix during labor. 

Effective communicator A communicator whose impact matches 
their intent. 

Ego According to Freud, the part of the personality that helps the 
person have realistic, rational interactions. 

Electra complex According to Freud, the sexual attraction of a little 
girl for her father. 

Embryo transfer A procedure in which an embryo is transferred 
from the uterus of one woman into the uterus of another. 

Endocrine disrupters Chemicals in the environment that affect the endo- 
crine system and cause adverse effects on animals, including humans. 
Endometriosis A condition in which the endometrium grows abnor- 
mally outside the uterus; the symptom is unusually painful periods 
with excessive bleeding. 

Epididymis A highly coiled tube located on the edge of the testes; 
where sperm mature. 

Epigenetics The study of functional changes to DNA that do not 
alter the genetic code itself but lead to changes in gene expression. 
Often an epigenetic change involves methylation—that is, a methyl 
group is attached to the base cytosine in the DNA. 

Episiotomy An incision made in the skin just behind the vagina, 
allowing the baby to be delivered more easily. 


Equity theory A theory stating that people mentally calculate the 
benefits and costs for them in a relationship; their behavior is then 
affected by whether they feel there is equity or inequity, and they will 
act to restore equity if there is inequity. 


Erectile disorder The inability to have or maintain an erection. 


Erogenous zones Areas of the body that are particularly sensitive to 
sexual stimulation. 


Eros According to love styles theory, a powerful physical attraction 
to the loved person. 

Erotica Sexually arousing material that is not degrading or demean- 
ing to women, men, or children. 


Estrogens A group of sex hormones, one of which is estradiol. 


Ethics A system of moral principles; a way of determining right and 
wrong. 

Ethnocentrism The tendency to regard one’s own ethnic group and 
culture as superior to others and to believe that its customs and way 
of life are the standards by which other cultures should be judged. 


Ethnography A research method used to provide a description of a 
human group, a social setting, or a society. 

Evolution A theory that all living things have acquired their present 
forms through gradual changes in their genetic endowment over suc- 
cessive generations. 


Evolutionary psychology The study of psychological mechanisms 
that have been shaped by natural selection. 

Excitement The first stage of sexual response, during which erection 
in males and vaginal lubrication in females occur. 

Exhibitionism Showing one’s genitals in a public place, to passersby; 
indecent exposure. 

Exhibitionist A person who derives sexual gratification from expos- 
ing their genitals to a nonconsenting person. 

Experiment A type of research study in which one variable (the 
independent variable) is manipulated by the experimenter while all 
other factors are held constant; the researcher can then study the 
effects of the independent variable on some measured variable (the 
dependent variable); the researcher is permitted to make causal 
inferences about the effects of the independent variable on the 
dependent variable. 

Extramarital sex Sex between a married person and someone other 
than the spouse. Adultery. 

Eye-tracking A behavioral measure in which a device measures the 
participant’s point of gaze over time. 


Failure rate The pregnancy rate occurring using a particular contra- 
ceptive method; the percentage of women who will be pregnant after 
a year of use of the method. 

Fallopian tubes The tubes extending from the uterus to the ovary; 
also called the oviducts. 

Familismo Among Latinx, a strong cultural valuing of one’s nuclear 
and extended family. 


Fellatio Mouth stimulation of the male genitals. 

Female genital cutting Cutting or removing parts of the clitoris or 
inner and outer lips. Also called female genital mutilation. 

Female impersonator A man or woman who impersonates a specific 
woman as part of a job in entertainment. 

Female orgasmic disorder A sexual disorder in which the woman is 
unable to have an orgasm. 

Female sexual arousal disorder (FSAD) A sexual disorder in which 
there is a lack of response to sexual stimulation. 

Female sexual interest/arousal disorder A diagnosis in DSM-5 that 
encompasses lack of interest in sexual activity and absent or reduced 
arousal during sexual interactions. The diagnosis is limited to women. 
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Fertility cult A form of nature religion in which the fertility of the 
soil is encouraged through various forms of ritual magic, often 
including ritual sexual intercourse. 

Fetal alcohol syndrome (FAS) Serious growth deficiency and malfor- 
mations in the child of a mother who abuses alcohol during pregnancy. 


Fetishism A person’s sexual arousal to some object or nongenital 
body part, and attachment of great erotic significance to it. 


Fighting fair A set of rules designed to make arguments constructive 
rather than destructive. 


First-stage labor The beginning of labor, during which there are 
regular contractions of the uterus; the stage lasts until the cervix is 
dilated 8 centimeters (3 inches). 


Fluctuating asymmetry Asymmetry of bilateral features, e.g., on the 
face, that are on average symmetrical in the population. 


Follicle-stimulating hormone (FSH) A hormone secreted by the pitu- 
itary; it stimulates follicle development in females and sperm produc- 
tion in males. 


Follicular phase The first phase of the menstrual cycle, beginning 
just after menstruation, during which an egg matures in preparation 
for ovulation. 


Foreskin A layer of skin covering the glans or tip of the penis in an 
uncircumcised male; also called the prepuce. 


Fornication The term for sex by unmarried people and, more gener- 
ally, all immoral sexual behavior. 


Framing theory The theory that the media draw attention to certain 
topics and not to others, suggesting how we should think about or 
frame the issues. 


Frequency How often a person does something. 


Frotteurism Deriving sexual satisfaction from fantasies, urges, or 
behaviors involving touching or rubbing one’s genitals against the 
body of a nonconsenting person. 


Gay People who are sexually attracted to members of their own gen- 
der; used especially for men who are attracted to men. 


Gender Being male, female, or some other gender such as trans. 


Gender binary Conceptualizing gender as having only two catego- 
ries, male and female. 


Gender dysphoria Psychological distress about a mismatch between 
one’s gender identity and one’s birth-assigned gender. 


Gender-neutral evolutionary theory A theory that human behavior 
evolved to be flexible and adaptive across different environments; 
thus behaviors are not predetermined and gender differences in 
behavior are not predetermined and fixed. 


Gender role A set of norms, or culturally defined expectations, that 
define how people of one gender ought to behave. 


Gender-segregated social organization A form of social organization 
in which boys play and associate with other boys, and girls play and 
associate with other girls; that is, the genders are separate from each 
other. 


Genital herpes A sexually transmitted disease, the symptoms of 
which are small, painful bumps or blisters on the genitals. 


Genital warts A sexually transmitted infection causing warts on the 
genitals. 


Genito-pelvic pain/penetration disorder The term in DSM-5-TR for 
pain during sex (dyspareunia) or vaginismus, which tend to occur 
together. 


GIFT Gamete intrafallopian transfer, a procedure in which sperm 
and eggs are collected and then inserted together into the fallopian 
tube to accomplish fertilization. 


Gigolo A man who provides companionship and sexual gratification 
on a continuing basis to a woman in exchange for money. 


GnIH (gonadotropin-inhibitory hormone) A hormone manufactured 
by the hypothalamus; acts in opposition to GnRH. 

GnRH (gonadotropin-releasing hormone) A hormone secreted by 
the hypothalamus that regulates the pituitary’s secretion of gonad- 
stimulating hormones. 

Gonorrhea A sexually transmitted infection that usually causes 
symptoms of a puslike discharge and painful, burning urination in 
males but is frequently asymptomatic in females. 

Grafenberg spot (G spot) A small region on the front wall of the 
vagina, emptying into the urethra, and responsible for female 
ejaculation. 


Hedonism A moral system based on maximizing pleasure and avoid- 
ing pain. 

Hepatitis B A liver disease that can be transmitted sexually or by 
needle sharing. 

Heteronormativity The belief that heterosexuality is the norm and 
that all people are heterosexual. 

Heterosexism Prejudice against and denigration of LGB persons. 
Also termed antigay prejudice or homonegativity. 

Historical trauma Cumulative psychological wounding passed down 
across generations as a result of massive group trauma. 

HIV Human immune deficiency virus; the virus that causes AIDS. 
Homologous organs Organs in the male and female that develop 
from the same embryonic tissue. 

Homophily The tendency to have contact with people who are 
similar in social status. 

Honor cultures Cultures that stress “face,” that is, individuals’ rep- 
utation and the respect or honor that people show toward others. 
Hooking up A sexual encounter that involves people who are strang- 
ers or brief acquaintances, without an expectation of forming a com- 
mitted relationship; the behavior itself may range from making out to 
oral sex or intercourse. 

Hormones Chemical substances secreted by the endocrine glands 
into the bloodstream. 

HPG axis Hypothalamus-pituitary-gonad axis, the negative feed- 
back loop that regulates sex-hormone production. 

HPV Human papillomavirus, the virus that causes cervical cancer. 
Human chorionic gonadotropin (hCG) A hormone secreted by the 
placenta; it is the hormone detected in pregnancy tests. 

Humanism A philosophical system that holds that ethical judgments 
must be made on the basis of human experience and human reason. 
Hustler A male sex worker who sells his services to men. 
Hyaluronidase An enzyme secreted by the sperm that allows one 
sperm to penetrate the egg. 

Hymen A thin membrane that may partially cover the vaginal 
entrance. 

Hypersexuality An excessive, insatiable sex drive in a person. 
Hypoactive sexual desire (HSD) A sexual disorder in which there is 
a lack of interest in sexual activity; also termed inhibited sexual desire 
or low sexual desire. 

Hypothalamus A small region of the brain that is important in reg- 
ulating many body functions, including the functioning of the sex 
hormones. 


Hysterectomy Surgical removal of the uterus. 


“I” language Speaking for yourself, using the word “I,” not mind 
reading. 

ICSI (intra-cytoplasmic sperm injection) A type of assisted repro- 
ductive technology in which one sperm is injected directly into the 
cytoplasm of the egg to accomplish a fertilization outside the body. 
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Id According to Freud, the part of the personality containing the 
libido. 

Immediate causes Various factors that occur in the act of lovemak- 
ing that inhibit sexual response. 

Impact What someone else understands the speaker to mean. 

Incel An involuntarily celibate man who is not having partnered 
sex but wishes he were, and feels resentful and angry about the 
situation. 

In vitro fertilization (IVF) A procedure in which an egg is fertilized 
by sperm in a laboratory dish. 

Incest Sexual activity between relatives. 

Incest taboo A societal regulation prohibiting sexual interaction between 
blood relatives, such as brother and sister or father and daughter. 
Incidence The number of new cases within a specified time period 
Individualistic cultures Cultures that stress independence and auton- 
omy and the individual rights of people. 

Infertility The inability of a couple to conceive a pregnancy after 1 
year or more of trying. 

Informed consent An ethical principle in research in which people 
have a right to be informed, before participating, of what they will be 
asked to do in the research. 

Inhibin A hormone secreted by the testes and ovaries that regulates 
FSH levels. 

Inner lips Thin folds of skin on either side of the vaginal entrance. 
Institutional racism The policies of institutions—such as govern- 
ment, businesses, and the law—that advantage some racial groups 
and disadvantage other racial groups. Also termed systemic racism 
or structural racism. 

Intent What the speaker means. 

Intercoder reliability In content analysis, the correlation or per- 
centage of agreement between two coders independently rating the 
same texts. 

Intersectionality An approach that simultaneously considers the 
consequences of multiple group memberships, e.g., the intersection 
of gender and ethnicity. 

Intersex A condition in which the individual has a mixture of male 
and female reproductive structures, so that it is not clear at birth 
whether the individual is a male or a female. 

Interstitial cells Cells in the testes that manufacture testosterone. 
Intimacy A quality of relationships characterized by commitment, 
feelings of closeness and trust, and self-disclosure. 

Intrauterine device (IUD) A plastic device sometimes containing 
metal or a hormone that is inserted into the uterus for contraceptive 
purposes; also called intrauterine contraceptive (IUC). 

Introitus The vaginal entrance. 


Justice principle An ethical principle in research that holds that the 
risks of participation should be distributed fairly across groups in 
society, as should the benefits. 


Kegel exercises A part of sex therapy for women with orgasmic dis- 
order, in which the woman exercises the muscles surrounding the 
vagina; also called pubococcygeal or PC muscle exercises. 


Kisspeptin A hormone involved in the initiation of pubertal 
development. 


Lamaze method A method of “prepared” childbirth involving relax- 
ation and controlled breathing. 


Laparoscopy A method of female sterilization. 
LARC Long-acting, reversible contraceptives; implants and IUDs. 


Late syphilis The fourth and final stage of syphilis, during which the 
disease does damage to major organs of the body such as the heart 
or brain. 


Latent syphilis The third stage of syphilis, which may last for years, 
during which symptoms disappear although the person is still infected. 


Latinx A term for Latinos that gets around the gender designations 
of Latino and Latina and includes people outside the gender binary. 


Legalism Ethics based on the assumption that there are rules for 
human conduct and that morality consists of knowing the rules and 
obeying them. 


Leptin A hormone related to the onset of puberty. 
Lesbian A woman whose sexual orientation is toward other women. 


Leveling Telling your partner what you are feeling by stating your 
thoughts clearly, simply, and honestly. 


Libido In psychoanalytic theory, the term for the sex energy or sex 
drive. 


Lifelong erectile disorder Cases of erectile disorder in which the man 
has never had an erection sufficient to have intercourse. 


Lifelong sexual disorder A sexual disorder that has been present ever 
since the person became sexual. 


Lifespan development Development from birth through old age. 


Limbic system A set of structures in the interior of the brain, includ- 
ing the amygdala, hippocampus, and fornix; believed to be important 
for sexual behavior in both animals and humans. 


Ludus According to love styles theory, a playful type of love. 


Lumpectomy A surgical treatment for breast cancer in which only 
the lump and a small bit of surrounding tissue are removed. 


Luteal phase The third phase of the menstrual cycle, following ovulation. 


Luteinizing hormone (LH) A hormone secreted by the pituitary; it regu- 
lates estrogen secretion, ovum development, and testosterone production. 


Madam A woman who manages a brothel or escort service. 


Male condom A contraceptive sheath that is placed over the penis; 
also called an external condom. 


Marital rape The rape of a person by their current or former spouse. 


Massage parlor A place where massages, as well as sexual services, 
can generally be purchased. 

Masturbation Stimulation of one’s own genitals with the hand or 
with some object, such as a pillow or vibrator. 

Matching phenomenon The tendency for individuals to choose as 
partners people who match them, that is, who are similar in atti- 
tudes, intelligence, and attractiveness. 

Mean The average of respondents’ scores. 

Median The middle score. 

Medical model A theoretical model in psychology and psychiatry in 
which mental problems are thought of as sickness or mental illness; 
the problems in turn are often thought to be due to biological factors. 
Medicalization of sexuality The process by which certain sexual 
behavior or conditions are defined in terms of health and illness, and 
problematic experiences or practices are given medical treatment. 
Medication abortion A method for early (first 11 weeks) abortion, 
by taking prescription drugs (e.g., mifepristone then misoprostol). 
Menarche First menstruation. 

Menopause The cessation of menstruation. 


Menstrual synchrony The convergence, over several months, of the 
dates of onset of menstrual periods among women who are in close 
contact with each other. 


Menstruation The fourth phase of the menstrual cycle, during which the 
endometrium of the uterus is sloughed off in the menstrual discharge. 
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Mere-exposure effect The tendency to like a person more if we have 
been exposed to them repeatedly. 

Meta-analysis A statistical method that allows the researcher to 
combine the results of all prior studies on a particular question to see 
what, taken together, they say. 

Mifepristone (RU-486) The “abortion pill.” 

Mind reading Making assumptions about what your partner thinks 
or feels. 

Mindfulness The technique of focusing one’s attention on experi- 
ences in the present moment in a calm, nonjudgmental way. 


Mindfulness therapy A system of training people in mindfulness prac- 
tices; one goal is to help people regulate their own negative emotions. 


Misattribution of arousal When in a state of physiological arousal 
due to a situation (such as from exercising or being in frightening 
circumstances), attributing the arousal to love for or attraction to 
another person who is present. 

Miscarriage The termination of a pregnancy before the fetus is viable, 
as a result of natural causes (not medical intervention); also called 
spontaneous abortion. 

Mons pubis The fatty pad of tissue under the pubic hair. 

Moralism A religious or philosophical attitude that emphasizes 
moral behavior, usually according to strict standards, as the highest 
goal of human life. Moralists tend to favor strict regulation of human 
conduct to help make people good. 

Moral panic An extreme social response to the belief that the moral 
condition of society is deteriorating at a rapid pace. 

Miillerian ducts Ducts found in both male and female fetuses; in 
males they degenerate, and in females they develop into the fallopian 
tubes, the uterus, and the upper part of the vagina. 

Multiple orgasm A series of orgasms occurring within a short period 
of time. 


Myotonia Muscle contraction. 


Natural selection A process in nature resulting in greater rates of 
survival of those plants and animals that are best adapted to their 
environment. 

Necrophilia Sexual contact with a dead person. 

Nonverbal communication Communication not through words, but 
through the body; e.g., eye contact, tone of voice, touching. 


Nymphomania An excessive, insatiable sex drive in a woman. 


Obscenity That which is offensive to decency or modesty, or calcu- 
lated to arouse sexual excitement or lust. 


Oedipus complex According to Freud, the sexual attraction of a little 
boy for his mother. 

Oophorectomy Surgical removal of the ovaries. 

Operant conditioning The process of changing the frequency of a 
behavior (the operant) by following it with positive reinforcement 
(which will make the behavior more frequent in the future) or punish- 
ment (which should make the behavior less frequent in the future). 
Organic factors of sexual disorders Physical factors, such as disease 
or injury, that cause sexual disorders. 

Organizing effects of hormones Effects of sex hormones early in 
development, resulting in a permanent change in the brain or repro- 
ductive system. 

Orgasm The second stage of sexual response, an intense sensation 
that occurs at the peak of sexual arousal and is followed by release 
of sexual tensions. 


Orgasmic platform A tightening of the entrance to the vagina caused 
by contraction of the bulbospongiosus muscle (which runs along the 


entrance to the vagina) that occurs during the excitement stage of 
sexual response. 

Outer lips Rounded pads of fatty tissue lying on either side of the 
vaginal entrance. 

Ovaries Two organs on either side of the uterus that produce eggs 
and sex hormones. 

Ovulation Release of an egg from the ovaries; the second phase of 
the menstrual cycle. 

Oxytocin A pituitary hormone that stimulates milk ejections from 
the nipples and contractions of the uterus during childbirth. 


Pansexual A person who is sexually or romantically attracted to peo- 
ple regardless of their gender. 

Paraphilia Unusual, unconventional sexual behavior. 

Paraphilic disorder Paraphilia that causes the person distress or 
impairs their functioning, or causes harm to self or others. 
Paraphrasing Saying, in your own words, what you thought your 
partner meant. 

Parental investment In evolutionary theories, behaviors or other 
investments in the offspring by the parent that increase the off- 
spring’s chance of survival. 

Participant-observer technique A research method in which the 
scientist becomes part of the community to be studied and makes 
observations from inside the community. 

Passionate love A state of intense longing for union with the other 
person and of intense physiological arousal. 

Pederasty Sex between an older man and a younger man, or a boy; 
sometimes called boy Jove. 

Pedophilia An adult having sexual activity with a prepubescent child. 
Pelvic inflammatory disease (PID) An infection and inflammation of 
the pelvic organs, such as the fallopian tubes and the uterus. 

Penile prosthesis A surgical treatment for erectile dysfunction, in 
which inflatable tubes are inserted into the penis. 

Penile strain gauge A device used to measure physiological sexual arousal 
in the male; it is a flexible loop that fits around the base of the penis. 
Penis The male external sexual organ, which functions both in sex- 
ual activity and in urination. 

Performativity Ways in which we perform gender or sexuality based 
on society’s norms, much as actors perform in a play. 

Perineum The skin between the vaginal entrance and the anus. 
Pheromones Biochemicals secreted outside the body that are 
important in communication between animals and that may serve 
as sex attractants. 

Photoplethysmograph An acrylic cylinder placed inside the vagina to 
measure physiological sexual arousal. Also called a photometer. 

Pimp A prostitute’s companion, protector, and master. 

Pituitary gland A small endocrine gland located on the lower side 
of the brain below the hypothalamus; the pituitary is important in 
regulating levels of sex hormones. 

Placenta An organ formed on the wall of the uterus through which 
the fetus receives oxygen and nutrients and gets rid of waste products. 
Pluralism A philosophical or political attitude that affirms the value 
of many competing opinions and believes that the truth is discovered 
in the clash of diverse perspectives. Pluralists, therefore, believe in 
the maximum human freedom possible. 

Polyamory The nonpossessive, honest, responsible, and ethical phi- 
losophy and practice of loving multiple people simultaneously. 
Population A group of people a researcher wants to study and make 
inferences about. 


Pornography Sexually arousing art, literature, or films. 
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Postpartum depression Mild to moderate depression in women 
following the birth of a baby. 

Posttraumatic growth Positive life changes and psychological devel- 
opment following exposure to trauma. 

Posttraumatic stress disorder (PTSD) Long-term psychological dis- 
tress suffered by someone who has experienced a terrifying event. 
Preeclampsia A serious disease of pregnancy, marked by high blood 
pressure, severe edema, and proteinuria. 

Preexposure prophylaxis (PrEP) The use of antiretroviral drugs to 
prevent infection in people who are HIV-negative and are in a high- 
risk category. 

Premature (early) ejaculation A sexual disorder in which the man 
ejaculates too soon and cannot control when he ejaculates. Also 
called rapid ejaculation. 

Premenstrual dysphoric disorder (PMDD) A diagnostic category in 
the DSM-5-TR, characterized by symptoms such as sadness, anxiety, 
and irritability in the week before menstruation. 

Premenstrual syndrome (PMS) A combination of severe physical 
and psychological symptoms, such as depression and irritability, 
occurring just before menstruation. 

Prenatal period The time from conception to birth. 

Prevalence The percentage of people in a population who have 
engaged in a certain behavior or have a certain condition at a spe- 
cific point in time. 

Primary-stage syphilis The first few weeks of a syphilis infection 
during which the chancre is present. 

Prior learning Things that people have learned earlier—for example, 
in childhood—that now affect their sexual response. 

Probability sampling An excellent method of sampling in research 
in which each member of the population has a known probability of 
being included in the sample. 

Problem of refusal or nonresponse The problem that some people 
will refuse to participate in a sex survey, thus making it difficult to 
study a random sample. 

Progesterone A sex hormone secreted by the ovaries as well as the 
testes. 

Prolactin A pituitary hormone that stimulates milk production by 
the mammary glands. 

Prostaglandins Chemicals secreted by the uterus that cause the uter- 
ine muscles to contract; they are the cause of painful menstruation. 
Prostate The gland in males, located below the bladder, that secretes 
some of the fluid in semen. 


Prostatectomy Surgical removal of the prostate. 

Prostatitis An infection or inflammation of the prostate gland. 
Prostitutes/sex workers People who engage in sexual acts in return 
for money or drugs and do so in a promiscuous, fairly nondiscrimi- 
nating fashion. 

Prostitution The exchange of sex for money or other payment such 
as drugs. 

Pseudocyesis False pregnancy, in which the woman displays the 
signs of pregnancy but is not pregnant. 

Psychoanalytic theory A psychological theory originated by Sig- 
mund Freud; it contains a basic assumption that part of the human 
personality is unconscious. 

Puberty The time during which there is sudden enlargement and 
maturation of the gonads, other genitalia, and secondary sex char- 
acteristics, so that the individual becomes capable of reproduction. 
Pubic lice Tiny lice that attach themselves to the base of pubic hairs 
and cause itching; also called crabs. 

Pubococcygeus muscle A muscle around the vaginal entrance. 
Purposeful distortion Purposely giving false information in a survey. 


Qualitative research A collection of naturalistic, holistic methods, 
including participant observation and in-depth interviewing, in 
which results are conveyed not in numbers but in words. 

Queer A self-label used by some LGBs, as well as by some heterosex- 
uals who prefer unusual sexual practices. 


Racial microaggressions Subtle insults directed at people of color 
and often done nonconsciously. 

Racism A system of advantage, based on race, which results from an 
interplay between psychological factors and social/structural factors. 
Radical mastectomy A surgical treatment for breast cancer in which 
the entire breast, as well as underlying muscles and lymph nodes, is 
removed. 

Random sample An excellent method of sampling in research in 
which each member of the population has an equal chance of being 
included in the sample. 

Rape Nonconsenting oral, anal, or vaginal penetration obtained by 
force, by threat of bodily harm, or when the victim is incapable of 
giving consent. 

Rape culture Deeply entrenched cultural attitudes about gender and 
sexuality that shape people’s attitudes about rape; rape myths are an 
integral part of rape culture. 

Refractory period The period following orgasm during which the 
male cannot be sexually aroused. 

Reinforcing spiral theory A theory that one’s social identities and 
ideologies predict one’s media use and, in turn, media use affects our 
identity and beliefs. 

Resolution The third phase of sexual response, in which the body 
returns to the unaroused state. 

Retrograde ejaculation A condition in which orgasm in the male is 
not accompanied by an external ejaculation; instead, the ejaculate 
goes into the urinary bladder. 

Rhythm (fertility awareness) method A method of birth control that 
involves abstaining from intercourse around the time of ovulation. 


Saliromania A desire to damage or soil a woman or her clothes. 
Sample A part of a population. 


Satyriasis An excessive, insatiable sex drive in a man; also called 
Don Juanism. 


Schema A general knowledge framework that a person has about a 
particular topic. 


Scrotum The pouch of skin that contains the testes. 


Second-stage labor The stage during which the baby moves out 
through the vagina and is delivered. 


Secondary-stage syphilis The second stage of syphilis, occurring 
several months after infection, during which the chancre has disap- 
peared and a generalized body rash appears. 


Selectivity In media theories, the principle that people select and 
pay attention only to certain media and ignore others. 


Self-disclosure Telling personal things about yourself. 

Self-efficacy A sense of competence at performing an activity. 
Seminal vesicles Saclike structures that lie above the prostate and 
produce about 60 percent of the seminal fluid. 

Seminiferous tubules Tubules in the testes that manufacture sperm. 
Sensate focus exercise A part of the sex therapy developed by Masters 
and Johnson in which one partner caresses the other, the other com- 
municates what is pleasurable, and there are no performance demands. 
Sex tourism Leisure travel with the purpose of purchasing sexual 
services. 

Sex trafficking The recruitment and control of people for sexual 
exploitation. 
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Sexsomnia Refers to automatic, unintentional sexual behaviors 
during sleep; also called s/eep sex. 

Sextortion Online threats to expose sexual images with the goal of 
coercing victims to provide additional pictures or to engage in sex. 
Sexual behavior Behavior that produces arousal and increases the 
chance of orgasm. 

Sexual citizenship The acknowledgement of one’s own right to sex- 
ual self-determination and the same right in others. 

Sexual disorder A problem with sexual response that causes a per- 
son mental distress. 


Sexual fantasy Sexual thoughts or images that alter the person’s 
emotions or physiological state. 

Sexual fluidity Changes that occur over time in sexual attraction, 
identity, or behavior. 

Sexual geographies Space and the people who control the space rel- 
evant to sexual interactions. 


Sexual health The state of physical, emotional, mental, and social 
well-being in relation to sexuality. 

Sexual identity One’s self-identity as gay, straight, lesbian, bisexual, 
queer, or something else. 

Sexual masochist A person who experiences intense sexual arousal 
from being beaten, bound, humiliated, or made to suffer. 


Sexual orientation A person’s erotic and emotional orientation 
toward members of their own gender or members of the other gender. 
Sexual rights Basic, inalienable rights regarding sexuality, both posi- 
tive and negative, such as rights to reproductive self-determination and 
sexual self-expression and freedom from sexual abuse and violence. 


Sexual sadist A person who experiences intense sexual arousal from 
the suffering of another person. 

Sexual selection A specific type of selection that creates differences 
between males and females. 

Sexual solicitation of youth on the Internet Cases in which a sexual 
predator “meets” a child or adolescent online, gains the youth’s con- 
fidence, and arranges an in-person meeting. 

Sexualization A process in which a person is valued only for sex 
appeal or behavior; is held to a standard that equates physical attrac- 
tiveness with being sexy; is sexually objectified; or sexuality is inap- 
propriately imposed on the person. 

Situational orgasmic disorder A case of orgasmic disorder in 
which a woman is able to have an orgasm in some situations (e.g., 
while masturbating) but not in others (e.g., while having sexual 
intercourse). 

Situationism Ethics based on the assumption that there are no abso- 
lute rules, or at least very few, and that each situation must be judged 
individually. 

Sixty-nining Simultaneous mouth-genital stimulation; also called 
soixante-neuf. 

Skene’s gland Female prostate gland located on the front wall of 
the vagina. 

Snowball sampling A method for acquiring a sample of people in 
which existing participants suggest names of future participants to 
be recruited. Also called respondent-driven sampling. 

Social cognitive theory In communications theory, the idea that the 
media provide role models whom we imitate. 

Social exchange theory A theory, based on the principle of reinforce- 
ment, that assumes that people will choose those actions that maxi- 
mize rewards and minimize costs. 


Socialization The ways in which society conveys to the individual its 
norms or expectations for their behavior. 

Sociobiology The application of evolutionary biology to understand- 
ing the social behavior of animals, including humans. 


Sodomy Originally “crimes against nature”; in contemporary laws, 
oral and anal intercourse. 


Somatic cell nuclear transfer A cloning technique that involves substi- 
tuting genetic material from an adult’s cell for the nucleus of an egg. 


Spectatoring Masters and Johnson’s term for acting as an observer 
or judge of one’s own sexual performance; thought to contribute to 
sexual disorders. 

Sperm The mature male reproductive cell, capable of fertilizing an egg. 
Spermicide A substance that kills sperm. 

SRY Stands for sex-determining region, Y chromosome. 

Stereotype A generalization about a group of people (e.g., men) that 
distinguishes them from others (e.g., women). 

Sterilization A surgical procedure by which an individual is made 
sterile, that is, incapable of reproducing. 

Storge In love styles theory, a very stable, reliable type of love. 
Straight Heterosexual; that is, a person whose sexual orientation is 
toward members of the other gender. 

Streetwalker A lower-status sex worker who walks the streets selling 
sexual services. 

Strip club A bar or business that provides sexualized entertainment 
such as erotic dances, but not necessarily sex with a customer. 
Structural racism See Institutional racism 

Subincision A form of male genital cutting in which a slit is made on 
the lower side of the penis along its entire length. 

Supercision A form of male genital cutting in which a slit is made 
the length of the foreskin on top. 

Superego According to Freud, the part of the personality containing 
the conscience. 

Swinging A form of extramarital sex in which married couples 
exchange partners with others. 


Symbolic interaction theory A theory based on the premise that 
human behavior and the social order are products of communication 
among people. Also called symbolic interactionism. 

Sympto-thermal method A type of rhythm method of birth control combin- 
ing the basal body temperature method and the cervical mucus method. 


Syphilis A sexually transmitted infection that causes a chancre to 
appear in the primary stage. 


Teratogen A substance that produces defects in a fetus. 

Testes The pair of glands in the scrotum that manufacture sperm 
and sex hormones. 

Testosterone A hormone secreted by the testes in males (and also 
present at lower levels in females). 


Test-retest reliability A method for testing whether self-reports are 
reliable or accurate; participants are interviewed (or given a ques- 
tionnaire) and then interviewed a second time sometime later to 
determine whether their answers are the same both times. 
Therapeutic cloning Creating cells or tissues that are genetically 
identical to those of a patient, to treat a disease. 

Third-stage labor The stage during which the afterbirth is expelled. 
Trans A broad term encompassing those identifying as transgender, 
gender nonconforming, agender, and other gender-variant people. 
Trans man A person whose birth-assigned gender is female and 
whose identity is male. 

Trans woman A person whose birth-assigned gender is male and 
whose identity is female. 

Transgender A term encompassing a broad range of individuals 
whose gender identity does not match their gender assigned at birth; 
includes those who identify as nonbinary, genderfluid, or gender 
nonconforming. 
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Transition The difficult part of labor at the end of the first stage, during 
which the cervix dilates from 8 to 10 centimeters (3 to 4 inches). 
Transphobia A strong, irrational fear of trans people. 

Transvestism The practice of dressing as a member of the other gen- 
der in order to experience sexual arousal. 

Trichomoniasis A form of vaginitis causing a frothy white or yellow 
discharge with an unpleasant odor. 

Triphasic model Kaplan’s model of sexual response in which there 
are three components: vasocongestion, muscular contractions, and 
sexual desire. 

Troilism Three people having sex together. 

Two-component theory of love The theory that two conditions must 
exist simultaneously for passionate love to occur: physiological 
arousal and attaching a cognitive label (“love”) to the feeling. 


Umbilical cord The tube that connects the fetus to the placenta. 
Urethra The tube through which urine passes from the bladder out 
of the body. 

Urophilia Deriving sexual satisfaction from being urinated on. 
Uterus The organ in which the fetus develops. 


Vacuum aspiration A method of abortion that is performed during 
the first trimester and involves suctioning out the contents of the 
uterus. Also called surgical abortion. 

Vagina The tube-shaped organ into which the penis is inserted 
during coitus and through which a baby passes during birth. 


Vaginal orgasm Freud’s term for orgasm in females resulting from 
stimulation of the vagina in heterosexual intercourse; Freud consid- 
ered vaginal orgasm to be more mature than clitoral orgasm. 
Vaginismus A sexual disorder in which there is a spastic contraction 
of the muscles surrounding the entrance to the vagina, in some cases 
so severe that intercourse is impossible. 

Vaginitis An irritation or inflammation of the vagina, usually caus- 
ing a discharge. 

Validation Telling your partner that, given their point of view, you 
can see why they think a certain way. 


Vas deferens The tube through which sperm pass on their way from 
the testes and epididymis, out of the scrotum, and to the urethra. 
Vasectomy A surgical procedure for male sterilization involving 
severing of the vas deferens. 

Vasocongestion An accumulation of blood in the blood vessels of a 
region of the body, especially the genitals; a swelling or erection results. 
Vestibular bulbs Erectile tissue running under the inner lips. 

Viagra A drug used in the treatment of erectile disorder; sildenafil. 
Victim-precipitated rape The view that rape is a result of a woman 
“asking for it.” 

Victorian compromise The decision not to criminalize behavior 
per se and instead criminalize conduct that is visible to the outside 
world. 

Volunteer bias A bias in the results of sex surveys that arises when 
some people refuse to participate, so that those who are in the sam- 
ple are volunteers who may in some ways differ from those who 
refuse to participate. 

Voyeur A person who experiences sexual arousal from viewing 
unsuspecting person(s) who are nude, undressing, or having sex. 
Voyeurism Secretly watching people who are nude or having sex. 
Vulva The collective term for the external genitals of females. 


Withdrawal A method of birth control in which the man withdraws 
his penis from his partner’s vagina before he has an orgasm and 
ejaculates. 

Wolffian ducts Ducts found in both male and female fetuses; in 
females they degenerate, and in males they develop into the epididy- 
mis, the vas deferens, and the ejaculatory duct. 


ZIFT Zygote intrafallopian transfer, an assisted reproductive tech- 
nology in which the egg is fertilized by sperm in the laboratory, and 
then the developing fertilized egg (zygote) is placed in the fallopian 
tube. 

Zoophilia Sexual contact with an animal; also called bestiality or sodomy. 


Zygote A fertilized egg. 
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Skills training for sexual variations, 
343-344 
Skinner, B. F., 31 
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Social class 
sex-law reform and, 480-481 
sexual behavior and, 12 
Social cognitive theory, 6-7, 32 
Social consequences, 441 
Social constructionist viewpoint, 36 
Social exchange theory, 33 
Social identity theory, 13 
Social inequality approach, 474 
Social institutions, 39-41 
Socialization, 281-282 
of children, 15, 40 
gender roles and, 36 
Social learning theory, 492 
Social norms-based programs, 360 
Social transition, 295-296 
Sociobiology, 25-27 
Sociocultural factors, on sex disorders, 406 
Sociological approach, 327 
Sociological theories/approaches 
deviant sexual behavior, 327 
sexuality, 37-41 
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Soft-core pornography, 380, 383, 474 
Sokol, R. J., 125 
Solitary-arousal OSA, 339 
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structure of, 117 
union with egg, 115-116 
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Spermatocyte, 82 
Spermatogenesis, 81, 82 
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Sperm banks, 138-139 
Sperm-binding beads, 171, 172 
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Spermicides 
as contraceptive method, 158-159 
diaphragm and, 157, 158 
with male condoms, 154 
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Spiers, Helen, 96 
Spinal block, 130 
Spinal-cord injury, 186-187 
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Superego, 28 effects during puberty, 103-104 Trial of labor after a previous cesarean 
Superincision, 81 exercise and, 103 (TOLAC), 129 
Superincision ritual, 9 in expectant fathers, 122 Triandis, H. C., 265 
Surgical abortion, 166-167 production and secretion, 90-92 Triangular theory of love, 258-259 
Surgical transition, 295-296 production in men, 246 Tribadism, 202 
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Suspicious schema, 353 Test-tube babies, 139 Trinh, Sarah L., 17 
Suttenfield, Kelley, 132 Tetracycline, 431 Triphasic model, 180-182 
Svedin, Carl-Géran, 212 Tetraplegia, 186 Trobriand Islanders, 8 
Svoboda, J. Steven, 80 Thakker, Jo, 357 Troia, Bailey, 469, 470 
Swaab, Dick F., 315 Thanatos, 28 Troilism, 341 
Swain, Annette M., 131 Therapeutic cloning, 458 Trost, Jan E., 180 
Swamy, G., 136 Therapeutic ideology, 40 Trottier, Dominique, 354 
Swann, Gregory, 302 Thibaut, Florence, 343, 345 Truesdale, Matthew D., 70 
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Following is a list of resources for additional information on topics covered in Understanding Human Sexuality. 


I. HEALTH ISSUES: PREGNANCY, 
CONTRACEPTION, ABORTION, DISEASES 


American Cancer Society 

1599 Clifton Road, NE 

Atlanta, GA 30329-4251 

1-800-227-2345 

www.cancer.org 

Offers up-to-date and accurate information on cancer 
treatment and support. Funds research on cancer. 


CDC National Prevention Information Network 

P.O. Box 6003 

Rockville, MD 20849-6003 

1-800-458-5231 

E-mail: NPIN-Info@cdc.gov 

npincdec.gov 

Operated by the U.S. Public Health Service, this clearing house 
provides information and referrals on a variety of 

STIs in addition to HIV/AIDS. 


La Leche League International 

110 Horizon Drive, Suite 210 

Raleigh, NC 27615, USA 

Administrative Office: + 1-919-459-2167 | 
+1-800-LALECHE (525-3243) 

Fax: +1-919-459-2075 | Email: info@llli.org 

www.Illli.org 

An organization devoted to helping mothers worldwide to 
breast-feed by providing mother-to-mother support, 
encouragement, education, and information. 


NARAL Pro-Choice America 

1725 Eye Street, NW Suite 900 

Washington, D.C. 20006 

202-973-3000 

prochoiceamerica.org 

A political action organization working at both state and 
national levels, dedicated to preserving a woman’s right to safe 
and legal abortion and also to teaching effective use of the 
political process to ensure abortion rights. 


Division of STD Prevention 

Centers for Disease Control and Prevention 
1600 Clifton Rd. 

Atlanta, GA 30333 

1-800-CDC-INFO 

E-mail: dstd@cdc.gov 

cdc.gov/std 


Offers the most up-to-date information on prevention-related 
issues and sexually transmitted diseases and HIV; administers 
federal programs for the prevention of STD and HIV infection. 


Lesbian, Gay, Bisexual, and Transgender Health 
Centers for Disease Control and Prevention 
1600 Clifton Rd. 

Atlanta, GA 30333 

1-800-CDC-INFO 

E-mail: cdcinfo@cdc.gov 

www.cdc.gov/Igbthealth 

Devoted to the health needs of lesbian, gay, bisexual, 

and transgender individuals. 


National Right to Life Committee, Inc. 

1446 Duke Street 

Alexandria, VA 22314 

202-626-8800 

www.nrlc.org 

An organization based on the belief that human life begins at 
conception and that abortions should therefore be opposed. 


Healthy Women 

P.O. Box 336 

Middletown, NJ 07748 

1-877-986-9472 

www.healthywomen.org 

A national clearinghouse on women’s health information. 
Publishes a newsletter, National Women’s Health Report. 


Planned Parenthood 

26 Bleecker Street 

New York, NY 10012 

P: 212.274.7200 

212-541-7800 

www.plannedparenthood.org 

PPFA is the nation’s oldest and largest voluntary family 
planning agency. Through local clinics (call 1-800-230-PLAN 
for the clinic nearest you), it offers birth control informa- 
tion and services, pregnancy testing, voluntary sterilization, 
prenatal care, abortion, pelvic and breast exams, and other 
reproductive health services, including sexuality education. 


Knowledge Success 

Johns Hopkins Center for Communication Programs 
111 Market Place, Suite 310 

Baltimore, MD 21202 

410-659-6300 

knowledgesuccess.org 
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Publishes Population Reports, frequent, up-to-date reports on 
contraception and family planning with emphasis on developing 
countries. 


Il. SEX EDUCATION, SEX RESEARCH, 
AND SEX THERAPY 


The Guttmacher Institute 

125 Maiden Lane, 7th Floor 

New York, NY 10038 

212-248-1111 

E-mail: info@guttmacher.org 

guttmacher.org 

A not-for-profit organization for reproductive health 
research, policy analysis, and public education. It 
produces many excellent, informative publications. 


American Association of Sexuality Educators, 
Counselors, and Therapists (AASECT) 

35 E Wacker Drive, Suite 850 

Chicago, IL 60601 

E-mail: aasect@aasect.org 

aasect.org 

This organization certifies sex educators, sex counselors, and 
sex therapists and provides other services associated with 
sexuality education and sex therapy. 


Sexuality Information and Education Council of 
the United States (SIECUS) 

1012 14th Street NW, Suite 1108 

Washington, D.C. 20005 

202-265-2405 

E-mail: info@siecus.org 

www.siecus.org 

Provides a library and information service on sexuality 
education, including curricula. Publishes bibliographies 
and maintains a database of titles of books and journals on 
human sexuality, currently containing over 8,000 entries. 


The Society for Scientific Study of Sexuality 

1874 Catasauqua Road, #208 

Allentown, PA 18109 

610-443-3100 

www.sexscience.org 

An organization devoted to promoting quality sex research; 
publishes the Journal of Sex Research. 


Ill. LGBTQ ISSUES 


The World Professional Association for 
Transgender Health (WPATH) 


wpath.org 


Society for professionals interested in the study and care of 
transsexualism and gender dysphoria. 


Lambda Legal Defense and Education Fund 

120 Wall Street, Suite 1500 

New York, NY 10005-3904 

212-809-8585 

www.lambdalegal.org 

Advances the legal rights of lesbians, gay men, and people 
with AIDS through test case litigation and public education. 
Publishes many resource manuals, newsletters, 
bibliographies, and articles on current topics for lesbians, 
gay men, and people with HIV/AIDS. 


National Gay and Lesbian Task Force (NGLTF) 

1050 Connecticut Ave NW 

Suite 65500 

Washington, DC 20035 

202-393-5177 

thetaskforce.org 

The oldest gay and lesbian civil rights advocacy organization. 
Lobbying, grassroots organizing, publications (call or write 
for listing), and referrals. 


Tri-Ess (Society for the Second Self) 

TAU CHI 

PO Box 20785 

Houston, TX 77225 

713-349-9910 

E-mail: trichil@aol.com 

www.tri-ess.org 

An organization for heterosexual men who cross-dress, and 
their wives. 


IV. MEDIA 


Sinclair Intimacy Institute 

88 Vilcom Center Drive, #150 

Chapel Hill, NC 27514 

919-644-0301 

sinclairinstitute.com 

An organization with a large selection of sexuality education 
and sex therapy films and videos. 


V. SEXUAL VICTIMIZATION 


Violence and Traumatic Stress Research Branch 
National Institute of Mental Health 

6001 Executive Boulevard, Room 6200, MSC 9663 
Bethesda, MD 20892-9663 

301-443-5944 
http://www.nimh.nih.gov/about/organization/dtr/traumat- 
ic-stress-research-and-dimensional-measurement-and- 
intervention-program/index.shtml 


DR-4 DIRECTORY OF RESOURCES 


This branch is the focal point at the National Institute of Mental 


Health for research on violent behavior, including sexual 
abuse, sexual assault, and trauma (including PTSD). 


VI. FEMINISM AND GENDER ISSUES 


National Organization for Women (NOW) 

1100 H Street NW, 3rd floor 

Washington, D.C. 20005 

202-628-8669 

E-mail: now@now.org 

now.org 

NOW seeks to take action to bring women into full 
participation in the mainstream of U.S. society, exercising 
all the privileges and responsibilities thereof in truly equal 
partnership with men. 


VII. JOURNALS 


Annual Review of Sex Research 

The Society for the Scientific Study of Sexuality 
1874 Catasauqua Road, #208 

Allentown, PA 18109 


Archives of Sexual Behavior 
Springer Publishing Company 

11 W 42nd St, #15 

New York, NY 10036 


Gender & Society 

SAGE Publications 

2455 Teller Road 

Thousand Oaks Los Angeles, CA 91320 


Journal of Child Sexual Abuse 
Taylor & Francis 

$30 Walnut St, Ste 850 
Philadelphia, PA 19106 


Journal of Gay and Lesbian Psychotherapy 
Taylor & Francis 

530 Walnut St, Ste 850 

Philadelphia, PA 19106 


Journal of Homosexuality 
Taylor & Francis 

530 Walnut St, Ste 850 
Philadelphia, PA 19106 


Journal of Men’s Studies 
Sage Publications 

2455 Teller Road Thousand Oaks 
Los Angeles, CA 91320 


Journal of Sex and Marital Therapy 
Taylor & Francis 

530 Walnut St, Ste 850 

Philadelphia, PA 19106 


Journal of Sex Research 
Taylor & Francis 

530 Walnut Street, Suite 850 
Philadelphia, PA 19106 


Journal of the History of Sexuality 
University of Texas Press 

P.O. Box 7819 

Austin, TX 78713 


Psychology of Women Quarterly 
SAGE Publishing 

2455 Teller Road 

Thousand Oaks, CA 91320 


Psychology of Violence 
American Psychological Association 
750 First Street NE, 

Washington, DC 20002-4242 


Sex Roles: A Journal of Research 
Springer 

11 W. 42nd Street, #15 

New York, NY 10036 


Sexual Abuse: A Journal of Research and 


Treatment 

Springer 

11 W. 42nd Street, #15 
New York, NY 10036 


Sexual Addiction and Compulsivity 
Taylor & Francis 

530 Walnut St, Ste 850 

Philadelphia, PA 19106 


Sexuality and Disability 
Springer 

11 W. 42nd Street, #15 

New York, NY 10036 


